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ORIGINAL CONTRIBUTIONS

THE MECHANICS OF THE COLON*

Wesley E. Gatewood, M.D.

PORTLAND, ORE.

Constipation and a group of symptoms referable

to motor dysfunction of the large bowel bring more

patients to the gastroenterologist than any other

causes. Jordan and Kiefer^ have recently reported

that in a series of 3000 admissions to the Gastro-

intestinal Service of the Lahey Clinic, 30 per cent

were found to have no other lesion of the digestive

tract. In my own personal experience both in a

large free clinic and in private practice I feel sure

that at least half of the patients whom I examine

because of abdominal complaints have no trouble

except for a disturbance in the handling of the fecal

contents of their bowels.

Some physicians have asserted that these dis-

turbances of the colon lead to important pathologic

changes in other organs. There has never been any

scientific proof for such assumptions, and I really

doubt if it can be shown that the motor malfunc-

tion of the large bowel materially shortens the life

of man. On the other hand, we may be very sure

that many of our patients are rendered unfit and

unhappy both physically and mentally because of

their bowel conditions. Colitis, as the motor dis-

turbance of the large bowel is frequently and im-

properly called, has come in many circles to be a

* Read before King County Medical Society, Seattle,
Wash., Oct. 7, 1929.

fad. The correction of constipation and the relief

of symptoms from an irritable colon mean usually

a return of normal function rather than the cure

of a disease. ,,

In a consideration of the function of the colon

we cannot isolate it either from the remainder of

the tract or from the body as a whole. A review of

the evolution of the digestive and nervous systems,

beginning with the simpler forms and following up

to the more complex, gives us a better understand-

ing of their anatomy and physiology in man. Like-

wise embryology suggests function and mechanism.

From such studies it seems that the primitive

digestive tract was a tube which originally per-

formed without an elaborate nervous system. Later

the equivalent of the myenteric or .'Auerbach’s

plexus was laid down along this tube. The function

of this primitive neurenteric mechanism is chiefly

motor, capable of local reflex responses. With the

development of a more highly specialized digestive

tract came also a more highly organized nervous

system. Finally the digestive tract of the verte-

brate has become indeed complex.

Retaining its tubular form it has connected with

it large glandular structures, such as the liver and

pancreas, with special circulatory apparatus and

producing various chemical substances for the dis-

solution of the food as it passes through the tube.

The nervous system has become more elaborate

and sensory and motor connections have grown in

to connect with the simple system originally pres-

ent in the wall of the gut. In both the simpler and
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more highly developed forms of animal life an un-

derlying segmental pattern can be discerned. The

segments of the head end are in general like those

of the tail end but more complex, more active and

more sensitive.

In the vertebrates the absorptive apparatus of

the digestive tract has become so specialized that

some of the dissolved food goes into one collecting

mechanism and other substances of a different char-

acter go another way. The mucous membrane lin-

ing the digestive tube is adapted to meet the re-

quirements of its evolution. Its forward portion is

largely secretory and absorbs little, its caudal por-

tion is less of a secretory and more of an absorp-

tive apparatus, thus eliminating waste.

In the past thirty years physiologic and antomic

studies have yielded important data concerning the

neuromechanism of the digestive tube. The work

of Alvarez’ and others has shown that the smooth

muscle fibers in the wall of the intestine have with-

in them the property of rhythmic contraction. Al-

varez, by patient and careful experimentation and

studious investigation of the simpler forms of life,

has added much to our conception of gastrointes-

tinal physiology. He has shown that the power,

the tone and the rate of the rhythmic contractions

of muscle in the digestive tube, as well as the sensi-

tivity and in fact even the metabolism of the motor

apparatus, are graded downward from the begin-

ning to the end.

His theory of gradients should now be accepted

as a physiologic principle. It is the most important

addition to the physiology of the digestive tract in

recent years. It does not explain the entire per-

formance of the motor apparatus, but gives us a

more complete understanding of the behavior of

the muscle.

We must also recognize the elaborate nervous

connections, sensory and motor. It is through this

nervous control that the activities of the various

segments of the tract are correlated and coordi-

nated, one part with another and all parts with

the remainder of the body. The local myenteric

mechanism is much the same throughout the tract.

It provides the phenomenon of peristalsis. Thirty

years ago Bayliss and Starling showed that stimu-

lation of the small intestine usually results in con-

traction above and relaxation below the point at

which the stimulant is applied. The phenomenon

later was designated by Cannon as the “myenteric

reflex.” The intestine has a nervous system of its

own, through which local coordinated reflexes can

be carried out. Later the development connec-

tions grew in from the nervous system. Anatom-

ically and functionally the sympathetic system is

closely related to the adrenals. Langley has stated

that the effect of adrenalin on a tissue is similar to

a stimulation of its sympathetic nerves. Perhaps

this explains at least in part the diarrhea of hyper-

thyroidism and of fright and similar emotions.

The parasympathetic or vagosacral system is of

a later development. Physiologic and pharmacologic

studies indicate that these two portions of the in-

voluntary nervous system are to some extent an-

tagonistic. From the ganglia of each come both

motor and inhibitory fibers. If the stimulation of

the sympathetic results in contraction as a rule,

the stimulation of the corresponding vagosacral

nerves causes an inhibition producing relaxation.

We are quite familiar with this form of nervous

mechanism as manifested in the control of the iris,

the size of the pupil being the result of a balance

between the oculomotor and sympathetic impulses,

and the rate of the heart, the result of a balance

between vagal inhibitory and sympathetic accelera-

tory reactions.

Where there is a predominance of muscle fiber,

it would be anticipated that there would also be

an increase in nerve tissue, and so at the sphinc-

ters there is an increased supply of the nerve fibers,

as if to supply these officials with more authority.

In short, the entire digestive tube is provided with

a muscular coat capable of working automatically

and spontaneously and yet functioning under the

coordinating control of the involuntary nervous sys-

tem. At the beginning and at the end of the tract

there is a sphincter under the voluntary control of

the nervous system.

As we follow food in its passage through the di-

gestive tract, we note a series of rhythmic move-

ments, collecting and massing the food. Each por-

tion of the tube is somewhat different in its appear-

ance, its purpose and the character of its contents.

In general the types of active movements are

similar throughout. They consist of segmentation,

peristaltic waves, reverse waves and mass move-

ments. The segmentation is apparently due to

rather local neuromuscular reflexes, as is also the

phenomenon of peristalsis. Such movements as the

rapid transport of the material from one segment

of the small bowel to a distant portion would seem

to be due to either more violent local reactions or

a combined action of several portions of the canal,

and probably controlled by longer and more com-
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plex neuromuscular reflexes. In the small intestine

segmentation is a pronounced phenomenon. There

are rushes which start above and carry long dis-

tances down the bowel, to end either against a

pendulum movement, or against a sphincter, or to

fade away as they lose in force. Several of these

rushes may occur at a time.

Another form of movement, varying in frequency

and extent and perhaps of considerable importance,

is the passive movement accompanying respiration.

I am of the opinion that the changes in intraab-

dominal pressure and the passive movements of the

abdominal contents are of considerable importance

in the conveyance of liquids through the tube, as

well as an important stimulant of peristaltic ac-

tivity. Those who have made frequent fluoroscopic

examinations of the stomach and bowel certainly

have been impressed with the fact that deep breath-

ing will increase peristaltic activity in the inactive

stomach and hasten the passage of the barium into

the duodenum. They have also observed how much

easier and more quickly the colon will fill with a

barium enema when the patient breathes slowly

and deeply. Possibly some of this effect is due to a

temporary change in the muscle tone brought about

by stimulation of the vagus.

As shown by a number of observers but particu-

larly by Alvarez in his development of the gradient

theory, activity of the small bowel is much greater

above and lessened below so that there is consid-

erable accumulation in the distal ileum. The ileo-

cecal sphincter behaves much like the sphincter at

the pylorus. It prevents too rapid emptying of the

ileum into the colon which would lead to diarrhea,

and it prevents the regurgitation of food material

from the colon into the ileum.

The bowel from the ampula of Vater to the mid-

dle of the transverse colon is derived from the mid-

gut. The right half of the colon is comparable in

function to the small bowel, with which it has its

common embryologic beginning. It is an organ of

digestion and absorption. The content of the ileum

as it passes into the cecum is about the consistency

of a thin gruel. In it there are still undigested food

residues and digestive juices which continue their

action. The colon does not supply any important

digestive secretions but the processes which were in

progress in the ileum are allowed to continue in the

proximal colon until they are virtually completed.

The chief functions of the colon are absorption,

particularly the recovery of water from the fecal

mass; and motor, resulting in the ultimate disposal

of the indigestibles.

For absorption it is marvelously designed, built

like a radiator, having a huge surface for ab-

sorption compared with its length and the space

which it occupies in the abdomen. A comparison of

the length of the colon in different individuals and

in different species of animals shows some varia-

tion, as if dependent upon the requirement of the

individual. In those animals like the dog, in which

there is little digestion of cellulose and in which

the total digestion has neared completion when

the food enters the colon, the colon is relatively

short. These animals normally have soft formed

stools much like the normal stool of man. In the

herbivora, such as the rabbit, sheep and horse,

the colon apparently is important in the digestion of

cellulose and in these animals the residues are re-

tained somewhat longer in the haustra. Their colons

are relatively longer. Their normal stools are much
more like the spastic constipation stools of man,

consisting of pellets, balls and rounded masses.

The liquid content of the ileum, when a con-

siderable volume of material has collected in the

distal portion, is injected somewhat like an enema

into the cecum and gradually fills from below up-

ward, until practically the whole of the ascending

colon has been moderately distended. This disten-

sion then stimulates the neuromotor mechanism of

the colon to increased activity. Sampson‘S has shown

with the roentgen ray that the cecum normally

fills and remains filled from four to twenty-four

hours. When peristaltic activity is established in the

cecum, it impedes the flow from the ileum. The sen-

sitivity or degree of irritability of the cecum is a

factor in determining when active peristalsis in the

cecum will begin. Normally the movements here are

so sluggish that they are not frequently observed

with the roentgen ray.

In a normal individual the cecum usually begins

to fill between two and four hours after a meal is

taken and becomes moderately distended up to the

hepatic flexure by the end of six hours. Consider-

able has been written concerning ileal and ileocecal

stasis. It has frequently been assumed that the posi-

tion of the ileocecal valve and the mobility of the

cecum itself, particularly when it reaches low into

the pelvis, are important factors in delaying the

progress of the meal. The abdomen is a closed

cavity and the bowel and its contents act like fluid

elsewhere. The hydrostatic pressure applied to the

material in the ileum and proximal colon tends to

equalize pressures and level out the grades. After

all, peristalsis of these portions of the bowel does
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not have to actually lift material from the depth

of the pelvis to the height of the hepatic flexure,

but the same pressure of gravity pushing down-

ward also helps in the lifting of the material after

it has entered the colon. The operations directed

toward the correction of this supposed defect have

failed and in general have been abandoned.

The haustra are a specialized development in the

colon. The movements of the haustra are to be

considered like the segmentation movements of the

small bowel. In the small intestine ring-like con-

tractions occur at short intervals approximately

simultaneously so that small segments are formed.

These segments in turn are broken up into smaller

segments. In this way the forward movement of

wave-like peristalsis is somewhat impeded and the

liquid content of the small intestine is more in-

timately mixed with the digestive fluids. In the

colon the movements of the haustra are comparable,

but these sacculated portions are especially adapted

for contracting and holding the contents in place.

Therefore, the absorption of water is more effec-

tive. Finally, by a more complete contraction of the

circular muscles the contents of the haustra are

expelled. If they remain for a long period in one

place, the drying is so effective that the shape

of the haustra is retained when the fecal material

is finally expelled from the rectum. Just as we have

noted mass movements occurring in the small intes-

tine, the so-called peristaltic rushes, similar move-

ments occur in the large bowel. Here, because the

rate of muscular contraction is slower, the con-

tents less fluid and, therefore, more difficult to

nove, the mass movements are slower. They are

3ot frequently seen except in cases of diarrhea.

On a number of occasions following the intro-

duction of a barium meal into the stomach by care-

ful and prolonged observation I have seen mass

movements occur in the colon, particularly in the

transverse and descending portions. Reverse peri-

stalsis is a normal phenomenon of the colon, par-

ticularly as it occurs in the ascending colon. It

forces the contents of the ascending colon back-

ward into the proximal portion and by increasing

the pressure stimulates muscular activity in that

portion of the colon.

A form of mass movement is probably the regu-

lar and normal occurrence in the process of defeca-

tion. Some examiners are of the opinion that the

descending colon normally remains practically

empty and the fecal material gradually collects

in the sigmoid and rectum. There are others of

the opinion that usually there is a sphincteric action

at the lower end of the sigmoid and the sigmoid

and descending colon gradually fill, the rectum re-

maining comparatively empty until shortly before

the act of defecation. Personally, I believe that this

difference in opinion arises largely because of ob-

servations made under different conditions. All of

us have made digital examinations of the rectum

and found the rectum packed with hard feces, or

again filled with soft plastic fecal material and

at other times empty. These differences depend

upon the behavior of the bowel and the rectum

and the time of the examination with relation to

previous defecation.

Rankin* states, “It has not been definitely proved

despite frequent assertions, particularly in discuss-

ing such diseases as megacolon, that there is a

definite sphincteric mechanism at the rectosig-

moid.” He refers to the studies of Reeves,^ in 1917,

and more recently those of Martin and Burden"

which indicate that in about one-half of normal in-

dividuals there is some degree of constriction at

the point where the sigmoid joins the rectum, but

in most instances the change in structure is more

gradual. From these anatomic studies and from our

clinical observations it seems, therefore, that in the

majority of individuals there is no barrier between

the descending colon or sigmoid and the rectum.

The rate of propulsion has become very slow be-

cause of the consistency of the material in the

bowel and the motor gradient. Certainly the rate

and type of forward movement of the material in

the lumen of the bowel is influenced by its con-

sistency as well as by the slower peristaltic move-

ments present in the distal colon.

The arrangement of the longitudinal muscles in

the wall of the colon is such that when these mus-

cles contract forcibly, the length of the colon is

considerably shortened. I have repeatedly observed

this phenomenon with the aid of the fluoroscope.

It is particularly marked in the patient with an

irritable and spastic colon. During the course of a

prolonged examination, the transverse colon, at first

seen sweeping low from the hepatic flexure down
to the pelvis and again high up to the splenic

flexure, may be seen to taughten and by shortening

lift from the pelvis to a more horizontal course. In

a normal individual the movements of the colon

produced by respiration are considerable, and no

doubt play an important part in stimulating peris-

taltic activity and assist in the movement of the

more liquid portions of its contents.
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Quite recently a very interesting observation has

been made by Ivy^ and his associates on the mo-

tility of the rectum in normal and constipated sub-

jects. Thirty-one medical students and twelve pa-

tients, the latter said to be constipated and users

of carthartics, were the subjects. Through a procto-

scope a balloon was inserted into the sigmoid and

rectum, then filled with water. Tracings were made

according to the pressure exerted by the sigmoid

and rectum upon the balloon. The intracolonic

pressure varied from 11 to 21 mm. of mercury,

averaging from 17 to 20, and there was no appre-

ciable difference in the pressures of the constipated

and the normal. The tracings showed usually a dis-

tinct tonus rhythm and in the normal individual

steep contractions with painful urges to defecate.

Welsh and Plant,® working at Iowa, reported

somewhat similar observations in 1926 and also

noted an increase of the muscular activity of the

colon after meals. They term this a feeding reflex.

Ivy and his coworkers showed that, while steep

contractions occurred in the constipated group,

they were usually not associated with an urge to

defecate and the gastrocolic reflex did not occur in

the constipated group.

It seems evident that such pressures in the rec-

tum and sigmoid as recorded by Ivy and by Zim-

merman can scarcely be sufficient either to mold

the average formed stool nor to force anything

other than liquid feces through an intact anal

sphincter. Defecation is not so much an activity

of the colon as it is the result of coordinated volun-

tary movements. I wish especially to emphasize

this point because it seems to me that only by an

appreciation of this physiologic fact can we under-

stand the causes of the average case of constipa-

tion. As a matter of fact, the business of the colon

in this connection is chiefly to deliver a soft plastic

mass into the sigmoid and rectum, where it may
be expressed much in the same way as we press

out the tooth paste from a tube.

Originating from a common embryologic source,

the structure, the nerve supply and the behavior

of the rectosigmoid and the urinary bladder are

very much alike. When once the anal sphincters

have relaxed enough to permit even a small quan-

tity of feces to enter the anal canal, the defecation

reflex becomes so strong that the act usually goes

on to completion. The process of micturition is sim-

ilar. By voluntary effort in spite of urge the bladder

may be controlled for hours. The muscle tone of

the rectosigmoid can adjust itself to an increasing

volume of feces and defecation may be postponed

for hours or even days.

Judd and Adson,® earlier Wade and Royle,^®

have reported the relief of symptoms in patients

with megacolon by the destruction of the sympa-

thetic nerve connections supplying the rectum and

sigmoid. The underlying principle seems to be the

removal of an obstruction due to a failure of cir-

cular muscle to relax or, to use the term applied by

Hurst, achalasia. By achalasia is meant over-

activity of sphincteric muscles due to a lack of

proper inhibition, the inhibitory impulses being

supplied by the sympathetic nerve fibers.

The consistency of the stool is one of the most

important factors in constipation and its manage-

ment. The passage of a hard and lumpy stool seems

to me best likened to the difficulties encountered

in a dry labor. Normally the bag of waters serves

as an efficient hydrostatic wedge in the dilatation

of the uterine cervix. A moldable fecal mass acts

in the same way to initiate the relaxation of the

internal anal sphincter. When a hard blunt mass

is pushed against this sphincter it fails to pass until

the sphincter is either sufficiently relaxed or is

forcibly stretched to produce a lumen often an

inch or more in diameter. The force required to

evacuate the normal stool is somewhere between

that needed to expel a solid mass and the low pres-

sure of 20 to 40 mm. required for the removal of

a liquid. The low pressure is furnished by the con-

traction of the smooth muscle in the rectosigmoid;

the higher pressures are supplied by the diaphragm

and abdominal muscles.

The passage of the watery material requires only

a slight relaxation of the anal sphincters and no

work on the part of the other perineal muscles. The

passage of the formed stool requires usually the

bearing down of the abdominal muscles and the

assistance of the levator and perineal muscles along

with a more complete relaxation of the anal sphinc-

ters. Peristaltic activity and mass movement are

factors in the mechanism of defecation but the

motor power supplied normally by the colon in the

act of defecation is small, compared with the force

exerted by the voluntary muscles in this act.

Recently I have made some studies of the intra-

abdominal pressures which can be brought about

by normal individuals when they strain as in de-

fecation. Healthy males without any tendency to

constipation may exert a pressure of from 240 to

280 mm. of mercury. Athletic women may exert a

pressure equal to 180 to 200. Women of the slen-
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der visceroptotic type with thin and relaxed ab-

dominal muscles could exert a pressure of only 100

to 150 mm. This and local changes in the perineum

(relaxation and rectocele) are probably very im-

portant in the constipation occurring in women

after repeated pregnancies. The capacity of the

abdomen has been increased and the tonus of the

perineal and abdominal muscles has been decreased.

This suggests the value of exercising the abdomi-

nal muscles in the treatment of the constipation.

It does not imply that constipated patients should

strain at stool. Just as a precipitate labor pro-

duces injuries of the birth canal, so the forcible

passage of hard dry constipated stools is productive

of fissures, proctitis and hemorrhoids. When the

stools are of normal consistency and the relaxation

of the sphincters normal, the intraabdominal pres-

sure during defecation need not exceed perhaps

80 to 100 mm. of mercury.

.\nd now let me suggest some of the more prac-

tical considerations. Though constipation for its

discussion is frequently divided into the spastic and

atonic varieties, it is extraordinarily rare for us to

see any evidence of real atony of the colon. For the

most part the spastic type results from hyperactiv-

ity of the colon and the atonic type from a dis-

turbance in the function of the anus or rectum.

It is of little value to read in a clinical history a

statement that the patient is constipated. In all

patients who have abdominal complaints the clini-

cal history of the behavior of the colon and rectum

should be investigated. Hundreds of patients with

right lower quadrant distress, who consider them-

selves constipated, are operated upon for “chronic

appendicitis” and are not relieved of either the

constipation or the distress (Fraser”). Many upper

abdominal symptoms may be traced to irritability

and spasticity of the colon. Sometimes it requires

considerable clinical study to differentiate between

gallbladder disease and a group of symptoms ac-

companying motor disturbances of the colon.

As has been recently mentioned by Smith and
Miller, patients with what they term spastic colitis

may have symptoms strongly suggestive of gastric

or duodenal ulcer. They assign these symptoms to

reflex pyloric spasm secondary to h}rperirritability

of the colon. It is not difficult to see how such

symptoms as burning discomfort in the epigastrium

may come at fairly regular intervals after meals,

if we recall the normal gastroileac and gastrocolic

or “feeding reflexes,” as described by Welch and

Plant. The already overactive colon is stimulated

to greater activity, producing many different symp-

toms heightened by the feeding reflex. In most of

these patients there is hyperactivity of the entire

tract.

Intestinal obstruction, new growth and adhesions

are some of the unwarranted diagnoses made in this

group of patients. The ner\^ous impulses may
spread so far as to produce symptoms suggestive to

the patient of heart disease, particularly when there

are accumulations of gas in the transverse colon

high under the ribs, and reflex aerophagia with at-

tendant cardiac irritability from irritation and pres-

sure beneath the diaphragm. In general, the symp-

toms of an irritable but otherwise normal colon may
lead to a multitude of symptoms and suggest many
different diseases, depending largely upon what part

of the gut is most irritable and how we are diag-

nostically biased.

The most valuable information, apart from the

history of the function of the bow'el, is the observa-

tion of the stools. The gross appearances are usu-

ally characteristic. Abnormal caliber of the stool,

that is, pencil-like, finger-like, ribbon-like as well as

large oversized stools are usually indicative of irri-

tability or failure of the anal sphincters to relax,

either caused by reflex spasm from local rectal dis-

ease or resulting from bad habits. Mushy, gruelly

and watery stools, with or without excess of mucus

and gas, as well as lumpy and ball-like stools mold-

ed in the colon itself, are indicative of hyperactivity

of the colon. Patients with any of these abnormal

kinds of stool may complain of constipation. Neith-

er the local rectal condition nor the malfunction of

the colon calls for laxatives, enemas or a roughage

diet. Soothing treatment, chiefly physiologic rest,

is the underlying principle in therapy.

Time does not permit of a discussion of the dys-

function of the colon so frequently seen in nervous

and hypersensitive individuals. We must not forget

that the normal behavior of the colon is the result

of a coordination controlled by the autonomic ner-

vous system, and that the mental state plays a large

part in the activity of the colon. Once I had a

housewife as a patient who was always greatly an-

noyed by an uncontrolable diarrhea whenever she

gave a party, though at other times her bowel func-

tion was normal. Constipation also may occur in

disturbed mental states, due to a temporary im-

balance of the autonomic control.

Roengten ray studies with a barium progress meal

are often valuable in visualizing the disturbances of

colonic motility. They help in the recognition of
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such organic diseases as ulceration, new growths

and diverticuli. Frequently they serve as proof to

the patient that there is no obstruction or abnormal

delay in the passage. Thoroughness in the study

of any patient is essential. This may require a

number of procedures. The clinical picture may

become clearer and typical symptoms of such dis-

eases as duodenal ulcer or cholelithiasis may be-

come obvious after the removal of such symptoms

as are due. to the colon. This is usually accom-

plished by changing the diet to a nonirritating low

residue diet, withholding laxatives and enemas and

administering suitable doses of belladonna. The

milder degrees of true colitis usually respond to

similar treatment. All patients with a story of con-

stipation should at least have a digital examination

of the rectum and at least the gross inspection of

their stools.

Finally in closing, let us remember that the mo-

tor mechanism of the colon, though somewhat com-

plex, performs remarkably well and rarely gets out

of order until we abuse it or meddle with it. We
cannot force nature but can coax her. Our aim in

treatment should be the restoration of a normal

physiology.
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TUMORS OF THE URINARY BLADDER*

Alexander Hamilton Peacock, M.D., F.A.C.S.

SEATTLE, WASH.

Treatment of neoplasms of the urinary bladder

still constitutes a serious problem. The object of

this paper is to submit a review of the present

treatment as employed by urologists in various cli-

nics and medical centers.

Immediately the question is asked, “What do

you mean by neoplasms of the bladder?” Hereto-

fore the classification of these tumors has been

legion. In an effort to be scientific and accurate,

many of them split hairs over types, arrangements

and proportions of cells. Young’s classification,

which covers the field well, is an ideal histologic

grouping.

I. young’s classification of bladder tumors

B—benign. M—malignant

1 . Organoid
A. Epithelial:

(a) Adenoma
Solid (B)

Cystic (B)
B. Mesothelial:

(a) Angioma
Hemangioma (B)
(Lymphangioma)

2. Histoid

A. Epithelial:

(a) Papillary tumors
Benign papilloma (B)
Ma'ignant papilloma (M)
Papillary carcinoma (M)

(b) Adenocarcinoma (M)
(c) Epithelioma

Squamous-cell or epidermoid (M)
Non-squamous (basal cell) (M)

B. Mesothelial:

(a) Sarcoma
Round-cell (M)
Spindle-cell (M)
Giant-cell (M)

(b) Fibroma (B)

(c) Lipoma (B)
(d) Leiomyoma (B)

(Lymphosarcoma)

II. HETEROTOPIC TUMORS

1. Embryoma:
(a) Dermoid cyst (B and M)
(b) Teratoma (B and M)
(c) Rhabdomyoma (B)

(d) Chondroma (B)

(e) Myxoma (B)

HI. EXTRAVESICAL TUMORS

Retrovesical sarcoma

After a patient has been informed that he has

a tumor of the bladder, his first question is, “doc-

tor, is it a cancer,” which question calls for a

definite answer. The laity has been educated as to

the gravity of cancer and make their plans for the

Read before the first meeting of Pan Pacific Surgi-
cal Conference, Honolulu, T. H., August 14-24, 1929,
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future accordingly. This naturally divides all the

bladder tumors into two groups, benign and ma-

lignant. The first step is a study of the benign

group.

As the mucosa is composed of epithelium, it is

in order to note that 90 to 95 per cent of all blad-

der tumors are composed chiefly of epithelial cells.

This being the case, all other tumors, as leiomyo-

mata, sarcomata and dermoids will not be dis-

cussed.

The outstanding benign tumor of the bladder is

the so-called papilloma. These are single or mul-

tiple stalks which project from the mucosa and

have branches or fronds. They are highly vascular,

with a tree-like blood supply. These growths have

a basic membrane with layers of stratified, colum-

nar and squamous epithelium, the same as the

bladder itself. They may be so small as to be just

visible or large enough to occupy the entire blad-

der cavity. They are characterized by a strong ten-

dency to transplant themselves, have a fine, in-‘

definite line between malignancy and innocent de-

velopment, and invariably recur unless well de-

stroyed.

Boyd states, “No field of microscopic diagnosis

gives less satisfaction to the pathologist than blad-

der tumors. Degeneration can start anywhere in

the papillomata.” He further states that every

bladder tumor is potentially malignant. This view

is concurred in by West, Corbus, Young, Lowsley,

Barringer, Cunningham, Frontz, Braasch and oth-

ers. No other conclusion could be drawn when
the universal tendency to recur is noted and how
these growths get entirely out of control when
untreated. Pieces of the tumor secured by rongeur

or cystoscopic manipulation give no accurate path-

ologic information. All the pathologist can say is

that the piece submitted to him was benign or ma-
lignant according to the cell arrangement. Of the

stalk base or fronds of the tumor we have no his-

tologic information.

Obviously a complete preoperative histologic

examination of the bladder tumor is impossible.

Even a pathologist of Boyd’s caliber comes to the

conclusion that “the cystoscopic appearance of the

tumor is more reliable than a partial tissue exam-
ination to determine the presence or absence of

malignancy.” The suggestion is made that we
leave the rare tumors to the textbooks and the

pathologists, and that the urologists and surgeons

confine themselves to a strictly clinical diagnosis,

dep>ending on the cystoscopic appearance of the

tumor.

Fig. 1. Group 1. Benign papilloma.

SUGGESTED CLINICAL CLASSIFICATIONS

Group 1. Benign papillomata. This comprises

small or medium sized finger-like tumors, single or

multiple. When small, these invariably are histo-

logically nonmalignant. They are most easily con-

trolled by electric coagulation or cautery (fig. 1).

Group 2. Carcinomatus papillomata. This group

embraces the degenerative papillomata which break

dowm in some portions of the tumor and become

true carcinomata. The degeneration may occur in

the Stalk or fronds. According to Broder’s cell clas-

sification, thev are usually type 1 and tvpe 2 (fig.

2 ).

Group 3. Sessile and infiltrating carcinomata.

These growths are nodular upheavals of the blad-

der wall, with an irregular broad base. At times

ulcerative or necrotic areas are noted (fig 3).
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Fig-. 3. Group 3. Sessile and Infiltrating carcinoma.

The infiltrating type often appears as a chronic

inflammation of the mucosa, with an easily bleed-

ing granular surface somewhat resembling raw

beef. Cystoscopically the margins are often poorly

defined. The major part of the growth is in the

bladder wall and extends to the perivesicle tissues.

These are invariably types 3 and 4.

The above classification will include 95 per cent

of all bladder tumors and seems to be a rational

clinical division. As the transition from group 1

to group 2 is so insidious and occurs so frequently

if unchecked and given sufficient time (five to ten

years), it is probable that in the future all papillo-

mata of the bladder will be classified as carcino-

mata, the simple papillomata being considered a

precancerous or inactive cell arrangement. Certain-

ly with our clinical experience of recurrence and

cell transplantation, these benign papillomata have

cancer properties.

SURVEY OF THE LITERATURE ON TREATMENT

The types of treatment employed have been ex-

cision, cautery, electrocoagulation (diathermy and

fulguration), chemical coagulation, deep roentgen

therapy and radium. Surgeons are now able to re-

port some of their results from the various forms

of treatment, as there are sufficient follow-up rec-

ords available which allow us to come to some very

definite conclusions.

Outstanding is the series of 622 cases treated

at the Brady Urological Institute and reported by

Scott and MacKay. Over half of these tumors were

classified as infiltrating carcinomata, with seventy-

five diagnoses benign. All types of treatment were

used. Of the benign tumors treated by electric

coagulation 30 per cent were reported well and 20

per cent symptomless; 40 per cent were dead or

not followed. These figures are not the final for

most of the cases are for less than five years ob-

servation. The final judgment of results should be

withheld until the ten year period has passed, as

these tumors will recur and malignancy is frequent-

ly slow.

Combined radium and fulguration treatment

gave 22 per cent apparently cured and 18 per cent

with symptoms; unimproved, dead and not fol-

lowed, 50 per cent. These figures are not as good

as from electrocoagulation alone. It must be re-

membered, however, that in all of these tables there

is no method of determining the size or rate of

growth of the tumor, both of which are most im-

portant factors. It is further well known that tu-

mors occupying the vesicle orifice and trigone are

apt to be far more troublesome than those occu-

pying the dome or lateral walls.

The transurethral implantation of radium plus

electrocoagulation gave improved results with

apparently 35 per cent of cures in malignant pa-

pillomata. In the group of forty-nine cases of in-

filtrating carcinomata we find at the end of four

years eight are reported well. Again, the size of the

tumor was not given.

Implantation of radium through suprapubic cys-

totomy was employed in 28 cases; 3 are reported

well and 75 per cent were dead or not improved.

Resection of the tumor, 64 cases; 30 per cent were

well after one year and 15 per cent after five years.

In Young’s opinion, resection and radium is the

most satisfactory form of treating infiltrating car-

cinomata.

Suprapubic cauterization was employed in 35

cases; 20 per cent apparently were well. This

works best in typ>es 1 and 2. Deep cauterization

gave poor results on account of infection and the

slough.

Roentgen treatment (that is, deep therapy). The

results were poor and the reactions sometimes se-

vere. Out of thirty-two cases, three were symptom-

less and three cystoscopically well. The balance

either recurred or the patient died. It does, how-

ever, relieve pain when due to nerve involvement.

Bumpus gives the experience of the Urological
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Department of the Mayo Clinic. He describes the

lack of uniformity in classification, notes the wide

variety of treatment and the poor results. In his

review of 527 cases the forms of treatment were

resection, radium, electrocoagulation, cautery and

suprapubic cystotomy. The radium mortality was

14.7 per cent. Out of 19 cases treated with radium

alone, 13 died before the third year. This duration

was no longer than the untreated cases. Cauteriza-

tion was found useful in the types of low malig-

nancy.

Broder’s classification of malignancy was used

throughout. Excision and resection was employed

in 240 cases; 76 p>er cent died within two years.

Small tumors of grade 1 and 2 were treated with

electrocoagulation with 33 per cent of recurrences.

In Crenshaw’s opinion the end-results depvend

entirely upon the grade of malignancy. Frontz,

who has contributed several excellent papers to the

subject, feels that a clinical classification of these

tumors is more important than a histologic one.

Dividing his cases into two groups, benign and mal-

ignant, he feels that the size, rate of growth and the

cystoscopic appearance of the tumor are the real

factors. Due to the presence or absence of infiltra-

tion of the bladder wall, the treatment is varied

between radium, fulguration and cautery.

Bumpus, in his treatment of small tumors, grades

1 and 2, employed electrocoagulation and checks

them up every two or three months; later every

six months. For grades 3 and 4, he uses the cau-

tery as a palliative measure and for those of a low

degree of malignancy. Radium employed transure-

thrally and transvesically in his experience was
not successful, due to secondary cystitis and a ra-

dium mortality. Diathermy or electrocoagulation

applied suprapubically for grades 3 and 4 in the

last series of twenty-nine cases (followed eighteen

months) showed sixteen living. He winds up his

paper suggesting a simple classification, cystoscopic

reexamination of all patients periodically, and
states that radium alone gives poor results but ra-

dium combined with other treatments was useful.

Eisendrath points out the great importance of

painless hematuria as an early sign of bladder tu-

mor and of the great value of electrocoagulation

as a mode of treatment.

Hirsch believes in the value of roentgen ray,

diathermy and radium. He reported that out of

sixty-three cases 8 per cent were alive at the end
of six years; in another series 7 per cent were alive

after six years. Hirsch winds up by favoring an

open operation.

Barringer in twenty-nine cases at the Mt. Sini

Hospital, New York, reports with radium treat-

ment alone 50 per cent dead and recurrences. Keyes

in a small series of cases reports excellent results

from the radium emanation seeds.

Joseph of Berlin introduced trichloracetic acid

under the name of chemical coagulation and report-

ed fifty cases treated in his clinic with satisfactory

results.

Cunningham is of the opinion that it is most

difficult to tell when a tumor is benign and when

it is malignant, feeling that the reaction to the

treatment will tell the story. Morrison favors an

open op>eration and diathermy, later treating trans-

urethrally for any recurrences. Judson states that

inflammatory lesions of the bladder often simulate

neoplasms and that at times a chronic irritation

may develop into a true new growth.

Schlagintweit of Munich reports a series of 84

nonmalignant tumors, 34 malignant and 22 suspi-

cious; 102 occurring in men and 38 in women at

the average age of fifty-five. Of this group, 3 cases

only were favorable for operation, these being on

the anterior wall. He states that the diagnosis was

often difficult; that hemorrhages were reported in

these cases from seven to twenty-four years pre-

viously. Out of 102 cases, 54 were inoperable and

48 were dead. Out of his first group of 84 patients

only one was cured, the longest living was nine

years. Out of 34 cases treated by electrocoagula-

tion, 7 were cured. His best results were obtained

from electrocoagulation alone.

Corbus says that the trend of opinion is to con-

sider the majority of papillomata malignant. In his

experience, 50 p>er cent of them occurred near the

ureteral orifice. His favorite treatment is electro-

coagulation and very little surgery.

O’Conner reports 50 cases. He frankly feels that

all bladder tumors are malignant. Out of his 59, 39

of them occupied the base of the bladder. Out of 50

cases 20 were apparently cured up to four years.

Beer reports 158 benign cases treated by electro-

coagulation. In these there was a 20 per cent re-

currence. Twenty-eight cases of papillary carci-

noma had an operative mortality of 14 per cent,

with recurrence of 25 per cent (37 cases). Infil-

trating carcinoma had an operating mortality of

20 per cent and a recurrence of 43 per cent. He
has obtained good results with radium seeds and

electrocoagulation. The open implantation of ra-

dium had the highest mortality, 33 per cent. With
deep roentgen therapy of 17 cases only 3 papillary

carcinomata were relieved of pain or dysuria.
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Nagley reported 105 cases from the Los Angeles

County Hospital. Ninety-two were papillary car-

cinoma, 12 scirrous cancer and one sarcoma. Out

of these series, 52 were dead.

The present study of tumors of the bladder is

based upon a series of eighty-seven cases treated by

the author (table 1). The strictly benign papillo-

mata, classified here as group 1, were made up of

the small finger-like growths. The treatment con-

sisted of electrocoagulation transurethrally. Usually

three to four sittings were necessary and they were

observed cystoscopically over a period of three

years at six months intervals. The results were

uniformly good. Small recurrences frequently were

noted but responded to another application of elec-

trocoagulation (table 2).

TABLE 1. BLADDER TUMORS
Age of Incidence

Youngest Oldest Average

Males (59 cases) 32 82 58

Females (26 cases) 43 72 57

TABLE 2. TYPES OF TUMORS AND TREATMENT
USED

Benign Malignant

Treatment Papilloma Papilloma Sessile

Fulguration alone 19 1 3

Fulguration plus radium 1

Fulguration plus deep roentgen ray 1 .... 1

Resection (alone, radium,

roentgen ray) 2 6

Cauterization alone 12 5

Cauterization plus roentgen ray

or radium 3 4

Roentgen ray alone .... 3

Radium alone .... 1

20 19 23

Cardnomatus papillomata, designated as group

2, were treated by excision, cautery, electrocoagu-

lation, radium and deep roentgen therapy. A typi-

cal case is as follows:

Case 1, 12004, male, 39 years of age, a bookkeeper by
occupation and with a negative carcinoma history. The
admitting complaint w. s hematuria. Two years ago he ob-

served a painless hematuria once; there was no frequency

of urination and no dysuria. Three weeks ago he had an
attack of frequent urination, and a week later some dis-

coloration of the urine. Since that time he has been bleed-

ing slightly intermittently. At the present time there is

terminal spasm and the passage of small blood clots. The
general health has been good.

The general examination shows an apparently healthy

male with no pathology excepting a slight enlargement and
induration of the seminal vesicles.

Cystoscopic examination shows a papillomatous growth
2 by 3 cm., occupying the right edge of the trigone. The
surface in certain areas is red, ulcerative and peppered with

phosphatic deposits. Around the vesical orifice there are

several small daughter growths, also papillomatous in ap-

pearance.

Operation: Suprapubic cystotomy. Tumor with a pedi-

cle occupying the area just above the right ureteral orifice.

This was removed with a cautery and the base well cooked.

A smaller growth was also removed from the edge of the

left vesical orifice in the same manner.

The pathologic report states that the tissue was friable

and that the section shows a papillary stroma. Many pro-

jections are covered with only a single layer of epithelium,

while others have in some areas fifteen layers. Diagnosis,

malignant tumor of the bladder.

Six months later this patient was cystoscoped and no

evidence was found of any growth. Twelve months after

the operation another cystoscopic check up was made and

still no evidence found of the growth. Two years and three

months after the operation a small papilloma 1 by 1 cm.

was observed in the dome and probably was at the point

of the cystotomy incision. This was treated by electric

coagulation. Two months later, two small growths in the

dome were treated in the same manner. Four months

later, one small growth was still noted in the dome of the

bladder and again treated by electrocoagulation. The site

of the original tumor was healthy and showed no evidence

of the smaller growths. The last examination was made six

months later, March 25, 1929. A small growth was still

noted in the dome of the bladder. This was again coagu-

lated.

This case illustrates the slow rate of growth of

some of these tumors and the strong tendency to

recur. It likewise shows the power of electroco-

agulation to destroy definitely malignant tumors

and keep them under control. This type if un-

treated may rapidly develop into an infiltrated

carcinoma. "

Sessile and infiltrated carcinomata, group 3, are

the most interesting of all, as they present the

greatest problem. For that reason several will be

reported.

Case 2, 11265. This patient was 48 years of age, male,

with nothing of interest in the family history excepting one

brother died of pulmonary tuberculosis. His past medical

history consists of an attack of influenza in 1918 of a

severe type and a right herniotomy two years ago which

was successful. He admitted having a Neisserian infection

when a young man.
This patient applied for examination March 3, 1925. He

stated at the time that two months ago he noticed the first

hematuria which was accompanied by acute pain. He was
cystoscoped by Dr. A. E. MacKay of Portland, Ore. At

this time a small papilloma below the right ureteral orifice

was treated by electrocoagulation and the bleeding stopped.

Wishing to check up his condition a cystoscopic

examination was made. A slight ulceration was

noted around the right ureteral opening. The blad-

der was trabeculated. The catheterized kidney

urines were negative. Three weeks later another

observation was made of the bladder. The ulcera-

tion had healed over and there was no evidence of

growth. Pyelograms were made at this time and

showed no pathology of the upper urinary tract.

On October 8, 1928, three and one-half years later, this

patient returned with a story that he had been bleeding

for several months but on account of business activity he

could not spare the time to attend to it before. Examina-
tion of the bladder at this time showed a tumor occupying

the right base and extending welt towards the edge of the
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vesicle orifice; it was about 2 by 2 cm. in size, nodular and

necrotic.

He postponed surgery which was advised, so a coagula-

tion was attempted. He stUl continued to bleed and did

not return until another two months. At this time the

growth was decidedly necrotic and considerably larger. He
was bleeding so much that clots of blood plugged up the

urethra. Severe colic pains had developed in the right side

and back. Three w'eeks later he finally consented to hos-

pitalization.

Under a sacral anesthesia a suprapubic cystotomy was

performed. This tumor occupied the right base of the

bladder and extended to the right vesical margin. A resec-

tion was made of the growth, going through the entire

thickness of the bladder. The wound was then closed by

suture. Fifty mgm. of radium were implanted in the end

of an indwelling catheter and 8 mgm. hours were given.

The pathologic report was carcinoma, typ>e 3.

He apparently made a good convalescence until three

weeks later, when he w'as taken with a violent chill, cough,

and became cyanotic, dying on December 7.

The interesting part of the autopsy was the right kidney,

which contained many abscesses, varjdng in size from 1

mm. to 1 cm. The left kidney showed an acute parenchy-

matous degeneration but no abscesses. The right ureter

was shut off at its vesical junction by the carcinoma. Both

lungs showed multiple abscesses.

Death was due to ascending pyelonephritis of the right

side, septicemia and multiple abscesses of the lung. Pri-

mary cause of death was carcinoma of the bladder.

The interesting point of this case was the insignificant

beginning of this tumor, the apparent long period of rest

and then its sudden rapid growth.

Case 3, 14024. This patient was a woman, 59 years of

age, who complained of a painless hematuria. She was first

seen and examined on May 16, 1928. Her family and med-
ical history was negative except for an attack of malaria

in 1908, at which time she noticed blood in her urine. She

stated that she next observed hematuria eighteen months
ago which lasted for eight weeks. This was apparently

cured by some medicine she took by mouth. Three months
later there was just one showing of blood in the urine.

She had never been troubled with frequency or burning

and had no pain.

Cystoscopic examination on May 16 showed an irritated

bladder with a tumor occupying the right wall and base.

This tumor was lobulated and rough, had a broad base and
was about 3 by 3 cm. in size.

The ureters were catheterized and the kidneys found to

be normal. Vaginal examination could not demonstrate any
tumor or thickening of the anterior vaginal wall.

The patient elected to try electrocoagulation for her treat-

ment. This, however, made so headway in the course of

four months; the bleeding increased and the hemoglobin

fell to 40 per cent, with erx'throcyte count of 2,120.000.

On account of vesical hemorrhages, surgery was finally con-

sented to.

A blood transfusion was given. Immediately following

this, under sacral anesthesia, a suprapubic cystotomy was
done. A friable tumor mass occupied the right base of the

bladder anterior to the ureteral orific; it measured 2 by
3 cm. There was bleeding from many points. The major

fKjrtion of the tumor was removed with forceps and the

base was we'l coagulated by the cautery.

The pathologic diagnosb was cancer of the bladder, type

3. Ud to the present time there has been no recurrence

and the bladder appears normal (fig. 4).

Case 4. 14158. This patient was a male, 56 years of age.

H’s fami'v and medical hi«to'-\- were nen-ative excenting for

an c.xlrcr-.-.cly eivl’ c Lt'..c'.. cf 7Ci!r:cr!a:i In.'cc'.icn at c' -'.!'.-

een. At the height of this infection he suffered with multi-

ple arthritis. This cleared up and there has been no recur-

rence.

He first applied for advice on July 4, 1928, stating that

for the past week he had been ill with fever, frequent,

painful urination and soreness through the bladder. He
had also suffered with diarrhea, complaining that the stools

had a strong, offensive odor. His temperature at this time

was 102°. He apparently was suffering with an acute in-

testinal and urinary infection.

The urine was turbid and contained pus cells and many
colon bacilli. A rectal examination was made and the pros-

tate apparently was normal. The cystoscopic examination

of the bladder showed an acute infection with no evidence

of tumor.

Under urinary antiseptics this attack passed off and the

urine became perfectly clear and the patient was symptom-
less. He then made a motor trip of two months. On his

return he complained again of bladder irritability. Four

months after the initial symptoms in July examination

Fig. 4. Carcinoma of the bladder, type 3. Long stand-
ing hemorrhage and marked secondary anemia.
Treated with galvanocautery.

was made under general anesthesia. A high rectal examina-

tion demonstrated an irregular indurated growth posterior

to the bladder. Proctoscopic examination showed no ulcer-

ation of the rectal mucosa or any new growth.

Cystoscopic examination showed a contracted bladder;

it could not be expanded. The right base was occupied by

a slightly heaped mass of tissue; it was difficult to make

out any definite border. A few days later a barium enema

was given and showed an imperfect filling of the rectal

sigmoidal junction.

A diagnosis was made of infiltrated carcinoma of the

bladder.

On November 14 a suprapubic cystotomy was made un-

der nitrous oxide anesthesia. In the right base of the tri-

gone was a flat tumor-like mass, whose surface was granu-

lar and resembled raw beef, bleeding readily. The base of

this tumor was removed for examination. This tumor

mass was 2^ by 3 cm. and was apparently 2 cm. thick.

It could be palpated beyond the bladder to the rectal sig-

moidal junction. Resection was out of question. The

growth was treated by deep cauterization. Radium needles

were implanted in the growth for eleven hundred milli-

meter hours (figs. 5a and 5b)

.

The pathologic report of miscroscopic section showed

cells as reverted to the embrx’onic type. There were many
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Diagnosis; Neoplasm of the bladder, malignant, type 4.

One month later the wound was entirely healed and the

patient voided naturally. From then on, however, he be-

gan to fail in strength and suffered considerable pain, chief-

ly in the lower abdomen. Death occurred four and one-

half months after the operation. At this time the wound

bad op>ened again and a large, recurrent tumor appeared

on the abdomen.

The author has nothing new to recommend in

the line of treatment but wishes to make a survey

of his small series of cases and give some deduc-

tions.

Fig. 5a. Infiltrating carcinoma of the bladder, type
IV, invading the perirectal space, seminal vesicles
and prostate. Treated with radium.

Pig. 51). Transverse section showing relation of tumor
to bladder and rectum.

Fifty-nine cases were male and twenty-six were

female. The youngest male was thirty-two years

of age and the oldest eighty-two. The youngest

female was thirty-five years of age and the oldest

fifty-seven (table 3).

Simple papillomata, or group 1, were invariably

treated with electrocoagulation. Corcinomatous

papillomata, or group 2, were treated by supra-

pubic cystotomy, then cauterization and radium,

resection and radium and electro-coagulation plus

radium. The best results obtained in this group

were with cystotomy and cauterization, and later

checking any recurrence by transurethral electro-

coagulation (table 4).

Sessile and infiltrated carcinomata were treated

by resection plus radium, cauterization alone, cau-

terization plus roentgen ray or radium, roentgen

ray alone, electrocoagulation alone and radium

alone (table 5). The best results were obtained in

this group by resection when the tumor was small

and located in the fundus or posterior wall of the

bladder. The second best results were obtained by

cauterization, followed later by radium implanta-

tion (table 6). Deep roentgen therapy and electro-

coagulation give poor results. Radium alone was

unsatisfactory, either because it was not used prop-

TABLlE 3. RESULTS OP FULGRATION ALONE
(23 CASES)

years postoperative

Total

—I 1 2 3 4 10 Cases

Alive and well cystoscopically.... 3 I 1 5

Alive and well, symptomless 3 .... 2 3 1 .... 9

Recurred, retreated, improved 1 1 .... 1 .... 3

Recurred,, unimproved 1 .... 1 2

Recurred, dead 1 .<1

Dead, other causes 1 1

Not followed 2 2

TABLE 4. RESULTS OP GALVANOCAUTERY PLUS
DEEP ROENTGEN RAY OR RADIUM

Years postoperative

Total
—1 1 2 3 4 5 Cases

.Alive and well cystoscopically

Alive and well, symptomless 2 2

Recurred, retreated, improved.... 1 1

Recurred, unimproved
Recurred, dead 3 3

Dead, other causes

Not followed 1 1

TABLE 5. RESECTION RESULTS, SUPPLEMENTED
BY ROENTGEN RAY OR RADIUM

Years postoperative

Total
—1 1 2 3 4 5 Cases

Alive and well cystoscopically

Alive and well, symptomless

Recurred, retreated, improved 1 1

Recurred, unimproved
Recurred, dead 3 3

Dead, other causes 1 .— 1

Not followed 3 3

TABLE 6. RESULTS OP CAUTERIZATION ALONE
(Cystotomy and galvanocautery)

Years postoperative

Total

—1 1 2 3 4 6 Cases

•Alive and well cystoscopically

Alive and well, symptomless 3 3

Recurred, retreated, improved 1 1

Recurred, improved 1 1

Recurred, dead 4 111 .... 1 8

Dead, other causes

Not followed 4 4
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erly or sufficient dosage was not employed. The fig-

ures and tables given by writers so far have very

little value because the size of the tumor in these

tables is never given, which is of tremendous im-

portance, as the smaller the tumor the better the

results and prognosis.

The second point of fallacy is a failure to note

the exact location of the tumor within the bladder,

the exact extent of the growth, whether it is limited

to the mucous membrane or whether it has spread

through the bladder wall into the surrounding tis-

sue.

The third fallacy in the reports is the lack of an

index to tell how rapid is the growth of the tumor.

It is a well knowm fact that a malignant tumor of

app>arently slow development will suddenly take

on a very rapid growth after surgery has been per-

formed. This is true of cancer in any part of the

body.

The fourth fallacy is the period over which the

patient is observed, following treatment. Many of

these patients present an apparent cure from one

to three years, but after this the growth may sud-

denly reappear with increased intensity. No tumor

of the bladder should be considered cured under a

ten year period of observation.

The purpose of all surgical remedies to eradicate

tumors of the bladder is complete destruction of

the tumor cells. This effort has been made in sev-

eral ways, first by complete excision of the tumor

mass, extending the resection into the healthy tis-

sue. As the results show, this is not often accom-

plished. All the other methods have aimed at de-

stroying the carcinoma as it lies embedded in

healthy tissue by means of heat from a soldering

iron, galvanocautery, electrocoagulation (fulgura-

tion), chemical coagulation with trichloracetic acid,

radium and deep roentgen therapy.

For years carcinoma of the breast was treated

with arsenic paste which accomplished the same

end, destroying the tumor and a certain amount

of healthy tissue. These cases had some cures to

their credit. A vital factor is observing the growth

when it is quite small, at which time there is very

little liability of cancer cells getting far beyond the

growth.

.Another item of great importance is to employ

treatment which has the minimum amount of risk

and in itself inflicts the least trauma to the patient.

Electrocoagulation aplied through the cystoscope

seems to be the most useful treatment so far. Un-

fortunately, surgeons cannot see these cases always

under favorable conditions. These tumors may ex-

ist for years without recognition and only be

brought to the operating table on account of severe

vesical hemorrhage. The surgeon has no choice but

to do a suprapubic cystotomy and treat the tumor

as his skill and experience indicate.

SUMMARY

1.

Ninety per cent of all bladder tumors are of

epithelial origin, and 85-90 per cent are malignant.

2.

Epithelial tumors of the bladder have a

great tendency towards degeneration and becoming

carcinomatous. It is a debatable question among

pathologists whether benign papillomata do not

all become malignant in time.

3. It is suggested that a clinical classification

of bladder tumors be indicated as: group 1, benign

papillomata; group 2, carcinomatous papillomata;

group 3, sessile and infiltrated carcinomata.

4. It is recommended that the treatment of

these tumors be simplified, using radium emination

needles or fulguration transurethrally for the small

growths. For the larger ones when hemorrhage is

present, suprapubic cystotomy, resection of the

growth if in a favorable location of the bladder,

and galvanocautery when it is not.
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Undulant fever. Sixty-three cases of undulant fever

have been discovered in and about Dayton, Ohio, during

the past year, according to Walter M. Simpson and Eunice

Frazier, Dayton, Ohio {Journal A. M. A., Dec. 21, 1929).

The rapidly increasing number of reported cases in the

United States indicates the seriousness of this disease as a

public health problem. Contrary to previously expressed

beliefs as to the difficulties encountered in making a clini-

cal diagnosis of undulant fever, the clinical picture of the

disease was sufficiently characteristic to enable several physi-

cians to make an initial diagnosis of undulant fever in more
than one-third of the authors’ cases. There appears to be

no etiologic factor other than the ingestion of raw milk and
unpasteurized dairy products in the cases studied. No cases

of direct porcine or caprine origin were encountered. Bru-
cella abortus was recovered from the blood of five patients

suffering acutely from the disease. The organisms were
found to be serologically identical with the strains recov-

ered from the milk of five cows supplying raw milk to

these patients. The blood serum of five women who had
aborted repeatedly was found to agglutinate B. abortus
and B. melitensis in high titers. All were raw milk coi?,->

sumers. In three human cases of suppurating sfemLr.al vfs’,-;

culitis, prostatis, epididymitis and orchitis, amiabortus ag-
glutinins were present in high titer. The organism was re^

covered from a draining sinus tract ef the scrotum in on'a

case.

TRICHOMONAS VAGINALIS*
A CAUSE OF VAGINITIS

Albert Mathieu, M.D., F.A.C.S.

PORTLAND, ORE.

Recently attention has been called to the fact

that a number of hitherto incurable cases of vagini-

tis have been due to infection by the protozoan

parasite, trichomonas vaginalis, and have responded

favorably to specific treatment. This infection usu-

ally presents a fairly constant clinical picture and

the organism is very easily demonstrated micro-

scopically.

To date there has been no decision made as to

whether the trichomonas found in the vagina are

the same as those found in other parts of the hu-

man body, although some explanations of the

source of infection, i.e., from the anus and from

coitus, assume that this is so. The organism has

been found in conjunction with gonorrhea and other

vaginal and cervical infections and during preg-

nancy, but no definite relationship has been estab-

lished, and in many cases it is the only demonstra-

ble cause of infection.
•y

TECHNIC OF DEMONSTRATING ORGANISM

The discharge to be examined for trichomonas

should be taken from high in the vaginal vault.

It may be collected on a metal loop, a cotton swab

or a gloved finger. A small amount of the discharge

is placed on a cover slip and, unless very thin and

watery, immediately diluted with one drop of nor-

mal saline. The preparation is then examined by

means of a hanging-drop slide under both the low

and high powers of a microscope. Care should be

taken not to allow the discharge to become dry

before diluting it with the saline solution, as the

organism is most easily recognized by its motility,

and drying causes its death.

This species of trichomonas was discovered by

Donne in 1837 in the vaginal secretions of women,

and described by Kunstler in 1884, Dock in 1894,

Bensen in 1912, Reuling in 1921, Kofoid and

Swezy in 1921, Lynch in 1922, J. P. Greenhill and

Carl Henry Davis in 1928 and 1929.

MORPHOLOGY
According to Craig the organism may be pyriform, fusi-

form, spheroidal, ameboid, but is typically pear-shaped

with rounded anterior end and pointed posterior extremity.

The size varies, but ranges from 15 to 25 microns in length

ah'd -friim ’0 to 15 microns in breadth. It is actively motile,

progressive in character, and ameboid motion has been ob-

served in soDTie, ol_ the more quiescent forms. This last is

Read before Portian^d City and County Medical Soci-
ety, Portland. Ore., Oct 16, 1929.
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probably a degenerative characteristic. In living specimens

the body is colorless, finely granular, and shows numerous

food vacuoles.

There is a definite undulating membrane running in a

spiral manner across the body, and four flagella which can

be counted accurately in stained specimens. Greenhill gives

a more detailed description of the organism and says that

the flagella arise in pairs, are approximately of the same

length, and are more than half as long as the body of the

organism. The point of origin of the flagella is a group of

large blepharoplastic granules, and at this point the cap-

sule is retracted. Starting from another dark granule at

the base of the flagella, an undulating membrane runs

somewhat spirally along the entire body to the posterior

end, which is usually somewhat pointed. Between the origin

of the flagella and the undulating membrane is a light

tubular organ.

In the fresh hanging-drop preparation the organism is

in constant motion, the movement of the flagella being sim-

ilar to that of a fishing-line when cast. By means of this

motion the flagella force bacteria, cellular debris and the

fat droplets toward the tubular organ where they disap-

pear; hence this is most likely the mouth. Locomotion is

independent of the flagella, but dependent on the undulat-

ing membrane, which is always found on the side where

it can move freely. Occasionally, however, locomotion takes

place by ameboid motion, although this is also used for

purposes of phagocytosis of leukocytes and bacteria. The
organism may be stained by the gram method, if the con-

trast solution is left on a little longer than usual. For

making slides the discharge high up in the vault should be

used, not that which is on the surface of the vulva (fig. 1).

Trichomonas vaginalis nearly always lives in symbiosis

with other organisms, most often gram-negative cocci which

are smaller than gonococci. The gas bubbles present in the

discharge in many cases of this type of infection are due,

according to Schroder, Loser, Schmid and Kamniker, to

these micrococci. Greenhill finds association between tricho-

monas and gonococcci very rare. I have found it in three

cases. In one of these cases the trichomonas were found

at the same time as the gonococci, and in the other two
trichomonas were found to be the cause of a persistent dis-

charge after the disappearance of the gonococci. The tricho-

monas infection is not treated when there is an active

gonorrhea.

Without any special precautions, trichomonas vaginalis

may be kept alive at room temperature for several hours.

They are rather difficult to culture, and the results are

uncertain. Davis, with the assistance of the bacteriologist at

Columbia Hospital, Milwaukee, Wis., succeeded in obtain-

ing fairly successful cultures, using Locke’s solution and
5 per cent human serum, and incubating the cultures at
37° C. for twenty-four hours.

He used the following method to determine the to.xicity of

various drugs to trichomonas vaginalis: “a small loop of

culture medium containing a large number of active tricho-

monas was placed on a slide and a like amount of the

solution to be tested mixed with it.” .As a control the cul-

tures were tested for motility in distilled water for fifteen

minutes. The time required for cessation of motility was
then recorded. The most effective of the solutions tested

were gentian violet 0.1 per cent, mercurochrome S per cent,

glycerine SO per cent, alcohol 25 per cent, lactic acid 2 per

cent, Lugol’s solution 1 per cent, bichloride o ,ol iiiyTiwy

1-SOOO, metaphen 1-500, green soap diluUojii 'to', 0.1 ^per

cent, sodium hydroxide N’/IO (one-tenth 'normal), silver

nitrate 2 per cent. I have givq.i 'tfifi. "weakest solutions

which were successful.

Fig. 1. a. Shows tlie essential structures of the tricho-
monas vaginalis. (From Greenhill after Rodenwaldt.)
b. Copy of drawing taken from Craig’s book.
c. Gram stain, showing the relationship of size and
shape of trichomonas to epithelial cells and leuko-
cytes. (After J. P. Greenhill.)
d. Simple outline drawings of various shapes and
views of trichomonas. (After J. P. Greenhill.)

CLINICAL PICTURE

Craig says this flagellate occurs only in the

vaginal secretions from diseased mucous mem-
branes. It occurs not only in acid mucus, but in

purulent discharges, providing the reaction is acid.

If the material becomes alkaline, the flagellates

disappear, and alkaline vaginal injections -will cause

their disappearance.

Greeenhill thinks that the clinical picture pre-

sented in trichomonas vaginalis vaginitis is rather

uniform and striking. Patients complain of profuse

discharge which, in about half the cases, is asso-

ciated with a burning or itching sensation in the

vagina and on the vulva. Occasionally irritation is

so severe that sleep is disturbed. Patients often

prfatch the external genitalia, resulting in an in-

flammatory reaction similar to intertrigo. The dis-

charge often' has a disagreeable and penetrating

cdor.
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On external examination small condylomas, either

flat or pointed, may occasionally be seen, and the

introitus is usually reddened. The entire vaginal

mucosa is found to be reddened, sometimes fiery

red, usually diffuse in the introitus, but may be

either diffuse or patchy in the vagina. Often the

vagina has a deep orange color, and usually pre-

sents the appearance of an inflammatory condi-

tion; hence this clinical picture is called tricho-

monas vaginalis vaginitis. The region of the ex-

ternal os is also usually red and bleeds easily, even

though there is no erosion.

There is no inflammatory condition found above

the external os. The vagina contains a very large

amount of greenish-yellow foamy purulent dis-

charge which looks like that of gonorrhea, although

occasionally the discharge is thin and watery. Most

of this secretion is found in the vaginal vault, and

it may have an acid, alkaline or amphoteric re-

action.

This statement is in contrast to that of Craig

who says the organism lives only in an acid me-

dium. The organism may be demonstrated easily

by means of a hanging drop of the secretion di-

luted with normal saline.

TREATMENT

Theoretically one should be able to destroy all

the trichomonas in one thorough treatment of the

vagina. This is not possible, however, and Davis

thinks it probable that some of the parasites may
be harbored under parts of the inflamed mucous

membrane or elsewhere in the genital tract. He
says, “I have frequently suspected the cervical

canal, but thus far it has not been possible to prove

that it is responsible for the frequent reappearance

of the flagellates after a menstrual period. In ob-

stinate cases I am now using a long thin cautery

blade in the cervical canal. It is too early to report

results.”

No one type of treatment, according to Davis,

is certain to cure in every case. It is important that

drugs irritating to the vaginal mucosa be avoided.

Treatment should be given at least four times a

week, and continued until the vaginal mucosa has

healed, and the leukocytes and parasites have dis-

appeared. Daily treatments are occasionally ad-

visable. The detail of Davis’ treatment is as fol-

lows:

1. A speculum of proper size is inserted and the vagina

dried with cotton, cleansed with 1 per cent lysol solution

and again dried.

2. Entire vaginal mucosa is painted with S per cent mer-
curochrome.

3. Glycerine or icthyol (5 per cent) in glycerine and a

tampon is inserted.

4. When a douche is advised, either 1 per cent lactic acid

or lysol may be used. It would appear that lactic acid

has its chief value after the vaginitis has entirely dis-

appeared.

5. A drying powder is at times effective. Kaolin is hard

to remove from the vagina and appears to have no ad-

vantage over an alkaline mixture, such as Bi-So-Dol.

Greenhill scrubs the vagina with green soap,

washes the soap away with water, dries the vagina,

and applies tampons saturated with glycerine and

a weak solution of methylene blue. Green soap and

glycerine destroy the organisms very quickly, as

Davis found experimentally. Greenhill has used

phenol and lysol douches as suggested by Hegner,

but does not believe them any more efficient than

the lactic acid solution advised and used by Davis.

Greenhill discontinues office treatment after two

consecutive negative slides, but advises continued

use of lactic acid douches. Davis advises the cleans-

ing of the external genitalia and the anus with

liquid soap and water night and morning during

treatment, before coitus and after defecation for

an indefinite period, in case of an associated

intestinal infection. It is also advisable to examine

the vaginal secretion at the end of the menstrual

period for several months.

In the last three months in private practice I

have found and treated twelve cases of tricho-

monas vaginalis vaginitis. At first I used green

soap for scrubbing the vagina, and the methylene

blue solution on tampons, recommended by Green-

hill in his paper of December, 1928. Later, how-

ever, I used glycerine tampons and merely painted

the vaginal walls with the methylene blue solution.

Upon testing hexylresorcinol in my laboratory, I

found that the motility of the organism was imme-

diately stopped when a drop of it was mixed with

a drop of a solution containing active trichomonas

vaginalis.

The treatment now used and recommended is as

follows: The vulva, vagina and cervix are thor-

oughly scrubbed with green soap. After this is

washed out with water, the tissues are carefully

dried with a hot-air blower and painted with hexyl-

resorcinol. Then a tampon saturated with glycerine

is placed high in the vagina and a dry tampon

is inserted after it. The patient is then instructed

to remove the tampons on the next morning and to

take a douche of 3 per cent lactic acid. This douche

is repeated on the two following mornings and an-

other treatment is given on the third day. After

three such treatments I have found no trichomonas



18 GONOCOCCAL INFECTION—SICHEL Vol. XXIX. No. 1

and no discharge. The patient is advised as to thor-

ough cleansing of the anus and vulva and asked to

return, if there is a recurrence of the discharge.

Is this organism pathogenic? There has been

doubt in the minds of some writers. Experience

with the above-mentioned twelve cases has con-

vinced me that there is a definite relationship be-

tween the presence of the trichomonas and a cer-

tain type of discharge. Notwithstanding this opin-

ion, further studies will be made with the idea of

determining how many women harbor trichomonas

in the vagina without symptoms, and also with the

idea of determining whether they will affect a

healthy vaginal mucosa, or whether they locate

only on a vaginal mucosa that is already diseased.

Further studies will also be made in an attempt to

locate the source of the organism, and particulaly

to determine whether the recurrences are from the

rectum or from the bladder. y
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MANAGEMENT OF GONOCOCC.AL
PELVIC INFECTION*

AN ANALYSIS BASED ON THE STUDY OF ONE
HUNDRED OPERATIVE CASES AND ONE HUNDRED

SIXTY-SEVEN SEDIMENTATION READINGS

Martin S. Sichel, IM.D.

PORTLAND, ORE.

The gonococcus is the etiologic factor in 60 to

88 per cent of all pelvic infections. The incidence

of postpartum and postabortal streptococcic infec-

tion varies from 15 to 20 per cent, while that of

tuberculosis infection is from 2 to 10 per cent.

Cherry^, reviewing 1105 cases at the Harlem

Hospital, found the gonococcus to be the exciting

cause in 88 per cent of all pelvic infections. The

diagnosis was based on one of three points: (1) the

finding of positive smears (12 per cent in the

* Read at a meeting- of Portland City and County
Medical Society, Portland, Ore., Oct. 16, 1929.

series), (2) the presence of a urethritis or endo-

cervicitis with negative smears with or without an

infection of Skene’s or Bartholin’s glands, and,

(3) the presence of bilateral tubal infection along

with evidence of infection of the lower genital tract.

Schmitz-, in reviewing a large series of cases at the

Cook County and Mercy Hospitals, found the in-

cidence of the gonococcus to be 75 per cent. Black^

found the Neisser organism as the causative agent

in 80 per cent; C. J. Miller^ in 70 to 75 per cent;

and Curtis® in 70 to 80 per cent.

Norris® reports 7.7 per cent of all tubal infections

as caused by the tubercle bacillus. Smith'^ reviewed

63 cases at the Boston Free Hospital for Women,
occurring in the thirty-year period from 1896 to

1927. He found the incidence of tuberculous tubal

infection to be only 2.2 per cent; Schmitz^ and

Curtis® independently report 5 per cent; while Hur-

den®, from the Johns Hopkins Hospital records,

reports 10 per cent occurring in 1000 cases of pel-

vic infection.

Classification. The following types of gonorrheal

salpingo-oophoritis are to be considered from the

standpoint of therapy (Polak®).

1. Acute and subacute primary salpingo-oophori-

tis. Those cases undergoing their first attack.

2. Acute and subacute exacerbations of a chronic

salpingo-oophoritis. Those cases that continue to

break out in fresh and repeated attacks, following

a flare-up from a focus of infection or following a

new infection.

3. Chronic Salpingo-oophoritis. Afebrile cases

with palpable adnexal masses and the symptom
complex of chronic pelvic infection, namely, ab-

dominopelvic pain, menorrhagia or metorrhagia,

dysmenorrhea, leukorrhea, dyspareunia, backache,

weakness, loss of weight and inability to work.

Management of the acute case. The treatment

of the acute case, the subacute and the acute exa-

cerbation should always be expectant. Operation

when necessary is reserved for the sequelae of pel-

vic infection and should be undertaken only dur-

ing the quiescent stage; during this time the mor-

tality rate is relatively low. Operation during the

acute stage entails a high mortality.

Simpson^®, in 1909, was the first to come for-

ward with a complete change of ideas in the treat-

ment of pelvic inflammation. He showed that op-

eration was not always necessary for the complete

restoration of health, comfort and functional activ-

ity, and that operation during the acute stage may
entail a grave danger.
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Miller^ found that autosterilization occurs in

gonococcal salpingitis under expectant treatment,

resulting in a spontaneous cure in the majority of

cases. The gonococcus is an aerobic organism;

once it becomes encapsulated in the tubes death is

inevitable and activity ceases. Holtz^^ reports 1,083

cases from the Scandinavian Clinic with their ex-

cellent follow-up system. These cases were given

only expectant treatment; 82 per cent showed com-

plete cures; in 12 per cent subsequent pregnancies

ensued. Curtis^^’^^'^'‘ reports 85 per cent of acute

pelvic infections of a gonorrheal type recover un-

der expectant treatment. In a complete analysis

of three hundred tubes removed at operation it was

impossible to find the gonococcus in the tubes of

those patients free of temperature and with nor-

mal leukocyte counts for a period of ten days to

three weeks prior to operation. Whitehouse^^ re-

ports 80 per cent recover and remain in good health

under expectant treatment alone.

TABLE I.

Comparative Operative Mortality Rates Following
Laparotomy for Pelvic Infection

Mortality

Author Classification Cases Per Cent
Riccii6 Chronic nonpurulent 1250 1.0

Acute and chronic purulent 250 14.0

Cherryl Chronic (under 16,000 w.b.c.) 508 4.1

Acute (over 16,000 w.b.c.) 120 16.6

VVoolstonf^ Chronic quiescent 1000 2.5

Blackis Chronic quiescent 650 2.0

SimpsonW Chronic quiescent 456 0.7

HoltzH Chronic quiescent 400 0.5

BeUi9 Chronic quiescent 127 2.3

The following expectant regime is recommended

for the treatment of the acute case: (1) Complete

rest in bed, (2) the semi-Fowler position, (3) ice-

bags continuously applied to the lower abdomen,

(4) fluids, three quarts daily, (5) liquid diet, (6)

mineral oil, one-half ounce twice daily; no ca-

thartics, (7) low enema of water and glycerine,

three ounces of each given every second day,

(8) sedatives: morphine, codein, aspirin, allonal,

bromides.

With the subsidence of the temperature and

acute symptoms, hot abdominal stupes are used;

hot water or soda douches twice daily to promote

absorption; and the diet gradually increased. Bed

rest is continued from a week to ten days after the

temperature has dropped to the normal level. Fol-

lowing recovery from the acute attack the focus

of infection in the lower genital tract should be

systematically treated.

Foreign protein. During the acute stage intra-

muscular injections of foreign protein in the form

of sterile milk, as advocated by Peterson,^^ Gell-

horn,^^ Graves,-- Watkins^ and others may be

given. The initial injection of 5 c.c. is given deep

into the buttocks. Ten c.c. is then injected on alter-

nate days until four to six doses have been given.

Pain is greatly relieved and a reaction characterized

by a rise in temperature and a leukocytosis of from

16,000 to 25,000 occurs within eight to twenty-four

hours.

Hibbert-^ reports a series of 152 cases treated

with six to twelve injections of aolan. He found 82

per cent were relieved of pain, and 46 per cent of

pain and palpable tubal masses.

Surgery in acute stage. Surgery during the acute

stage of a salpingo-oophoritis is indicated for the

drainage of a Bartholin abscess. The rare cases of

rupture of a pyosalpinx become a surgical^ emer-

gency necessitating laparotomy.

Management of chronic cases. In considering the

chronic cases, treatment may be divided into medi-

cal and surgical. The medical treatment consists of

rest, diathermy, and the treatment of the cervix,

urethra, Skene’s and Bartholin’s glands.

Diathermy. Diathermy introduced independently

by Corbus and O’Connor 26 and Cherry'^^- ^ is

of definite therapeutic value. Diathermy is the ap-

plication to the body of an electric high frequency

current that causes an increase in the pelvic cir-

culation through the generation of local heat. By
the abdominovaginal method the active electrode is

placed in the vagina and the inactive over the pubis

or in the form of a belt surrounding the abdomen.

A milliamperage of from 1700 to 2000 is soon

reached, producing a temperature of from 112° to

115° F. in the vagina. Treatment is continued

for forty minutes and repeated every four days. It

is of value in the reduction of pelvic masses, relief

of abdominopelvic pain and in curing or diminish-

ing an endocervicitis. Scheffey and Schmidt^^ re-

cently recommended the giving of diathermy by the

abdominosacral method. They found it to be a

helpful adjunct in the treatment of pelvic in-

fections.

Linear cauterization of cervix. The treatment of

the cervix consists in the eradication of all infected

glands lining the cervical canal from the internal to

the external os, and the curing of all erosions and

inflamed surfaces on the vaginal portion of the

cervix. This is done by linear cauterization first

introduced by Hunner^® in 1906 with the paquelin

cautery and Dickinson^^’ in 1921, who improved

the technic by use of the nasal-tip cautery.
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Later Mathews,^ Holden,^* Behney,*' Martz-

loff,^® Davis,®'’ Adams®® and many others in this

country reported good results following this technic.

By this method linear cauterization of the cervix

is undertaken, striping the cervix radially on first

the posterior and then the anterior lip to a depth

of from two to five millimeters and from one-half

to one centimeter distance from each other. This

should be repeated two to three times at two to

four week intervals, allowing the raw areas to heal

before each subsequent treatment. In cases of deep

seated infection of the cervical glands it is neces-

sary to place high linear stripes within the cervical

canal, reaching from the internal to the external

os. This is best done under gas anesthesia and after

a moderate degree of dilatation of the cervix.

The after-treatment is important. The patient

should be warned that there will be a very profuse

discharge from four to seven days following the

cautery treatment. For the discharge an alkaline

douche twice daily is recommended.

The results obtained in the cure of chronic en-

docervicitis by cautery methods are fairly satisfac-

tory. Fulkerson,®® using the cautery treatment on

591 patients, obtained cures in 65.3 per cent and

improvement in 21.1 per cent. Mathews®® in 200

cauterizations obtained cures in 80 per cent and

improvement in 20 per cent.

Before cauterizing erosions of the cervix examine

carefully for syphilis. MacDonald^® found nine out

of ninety-one erosions of the cervix to be of syphi-

litic origin by dark field examination. The Wasser-

mann was positive in only four of these cases. All

moist lesions of the cervix or genitalia should be

considered potentially as syphilitic and dark field

examination made.

Skene’s glands when chronically enlarged and

infected should be probed and their tracts cau-

terized. Bartholin glands when cystic or moderately

enlarged should be entirely removed surgically.

Sedimentation time. The sedimentation time, as

introduced by Linzenmeier^^ in Europe in 1920 and

soon after by Friedlander,^® Baer and Reis,'*® and

Polak and Mazzola** in this country, furnishes one

of the most valuable means of estimating the safe

time to operate. Excluding pregnancy the velocity

of the sedimentation time is directly proportional

to the extent or severity of the pelvic infection or

both. Benischek and Douglas*® found the sedimen-

tation time in normal pregnancy to vary from 128

minutes at two months to 11 minutes at eight

months gestation. The normal variation is from 250

to 600 minutes. Laparotomies for pelvic infection

should not be performed when the reading is under

120 minutes.

The sedimentation readings with the associated

temperatures and leukocyte counts as taken on 167

gynecologic cases at the Minneapolis General Hos-

pital during the six month period, January to July,

1928, are shown in the following table:

TABLE II.
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20 .Acute gonorrheal salpingitis 102.4 42 15,300

24 Chronic gonorrheal salpingitis* 98.0 222 9,760

9 Acute postpartum pelvic cellulitis 103.5 23 13,500
18 Septic abortion 102.1 33 18,100

49 Nonseptic abortion 99.0 82 11,400
4 Squamous cell carcinoma of cervix 98.0 29 11,100
7 Bartholin abscess* 99.4 73 14,600
2 Ruptured ectopic pregnancy* 98.0 216 7,250
I Torsion pedicle ovarian cyst* 101.0 242 11,180
4 Chronic appendicitis* 98.0 220 8,000
10 Retroversion of uterus, 3* 98.0 209 6,600
8 Relaxed pelvic floor* 98.0 238 7,600
6 Erosion of cervixt 98.0 309 8,200
5 Chronic endocervicitist 98.0 338 7,100
« Operation performed. t Cautery treatment.

Uterosalpingography. The use of lipiodol, a form

of iodized oil, since 1925, as a means of visualiza-

tion of the uterine cavity and tubes, has furnished

a more exact means of gynecologic and preopera-

tive diagnosis. The patency or nonpatency, the

presence of acute or chronic infection or the pres-

ence of normal tubes can be definitely diagnosed.

By this method a hydrosalpinx may be outlined

before operation.

In the past few years many authors have written

extensively on this subject. Jarcho*®- in this coun-

try and Beclere*® in France have both published

important papers. Mathieu*® uses lipiodol as an

aid in the diagnosis of sterility of tubal origin.

In questionable cases of tubal infection he uses this

method as a further means of helping to decide

between medical and surgical treatment. If the cor-

nual extremities of the tubes are both closed, a sal-

pingectomy is indicated. If the cornual ends are

open and the distal ends closed, gas insufflation

may successfully open the tubes. Finally, if both

tubal extremities are open medical treatment should

be resorted to.®°

Operation. There are three types of operation to

consider for the relief of the sequelae of chronic

salpingitis:
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1. The conservative type, bilateral salpingectomy

with oophorectomy or resection of the ovaries if

necessary.

2. The radical type, bilateral adnexal removal

with complete hysterectomy.

3. The intermediate group, the Bell Beuttner

type of operation, consisting of a fundectomy, with

bilateral salpingo-oophorectomy and ovarian trans-

plantation.

If possible one ovary should be retained. It is

better to do oophorectomy than resection on one

ovary if badly infected. Resection predisposes to

subsequent enlarged cystic ovaries and secondary

operations. Ovarian grafting may be done to main-

tain the ovarian function. This may be done after

the method advocated by Bell,®^ in which the graft

is placed in a vascular area in the rectus muscle.

In 118 cases so treated, he obtained functional

results in 83 per cent. By the method of Estes^^

a portion of the ovary is implanted into the uterine

horn and covered with the round ligament. He
followed 45 cases so operated on, and found that

41 of these menstruated. Four cases, however, ne-

cessitated secondary operations for cystic enlarge-

ment of the ovaries. Pavlik®^ reports 16 cases by

similar method. All regained their menstrual func-

tion within three weeks to three months following

operation, with a resulting gratifying effect on the

psychic effects of the women.

One hundred consecutive pelvic laparotomies*

for chronic postgonorrheal salpingo-oophoritis, taken

from the gynecologic service of the Minneapolis

General Hospital, have been carefully analyzed.

All of these cases were personally observed during

their entire stay in the hospital. The basis for con-

cluding that each case included in this group anal-

yzed was of gonorrheal origin follows Cherry’s

rules. Positive smears were obtained in eight cases.

The age incidence was relatively low. The young-

est in the series was seventeen years and the oldest

forty. The average age was 23.8 years. Ninety-six

cases were of the white and four of the negro race.

This series were all operated on during the quies-

cent stage. The average leukocyte count before op-

eration was 8,910, the highest being 14,600 and

the lowest 4,800. The average polymorphonuclear

count was 65.8 per cent, the highest being 82 and

the lowest 43 per cent. Eleven cases had previous

laparotomies for a similar condition before coming

to operation.

• Seventy cases are taken from the service of Dr.
A. E. Benjamin and thirty from the service of Dr. P. L.
Adair.

The following types of operations were per-

formed: TABLE III.

Type of Operation Cases Total

Bilateral salpingectomy 28
Bilateral with unilateral oophorectomy 31
Bilateral with bilateral oophorectomy 3

Bilateral with unilateral ovarian resection 11

Bilateral with bilateral ovarian resection 12

Bilateral with fundectomy l

Bilateral with supravaginal hysterectomy 2 88
Unilateral salpingectomy 3
Unilateral with unilateral oophorectomy 4
Unilateral with unilateral ovarian resection 3 10
Unilateral oophorectomy 2 2

In addition to the removal of the pelvic struc-

tures appendectomy was performed sixty-four times

and suspension of the uterus for third degree retro-

version flexion by plication of the round ligaments

twenty-three times.

Pig. 1. A giant hydrosalphinx, measuring 6' by 7 by IS
cm. and containing 340 c.c. of clear straw colored
fluid removed intact at operation.

The type of pathology encountered in this series

was as follows:

TABLE IV.

Type of Pathology Cases

Nonsuppurative salpingitis 31

Bilateral 26

Unilateral 3

With extrauterine pregnancy 2

Suppurative salpingitis and pyosalpinx SO
Bilateral 48
Unilateral 2

Hydrosalpinx 11

Bilateral 6

Unilateral S

Ovarian abscess, unilateral 1 2

Tuboovarian abscess 4
Chronic interstitial salpingitis 1

Ovarian cyst 1

There was one death in the series, a mortality of

one per cent, occurring on the fifth day postopera-

tive from streptococcic peritonitis. A bilateral sal-

pingectomy, resection of both ovaries and appen-

dectomy were done. The postoperative course was

stormy with a high temperature and pulse rate, ab-
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dominal distension and tenderness, and a paralytic

ileus. There was no response to treatment. Necropsy

revealed a typical purulent streptococcic peri-

tonitis.

The morbidity was relatively low, as evidenced by

the days in bed postoperative. There was wound in-

fection in only five cases, two of which were severe.

T.\BLE V.

!fo. of Days Postoperative Cases

14 66

15 to 21 24

22 to 28 7

29 to 35 1

36 to SO.— 2

Abdominal drainage is unnecessary when pus is

encountered by the rupture of a pyosalpinx during

operation. This type of exudate is sterile. No free

peritoneal exudate was encountered in this series.

A small rubber tissue drain was placed in the ab-

dominal wound above the fascial layer for forty-

eight hours in those cases in which a pyosalpinx

was ruptured. The peritoneum is able to take care

of sterile pus but the fat of the abdominal wall

often times is not.

SUMMARY

1. The gonococcus is responsible for 60 to 88

per cent of all pelvic infections.

2. The acute and subacute cases of gonococcal

salpingo-oophoritis and the acute exacerbations will

recover under the proper regime of expectant treat-

ment.

3. The mortality of the acute cases when treated

expectantly is practically nil.

4. Following the subsidence of the acute inflam-

mation, it is of paramount importance to treat the

foci of infection, namely, the urethra, Skene’s and

Bartholin’s glands, and the cervix.

5. Diathermy and foreign protein injections both

have a place of variable importance in the treat-

ment of pelvic infection.

6. Linear cauterization is the treatment of choice

for chronic endocervicitis.

7. The sedimentation time is of value, when used

as an aid in determining the safe time to operate

and in diagnosis.

8. Lipiodol injection of the uterus and tubes

should be resorted to before performing operations

on questionable cases of chronic salpingitis, if preg-

nancy is desired.

9. Abdominal operation is reserved for a small

percentage of cases suffering from the sequelae of

salpingitis.

10. The type of operation shall be determined by

the amount of damage already sustained by the

uterus and adnexa.

1 1 . Abdominal drainage is unnecessary, when op-

eration is undertaken during the quiescent stage.

12. One hundred analyzed operative cases and

one hundred and sixty-seven sedimentation readings

are presented.
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New and Essential Point in Blocking of Internal

Laryngeal Nerve. Lawrence Schlenker, St. Louis (Journal

A. M. A., Dec. 14, 1929), says that the essential point in

successful blocking of the laryngeal nerve is the bringing

of the solution into intimate contact with the nerve, to ac-

complish which the fluid must be deposited in the exact

plane of tissue in which the nerve lies. By piercing the

thyrohyoid membrane, this objective is most certainly at-

tained and a relief secured which is immediate and com-
plete, or practically complete.

COMBINED INTRAARTICULAR AND
EXTR.AARTICULAR FUSION OF THE

TUBERCULOUS HIP*

C. F. Eikenbary, M.D., F.A.C.S.

AND

John F. Le Cocq, M.D.

SEATTLE, WASH.

The conservative treatment of tuberculosis of

the hip, even in the hands of the most skillful,

is far from satisfactory. A careful analysis of your

own results or a careful perusal of reports from the

various orthopedic clinics can hardly fail to con-

vince you of this statement. A visit to the out-

patient department of most any orthopedic clinic

will reveal a large number of tuberculous hips that

have been under active conservative treatment or

observation over a period ranging from a few

months to fifteen to twenty years. The only cases

cured, with useful motion, are those in which the

diagnosis is exceedingly questionable. And the only

cured cases, wherein there can be no question as to

diagnosis, are those with ankylosed hips, ankylosed

naturally or by operative procedure.

Probably most of us have diagnosed tuberculosis

of the hip wherein we have had excellent recoveries

with normal motion. Few, if any of those, can be

proven to be tuberculous. It seems quite likely that

none of them are. There are many of the milder

arthritides that simulate the early stages of tuber-

culosis of the hip. Practically all of the cases of so-

called Legg-Perthes disease are, in the early stages,

similar to tuberculosis. Probably there is no test

other than the guinea pig test that will absolutely

prove the diagnosis in the early stages.

But, judging by the behavior of the cases later

on proven to be tuberculosis and treated by the

best conservative treatment possible, we are forced

to look askance at the cases that recover with useful

motion. If there are any that so recover, it is our

belief the number is so trivial that from the stand-

point of standard routine treatment they may be

disregarded. We have, therefore, adopted the plan

of routinely subjecting all cases, wherein the diag-

nosis cannot be questioned, to a routine operation.

We have now reported on twenty-one cases. This

number is not large enough to be conclusive or has

enough time elapsed to speak definitely as to the

result in all of the cases. Therefore, this must be

considered as a preliminary report.

* Read before the Fortieth Annual Meeting of Wash-
ington State Medical -Association, Yakima, W’ash., Aug.
1>9-31, 1929.
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Fig. 1. Method of obtaining graft. Its fixation into the
trochanter and along the lateral side of the ilium.

So far as we can ascertain all efforts up to the

present have been confined to extraarticular proce-

dures. It seemed to us that this method was inade-

quate in that it left such a very large quantity of

tuberculous material in the remnant of the joint

cavity. In every case which we have fused the

amount of tuberculous material in the joint space

was so great that a cure, even mth an extraarticular

fusion, was highly improbable. We have, therefore,

adopted the combined intraarticular and extrarticu-

lar method.

The first four cases submitted to fusion were

done by the intraarticular method only. This con-

sisted in remo\dng the necrotic material in the head

and acetabulum, getting down as far as possible

to healthy bone, and then breaking down bone

chips from the neighborhood of the acetabulum and

from the side of the ilium, and packing the same

around and within the joint space. Three of the

four cases treated this way failed to fuse, and

were later operated on by the combined intraarticu-

lar and extraarticular method. One case was suc-

cessful and this joint is considered cured.

TECHNIC OF THE OPERATION

A rather extensive Smith-Peterson incision. The

joint opened widely and the head turned outward.

All necrotic material, debris, abscesses, etc., very

radically removed. Small bony masses are then

packed around the joint line. By means of a chisel

the femur is split longitudinally, starting at the

inner side of the trochanter and going down a dis-

stance of approximately two inches. A very large

graft is then cut from the side of the ilium, start-

ing at the crest and going downward toward the

acetabulum, the graft being about four inches in

length. This graft is then forced downward into

the split bone just to the inner side of the trochan-

ter. It will now be found that the upper half or

two-thirds of the graft can be fitted snugly along

the remnant of the neck, the acetabulum, and the

side of the denuded ilium (fig. 1).

The iliopsoas muscle is then reflected from the

inner side of the ilium, far enough down so that

the side of the ilium and the graft may be drilled

and heavy sutures placed. These sutures are carried

through the ilium by means of ordinary soft wire.

a b c
Fig. 2. Duration two years, a. Appearance of hip on admission, b. One year later, showing marked de-

struction in spite of conservative treatment, c. Four months after fusion which is definitely occurring.
Sinuses healing. General health markedly improved.
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a b
E'ig. 3. a. Four years duration. Painful, draining si-

nuses. b. Eight months after fusion. Solid, painless.
Sinuses all healed.

a b
Fig. 4. a. Five years duration. Active, painful, b. Six
months after fusion. Solid and painless, cured.

a b
Fig. 5. a. Eight years duration. Painful and progres-

sive. b. Six months after fusion. Solid and painless.

The suture used is either kangaroo tendon or forty-

day chromic. The wound is then closed in the

usual way.

The child is put up in a very long spica from

the axilla down to and including the foot on one

a b
Fig. 6. a. Eight years duration. Active and painful,

b. Six months after fusion. Solid and painless.

a b
Fig. 7. a. Nine years duration. Painful and progressive,

b. Five months after fusion. Solid and painless.

a b
Fig. 8. a. Eighteen years duration. Painful, b. One

year after fusion. Hip is solid, cured.

side and down to the knee on the other. The cast

remains on for about three months, when it is re-

moved for inspection and radiographs. At the end

of four or five months weight-bearing in the plaster
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is allowed. From six to twelve months are required

to effect a cure.

REPORTED CASES

Number of cases operated on (youngest 4, oldest 21) 21

Sinuses at the time of operation (both cases are fusing

and both show marked general improvement but

are not yet cured) -

Sinuses developing where none existed before 0

Cases dismissed as cured

Probably cured, but still wearing casts for support

or safety

Still in supports

In the twenty-six cases, the average age of dura-

tion of the disease was j'ears; longest period

was 19 years, and shortest period 6 months. A.W

had been given good conservative treatment.

SUMM.4RY

1. It is our opinion that all proven tuberculous

hips should be fused, using the combined intraar-

ticular and extraarticular method.

2. Sinuses are not necessarily a contraindication

to operation.

3. Deep-seated abscesses do not constitute a con-

traindication, and should not have postoperative

drainage.

4. From six to twelve months are required for

a cure.

5. !Many of our cases had been given the best

conservative treatment for years and were still

progressing.

6. Eighty per cent of cases, in which guinea pig

inoculations were made, were positive for tuber-

culosis.

THE ANTIRACHITIC ACTION OF
.\CTIVATED ERGOSTEROL*

A CLINICAL STUDY OF 133 CASES

C. Ulysses Moore, M.D., F..A.C.P..

H. G. Dennis, M.D.

.AND

B. I. Phillips, M.D.

PORTLAND, ORE.

In the history of rickets four dates mark mile-

stones of progress: 1650, when Glisson' of England

wrote his masterly monograph describing the dis-

ease; 1800 to 1830, when physicians in Holland,

Germany (Schutze and Schenk)-, and France

(Brettoneau)^ showed that cod liver oil has rickets-

curing properties; 1918, when Mellanby'* of Eng-

land discovered that a deficiency of a fat-soluble

vitamin is an etiologic factor; and 1928, when A.

• Read before the nfty-fifth Annual Meeting of Ore-
gon Medical Society, La Grande. Ore., May 16-17, 1929.

F. Hess® ® of New York and A. Windaus" ® of Got-

tingen, Germany, together proved that the anti-

rachitic vitamin is produced by the irradiation of

activatable ergosterol. For this final valuable con-

tribution to rachitic humanity, Windaus last year

received the Nobel prize and Hess the honor of

academic priority.

Ergosterol,** or ergot-sterol, has been known

since its discovery by the French scientist Tanret’

in 1889. His colleague Gerard’® found it in several

fungi, including yeast. Tanret later (1908) devised

a means of obtaining it in a pure form. It re-

mained, however, of academic interest only, until

its relation to vitamin D was proved.

Ergosterol occurs in all animal organisms and by

the ultraviolet irradiation of the living animal vita-

min D may be produced. In this way the animal

synthesizes its own vitamin. The cod probably

possesses this power to an unusual degree for cod

liver oil contains ergosterol to the extent of 1/10

per cent of the total sterol present. It has now

been definitely shown (Pfannensteil)” that lipoid-

containing foods, such as animal fats, vegetable

oils, eggs, milk, cereals, brain, liver and spleen, ac-

quire antirachitic properties as the result of expos-

ure to the short ultraviolet rays (275-300 millimi-

crons). The reason for this is, of course, that these

foods, and probably others contain ergosterol, on

being irradiated produce vitamin D.

The pioneer work on the irradiation of food

products in this country was done by Steenbock

in 1924. He was able to obtain a basic patent (U.

S. 1,680,818) in the name of the Wisconsin Alumni

Research Eoundation. This patent prevents the in-

judicious e.xploitation in America of irradiated food

products.

The chief sources of ergosterol are ergot, mush-

rooms and yeast. Yeast is the most practical of

these commercially but the amount and potency

of the ergosterol obtained varies greatly with the

conditions under which the yeast is cultivated. The

product of the greatest purity and potency so far

reported is an activated ergosterol more than 100,-

000 times as effective as cod liver oil, which has

been developed through a special technic by Bills'-

of the Mead Johnson & Co. laboratory.

A solution of this substance in a vegetable oil has

been marketed under the trade name of acterol.

It is biologically tested so as to have an antirachitic

potency 100 times that of cod liver oil. The im-

px»rtance of biologic standardization has been em-

•• The activated solution of ergosterol used in our
tests was acterol, now marketed under the name “Mead’s
viosterol (originally acterol).’’ The terms acterol and
viosterol are, therefore, identical as used in this paper.
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phasized by the experience of the Europeans, whose

products are of variable potency. Bills applied the

Shipley line test to five European products which

had been made up by weight and chemically and

photometrically tested, and obtained the following

biologic potencies for them: 14, 40, 150, 800 and

2,500 times that of cod liver oil. Is it surprising

that the foreign literature should contain contradic-

tory reports as to the dosage, therapeutic properties

and toxicity of these products? Because of these

conflicting reports, it was deemed wise to withdraw

acterol from the market until the proper dosage

with this biologically standardized product could

be accurately determined. This has now been ac-

complished and acterol will soon be placed on

sale again.t The dosage at first recommended (3

to 6 drops daily) has been found to be too small

to prevent or to cure rickets. Fortunately the toxic

dose is more than 2,000 times the therapeutic dose.

This product, therefore, is about as free from toxic

effects as ordinary salt.

In growing children there are three methods of

determining the effect of irradiated ergosterol

:

first, careful physical examinations at frequent in-

tervals; second, repeated roentgenograms of the

bones; and, third, blood calcium tests, including

the determination of both total and diffusible cal-

cium. A combination of at least two of these meth-

ods is advisable. The age of the child determines

in a general way the part of the body to be most

carefully watched for active rickets. The most

rapidly growing bones of the body are naturally

the ones most involved. Therefore, during the

first six months of life, the cranium; the second

six months, the chest, and later in childhood the

long bones and feet are the sites of the most florid

rickets. The points to be noted in the head are

the size and number of patent fontanelles, the soft-

ness of the suture lines and the flexibility or thick-

ness of the bones themselves. Rachitic flexibility

is present longer at the mastoid fontanelle than at

any other part of the cranium.

Before visible deformity of the chest occurs

there is present a palpable softening of the an-

terior portion of the ribs, costomalacia. Our ex-

perience covering carefully recorded cases over a

period of ten years indicates that rickets of the

head and chest, during the first year of life, will

be followed by rickets of the extremities later. In

this locality this occurs in children on diets of

proper nutritive ratio, receiving daily one teaspoon

t Now marketed under the trade name Mead’s vios-
terol (orlg-inally acterol).

of cod liver oil at three months of age and one

tablespoon after six months. i\Iany of these chil-

dren were kept well tanned by natural or artificial

ultraviolet light. We will grant that, if they had

not received such treatment, their rickets would

undoubtedly have been more marked and their

general condition less robust.

A review of the records of over six thousand ap-

plicants for the Navy and Marine Corps in Port-

land (Anderson)’^ shows that 39 per cent of the

rejections were due to rickets. This record and the

failure of cod liver oil and sunshine to cure or pre-

vent rickets in this climate makes us glad to utilize

so potent an antirachitic agent as activated ergos-

terol and willing to do our share towards standard-

izing the dosage.

We have used Mead’s viosterol in over 200 cases,

133 of these having been carefully followed over a

sufficient period of time to warrant an opinion as to

the effectiveness of the treatment. These cases

have all had repeated careful physical examinations

and many of them w’ere also checked every four to

six weeks by roentgenograms.

This group was composed of forty-three new-

borns, fifty-two older infants, thirty children, Seven

of whom had latent tuberculosis, and eight adults.

Of the adults three were pregnant and one tuber-

culous. In the group of newborns, thirty-three were

under daily observation by one of us (B. I. P.) at

the Multnomah County Hospital. These babies

seemed more vigorous than the so-called control

groups, receiving no IMead’s viosterol, which pre-

ceded and followed them. They nursed more avidly

and, therefore, stimulated a more rapid increase in

the quantity of breast milk. For this reason fifteen

of them had regained their birth weight by the sev-

enth day and twenty-nine by the tenth day. By

the fourteenth day rachitic manifestations were

almost entirely absent except in five who at birth

had flexible areas in the cranial bones, open sagit-

tal sutures and soft lambdoidal sutures. Because

the infants receiving viosterol were so noticeably su-

perior to the others, standard orders for newborns

at the Multnomah County Hospital now include

ten drops daily. Twins, triplets, premature infants

and others showing abnormal osteogenesis are given

twenty to thirty drops of viosterol daily or two or

three drops of an activated ergosterol prepared at

our request which is ten times as potent as vios-

terol or one thousand times cod liver oil.

Typical individual cases checked by roentgen

ray and repeated physical findings will illustrate

our experience to date.
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I'iS. 1. Case No. 3627. Roentgenogram of fetus at fifth

month of gestation with mother taking six drops of
Mead’s viosterol daily. C, cranial bones; V. vertebral
column: L. B. long bones.

Fig. 2. Same as fig. 1 at sixth month of gestation.
Spontaneous version has occurred. It is noteworthy
that both anterior (A. F.) and posterior (P. F.) fon-
tanelles are plainly outlined. V. vertical column.

Fig. 3. Same as fig. 1 at seven months of gestation.
The femora are easily visible (L. B.). A F, anterior
fontanelle; P F. posterior fontanelle; V, vertebral col-

umn.

Fig. 4. Same as fig. 1 at eight months of gestation.
On six drops of Mead’s viosterol daily the baby’s
cranial bones show normal ossification. The anterior
fontanelle is well demarcated( A. F.). L. B., long
bones; V. vertebral column.
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Pig-. 5 Pig. 6

Pig. 5. left foot and fig. 6 right hand. Roentgenographs
of No. 3627 (same as figs. 1-4) at seven months
of age, showing the comparative calcification of hands
and feet on eighteen drops of Mead’s viosterol daily.

Case 1, a normal pregnant woman, para-I, was given

six drops of viosterol daily from the third to the beginning

of the ninth month of gestation. A roentgenogram taken

at the fifth month shows (fig. 1) a breach presentation

with the skull and vertebral column barely visible. By the

sixth month (fig. 2) spontaneous version had occurred.

The cranial bones show distinct ossification with both the

anterior and posterior fontanelles demarcated. A plate

made at the seventh month (fig. 3) is similar to that of

the sixth except that the head is larger and the femora and

tibiae are visible. At the eighth month (fig. 4), in spite of

the rapidly enlarging cranium, ossification appears ade-

quate. At this time the viosterol was discontinued. The

labor of nineteen hours was uneventful. Three days later

the mother felt so strong she wanted to get up and dress.

It required considerable persuasion to restrain her.

The baby, a girl (No. 3627), weighed seven and one-half

pounds. An examination of her two hours after birth,

September 2, 1928, showed a normally ossified cranium

and chest. At the xyphoid plane, where most newborns

are square in shape, this one was circular. There was no

palpable costomalacia between the sternum and the nipple

line, an exceedingly rare finding in our experience. The

baby received six drops of viosterol daily from birth to

six months of age. Cranial ossification progressed normal-

ly, flexibility at the mastoid fontanelle disappearing at

about one month of age. No posterior flattening and no

palpable bosses were present.

Ossification of the chest, however, was less favorable.

At five months, a distinct anterior flattening of the chest

wall had occurred and there was a costomalacia of + .

.\t six months examination of the chest showed costomal-

acia ++ -f-, rosary +, groove +. An increase of the

viosterol to twelve drops daily failed to halt the rachitic

process in the chest bones, the findings at the seventh

month being costomalacia +++ ,
rosary +, groove -f+ .

Increase of the dosage to eighteen drops was sufficient to

check but not to heal the process in the thoracic bones.

A roentgenogram of the wrists and ankles at this time

(figs. 5 and 6) showed good ossification of the radial epiphy-

ses, carpals and phalanges but poorer ossification of the bones

of the feet. It is apparent that in this case six drops of

viosterol was insufficient to prevent the development of

rickets in an otherwise normal breast fed baby and that

eighteen drops does not contain enough vitamin D to cure

rickets in this climate.

Fig. 7 Fig. 8

Pig. 7. Roentgenograph of D. C. (No. 3410) at four
months of age, showing poor calcification of carpals
and phalanges. From the fourth day 6 to 12 drops of
Mead’s viosterol had been given daily.

Fig. 8. Same as fig. 7 at six months of age. There is

much better calcification of carpals and phalanges
on 18 to 24 drops of viosterol.

Case 2, Baby D. C. No. 3410, was the third child of

young healthy parents. The mother had received no com-
plementary vitamin D during pregnancy, but her diet had

been so balanced as to have a nutritive ratio of one protein

calorie to seven of the fat and carbohydrate calories com-
bined. It included an abundance of leafy vegetables “with

kale, spinach, cauliflower, asparagus, and brussels sprouts

predominating. Additional vitamin B was administered in

the form of six yeast tablets (Northwestern Yeast Com-
pany) daily from the beginning of pregnancy to the end

of lactation, a total of eighteen months. In addition a

luxor-model Hano-via mercury vapor quartz light was in-

stalled in the home and treatments were given the mother

semi-weekly. Parturition was normal, there being a blood

loss of less than 200 c. c. The mother regained her strength

very rapidly and had an abundance of milk for her baby.

The baby was a well-developed child of seven pounds

and twelve ounces. When examined on the fourth day the

posterior fontanelle was normally soft, the mastoid fon-

tanelles were one by one cm., and the anterior fontanelle

five by four cm. The chest was square at the xiphoid plane

and costomalacia was present.

Mead's viosterol was started when four days old and
ultraviolet irradiations at three weeks. The dosage of vio-

sterol was increased gradually from six to twenty-four drops

according to the condition of the bones as indicated in the

table (fig. 9). During this period of seven months the child

was breast fed and was entirely free from digestive upsets

or infections. Since at three months he was nearly two
pounds overweight, the food (breast milk) was reduced

for a time to aid in curing the craniotabes and costomal-

acia. This resulted in a loss of subcutaneous fat which

was responsible for an apparent decrease in the circum-

ference of the chest. As soon as the craniotabes was cured

the food was increased enough to permit a normal gain.

With the increase of the Harrison’s grove the external

rosary became nonpalpable, even though there was an in-

crease in costomalacia.

While these changes were taking place in the head and

chest bones a roentgenogram of the wrists taken at four

months (fig. 7) shows poor calcification of carpals and

phalanges. It required twenty-four drops of viosterol daily,

subnormal gain in weight and plenty of ultraviolet irradia-

tion to secure the excellent calcification shown in fig 8,
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EFFECT OF MEAD’S VIOSTEROL UPON ACTIVE RICKETS

Baby D. C. No. 3410 HEAD CHEST

.tge
Vios-

terol Weight Length Circum. Shape
Cranio-
tabes

Ant.
Font.

Mast. Font Shape at
Xiphoid
Plane

Circ.
Nipple
Plane

Costo-
nialacia

Ros-
ary

GrooveSize Flex.

Mo.
0

daily
drops

6

lb:oz.

7:12

cm.

50

cm.

+

cm.

5x4

cm.

1x1 4- square + 4- 0

1 G 9: 4 4-4- 6x3 4-4- square + 0

•> 0 11:12 fiat

I>ost.

4-± 5x5 .o.vl.S 4- + square 4- J- 0

3 12 13: S 4-4- 6x6 .5x2 4-4- square 4- + 4- 0

4 12 14:14 62 4 2 “
1

-1-4- 5x4 1x1.5 4-4- square 41.5 4-4- ± +

5 IS 15: 7 4 2
i
-f4-± 5x5 1x1 4- + square 41.5 4-4-4- 0 4-

»i 24 15:14 66.5 i 43 “
' +± 5x5 .5x1 -h oval 41.5 + +± 0 4-

7
j

--4 16: 2 6S I
44

1

+ 4x5 .5x.5 + flat 41.0 + +± 0 4-±

Fig. 9 This table illu-strates the development of rachitic manifestations in the head and chest while taking
inadequate amounts of Mead's viosterol. On 6 drops daily craniotabes, mastoid fontanelle flexibility and cos-
tomalacia increased. Twelve and later IS drops caused improvement in the cranial rickets but allowed the
chest signs to become more marked. Giving 24 drops of Mead’s viosterol daily produced healing in the head
and checked the progress of the costomalacia and of Harrison’s groove.

Fig. 10. Roentgenograph of B. a premature, at three
months of age, showing very little calcification of
parietal bones. Three drops of Mead’s viosterol had
been given daily for two weeks and one drop for three
more weeks without demonstrable benefit. The parie-
tals were as flexible as a rubber ball.

taken at si.x months. But even though evidence of rickets

had disappeared in the wrists, marked craniotabes and
costomalacia were still present. It required an additional

two months of this intensive treatment to cause a disap-

pearance of these rachitic manifestations.

Case 3, Baby boy B, Multnomah County Hospital, birth

weight 1465 grams (3 lbs. 3 oz.), was bom at six months
gestation after an illegal attempt at abortion. The temper-

ature at birth was 97.8° F. and in spite of being kept in

a Hess incubator dropped to below 94° and remained there

for six days. This low temperature, which is characteristic

of beriberi neonatorum, was combatted by the daily ad-

ministration of one to two tablets of yeast (Northwestern

Yeast Company), and the subcutaneous injection of 80

Fig. 11. Same of fig. 10 at four months of age. Nine
drops of Mead's viosterol had been given daily for a

month. A slight improvement in calcification of the
parietal bones (white arrows) has taken place. The
posterior fontanelle is now demarcated.

c.c. of whole blood. To avoid using the vitamin poor

blood of the mother, blood was donated by an interne

(\V, H. Chapman). On the eleventh day the temperature

rose to 102°, fluctuated for a day or two and remained

normal thereafter.

The diet consisted of donated breast milk, plus a modi-

fied milk formula fed by gavage for the first month. On
the first day a daily dosage of three drops of viosterol was

begun and continued for two weeks, when it was reduced

to one drop daily until the baby was five weeks of age.

Then, through an error, for a period of sLx weeks no vios-

terol at all was given. .At this time, three months old, two-

thirds of each parietal bone and part of the occipital bone

were markedly flexible. Hence a dosage of nine drops of

viosterol daily was begun and a roentgenogram of the

head was taken (fig. 10).
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Fig- 12. Same as fig. 10 at five months of age, showing
that on 15 drops of viosterol daily calcification pro-
gressed rapidly (white arrows). Black arrows indi-
cate anterior and posterior fontanelles.

At four months the roentgenogram and palpation showed

very little improvement (fig. 11). The viosterol was,

therefore, increased to fifteen drops daily. On this dosage

cranial ossification progressed rapidly, although there was
present a two-plus craniotabes at five months when the

last roentgenograms of the head (fig. 12) and of the wrists

(fig. 13) were taken. It is noteworthy that, although the

parietal bones were well ossified, the distal end of the radius

shows marked cupping. Shortly afterward the baby left

the hospital and was not heard from for several months,

when it was reported to have died of pneumonia.

SUMMARY

Careful clinical records were kept of one hundred

and thirty-three cases who were given varying

doses of Mead’s activated ergosterol over a pieriod

of several months. Three of these were pregnant

mothers who received six drops daily from the

third to the ninth months. All of them reported

an unusual sense of well-being during pregnancy

and were delivered without difficulty of very well

developed and vigorous children. These babies had

less craniotabes and costomalacia than the average.

We agree with Ertl and Hain'^' that “in pregnant

women vitamin D increases the strength and influ-

ences favorably the heart, bones, musculature, di-

gestion and elimination.”

Forty-three of the cases reported were newborns.

The ones on the newborn service at the Multno-

mah County Hospital, thirty-three in number, who
received ten drops of Mead’s viosterol daily were

noticeably superior to those not receiving it. They

Fig. 13. Same as fig. 10 at five months. Although the
cranial bones are rapidly approaching normal calcifi-
cation, there is marked cupping of distal end of
radius.

were more vigorous, nursed more avidly and re-

gained their birth weight most rapidly.

All of the newborns who were followed for sev-

eral months developied definite signs of rickets,

even though they received six to ten drops of

viosterol. When the dosage was increased to from

twenty to thirty drops, active rickets rapidly -dis-

appeared.

CONCLUSION

1. In the Pacific Northwest it has been impos-

sible to give enough cod liver oil to prevent or to

cure rickets.

2. Pregnant women to whom six drops of Mead’s

viosterol are administered daily are delivered of un-

usually well-formed and vigorous infants.

3. Newborns who receive ten drops of this acti-

vated ergosterol solution daily from birth are notice-

ably superior to those not receiving it.

4. Ten drops of viosterol daily is not sufficient

to prevent the development of rickets.

5. Active rickets will be cured if twenty to thir-

ty drops of Mead’s viosterol be given daily.

6. We have seen no harmful effects from dos-

ages up to fifty drops daily.

7. From this study we recommend dosages as

follows:

(a) Pregnant women, 10 to 20 drops from the

third to the beginning of the ninth month.

(b) Newborns, 20 drops daily.

(c) Twins and prematures, 30 drops daily.

(d) Active rickets, 20 to 30 drops daily.

(e) Children to and through puberty, 10 to 20

drop>s daily to prevent and cure postural defects.
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Present Status of Convalescent Serum Therapy. The
impression of W. H. Kellogg, Berkeley, Calif., {Journal

A. M. A., Dec. 21, 1929), gained from an analysis of some
published reports, is that convalescent serum is of value in

the treatment of poliomyelitis, and that its use should be

encouraged and extended. Several facts seem fairly con-

clusive from the literature studied. These may be stated

as follows; Whatever benefit may be expected from con-

valescent serum can be realized only when it is given in

the preparalytic stage. The intrathecal route would seem to

be as safe, and certainly as effective, as less direct methods.

The intramuscular or intravenous route is possibly as ef-

fective as the intrathecal, excepting for a certain amount
of delay in reaching the spinal fluid with antibodies, but
further studies on this point are desirable. The prophy-
lactic use of convalescent serum given subcutaneously or

intramuscularly in time of epidemic, as suggested by Flex-

ner, is amply backed up in its rationality by experiments
with monkeys and is probably a valuable preventive meas-
ure, albeit limited in application by difficulties in obtaining
serum. Further information on the value of convalescent

serum is needed and, in the prosecution of studies, the

prime requisite is a real control represented by a series of

untreated cases in every respect the same as the treated

cases. This similarity must include time, stage of the epi-

demic, and clinical type. Every published study should
give full details as to how and why certain cases were se-

lected for controls. Published studies on the effect of con-
valescent serum should exclude all abortive cases on account
of the uncertainty of diagnosis. Characteristic symptoms of
central nervous system involvement should be present, and
cases in which spinal fluid examinations are not made
should he tabulated separately.

INGUIN.\L HERNL\*
CLINICAL APPLICATION OF EXPERIMENTAL STUDIES

Millard S. Rosenblatt, M.D.

PORTLAND, ORE.

Formerly Resident Surgeon, Harper Hospital,

Detroit, Michigan

Inguinal hernia is always of great interest be-

cause of its frequency. It is not my purpose to dis-

cuss technic. It is, however, my plan to consider

certain fundamental principles.

The physiologic result in the repair of inguinal

hernia is dependent on many factors: (1) the age

of the patient, (2) the type of hernia, (3) the

complete removal of the sac, (4) primary wound
healing, (5) efficient repair of the abdominal wall.

The first two of these factors do not concern us

in the discussion, although they have important

bearing on results. The complete removal of the

sac is necessary and is recognized by all to be one

of the important steps. Primary wound healing is

practically assured in the present era, if gentleness

in handling tissue is practiced. The repair of the

abdominal wall opens up the discussion of funda-

mental factors based on surgical anatomy, physi-

ology and histology.

In this repair should red muscle be sutured to

white fascia? In the literature conflicting evidence

regarding this can be found. Seelig and Chouke

from clinical experience and experimental studies

on dogs feel that normal muscle will not unite firm-

ly with fascia, and that it is a useless procedure to

suture muscle to Poupart’s ligament in the repair

of a weak abdominal wall.

Andrews agreed with Seelig and Chouke that

such union does not occur and that, theoretically,

it would not be expected. He even feels that it is

harmful so to suture, as he believes the internal

oblique acts as a sphincter to close the canal and

also that suture damages the muscle.

Koontz, in repeating this work of Seelig and

Chouke with modifications, concluded that the in-

ternal oblique muscle and Poupart’s ligament unite

firmly in the dog when these structures are brought

into apposition by suture, if the areolar tissue i.s

first carefully removed. Rosenblatt and Cooksey

working independently later secured the same re-

sults as Koontz.

The internal oblique muscle was sutured to the

reflected margin of Poupart’s ligament, the areolar

tissue being previously removed. As can be seen in

* Read before the Fifty-fifth Annual Meeting of Ore-
p-on ptqtp Medical Society, La Grande, Oregon, May
16 -18 , 1929 .
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Fig’. 1. 1. Rectus muscle firmly adherent to Poupart’s
ligament sixty days after suture. 2. Edge of internal

oblique muscle firmly adherent to Poupart’s ligament.
1' and 2' unoperated side. (From Rosenblatt and
Cooksey.)

figure 1, considerable tension was necessary, espe-

ciafly on the rectus muscle sutures. These details

are clearly shown on the normal and the operated

side. Firm union between the muscle and fascia

resulted in all cases, and was of such character that

muscle could be torn from muscle as easily as the

union between the muscle and fascia could be

overcome.

In the thigh operations the anterior iliac fascia

w’as incised, reflected and sutured, so that a coun-

terpart of Poupart’s ligament was constructed. On

one side of the dog this was sutured to the under-

lying muscle without removal of the very evident

areolar tissue intervening in this region. On the

other side the same procedure was used, except

that the areolar tissue on the fascia and muscle

was carefully removed. The latter side in all cases

showed good union of muscle to fascia, whereas the

side in which the interposing areolar tissue was not

removed, showed very slight union in only one case

(figs. 2 and 3).

We feel, therefore, that the success of the muscle-

Fig. 2. Firm union between muscle and fascia. Areolar
tissue removed before suturing, fourteen days. (From
Rosenblatt and Cooksey.)

fascia union depends on the complete removal of

the interposing elements of areolar tissue and fat.

To allow this synovial-like membrane of areolar

tissue to exist between the sutured elements is to

invite just that situation existing in a joint, non-

adherence of insulated structures. The term, muscle-

fascia union, is misinforming, and has probably

caused a portion of the controversy existing on this

subject. Despite the fact that one sutures muscle to

fascia, the union is as* fascia to fascia. Of course,

one does not expect a red muscle cell to become a

white fascia cell. The muscle bundle, however, is

surrounded by a sheath of white fibrous connective

tissue and each muscle fiber has its neighbor bound

to it by the same element, while the entire muscle

or group of bundles is likewise held together by

white fibrous tissue. The elements for a connective

tissue union are therefore present.

As a matter of fact, when muscle is sutured to

fascia, without interposing tissue, two things hap-

pen: 1. The fascia forms communications with the

myomysium, endomysium and perimysium (the

white fibrous tissue in and around the muscle).

Radiating processes project from ligament to mus-

cle, binding the two firmly together by hundreds of

interlacing tentacle-like strands. 2. A portion of

the muscle in contact with the ligament is partly

replaced by fibrous tissue. This is firmly connected

with the fibrous elements above mentioned and

with the ligament (figs. 4 and 5).

Gallie and Le Mesurier had advised even in

fascia to fascia suture that the areolar tissue should

be removed. Hertzler suggests that this difference

in results depended on the fibrin reaction being

transformed into connective tissue in the cases in

which ligatures were tied tightly enough to excite

this reaction.

The experimental work which I have presented,

plus the identical findings of Koontz, agrees exactly

with our clinical experience and that of others.

Fig. 3. No serviceable union. Areolar tissue not re-

moved. Same animal, different side from fig. 2. (From
Rosenblatt and Cooksey.)
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BTg. 4. Showing union of the ligament with the fibrous
tissue between and around the muscle bundles. There
are many tentacle-like strands anchoring this union.
(From Rosenblat and Cooksey.)

ETg. 5. High power of fig. 4, showing the true connec-
tive tissue cell between the muscle bundles which
take part in the union. (From Rosenblatt and Cook-
sey.)

That is, wherever muscle and fascia have been

sutured with care, union results.

Some surgeons, not feeling satisfied that the re-

pair of hernia was well enough done with the ordi-

nary suture material, have used fascia as suture

material. Gallie and Le Mesurier have been quoted

extensively as contributing to this phase of the

subject. It must, however, be emphasized in fairness

to McArthur that he was the first to use fascia

for suturing muscle to the inguinal ligament. He
published his results in 1901 and later, while Gallie

and Le Mesurier’s appeared only in the last decade.

McArthur used the fascia from the external

oblique fascia of the patient, using it as a con-

tinuous suture, devising a technic for anchoring the

end. Hodgkin, also, has used autogenous fascia su-

Fig. 6. The left side was operated upon. 1. Edge of
rectus muscle after its sheath has been dissected
away. 2. Internal oblique muscle showing preperi-
toneal fat medial to it. 3. Reflected edge of Pou-
part’s ligament. 4. Union of rectus muscle with Pou-
part’s ligament after incision and partial excision of
sheath of rectus muscle. Preserved ox fascia sutures
were used. (From Rosenblatt and Meyers.)

Fig. 7. Actual photograph. Right side operated upon.
Tension on right Poupart’s ligament shows union
strong enough to pull the entire rectus muscle lateral-
ward. (From Rosenblatt and Meyers.)

lures in hernia, deriving the suture from the ante-

rior rectus sheath.

Gallie and Le Mesurier have taken fascia lata

from the patient for use as muscle fascia suture,

using special needles and technic for anchoring the

suture ends. This necessitates two incisions, the

thigh one being the larger and probably more pain-

ful than the inguinal. It seems difficult to ask pa-

tients to undergo this double incision, if we feel

that we can be successful otherwise. Recently Mas-

son has used a modified IMayo stripper to secure

fascia lata through small incisions and this some-

what does away with the before-mentioned ob-

jection.

Koontz has used ox fascia preserved in 70 per

cent alcohol as suture material for the muscle-fascia



January, 1930 INGUINAL HERNIA ROSENBLATT 35

Fig. 8. Ox fascia suture directly through muscle.
Shows dense fibrous tissue attachments to the graft

through the connective issue cells between and around
the muscle. There is some foreign body reaction in

the center of the graft. (From Rosenblatt and
Meyers.)

.

Fig. 9. High power at one side of tinion of muscle
and fascia. (From Rosenblatt and Meyers.)

suture, and has employed a technic similar to that

of Gallic and Le Mesurier. In comparing results

he found even more firm union with the fascia than

with the ordinary suture material.

Rosenblatt and Meyers, using preserved fascia

and tendon as suture material and using it as inter-

rupted single sutures tied by an instrumental tech-

nic, found very satisfactory results with the fascia

but felt that the tendon was not desirable because

of difficulty in its handling. It was felt that the

fascia grafts had excited some foreign body reac-

tion but practically no round cell reaction. Dense

fibrous tissue attachments to the muscle and the

fascia, and between the latter two elements could

be demonstrated, the connective tissue cell having

invaded the grafts and connected with the endo-

mysium and perimysium of the muscle. There was

a marked vascularization of the grafts with tre-

mendous proliferation of the capillaries. It seemed

that the fascia graft had acted as an element for

substitution of living fibroblasts and had also been

in part absorbed.

Rosenblatt and Meyers felt that this union se-

cured by use of the preserved ox fascia was even

better than that obtained by Rosenblatt and Cook-

sey in the experimental studies of muscle fascia

suture with ordinary suture material. However, by

comparison the union with ordinary suture material

was so strong that it was not deemed advisable to

use this more involved method in the ordinary case

of inguinal hernia, as it was felt that this was not

necessary.

As a result of our experimental studies thus far,

we believe that muscle fascia suture with ordinary

suture material is adequate, if the fatty and areolar

tissue are first removed. If there is a more in-

volved defect than usual or a recurring case, then

fascia suture material is justifiable. In such case it

is doubtless a valuable addition to our armamen-

tarium. The procedure of Gallie and Le Mesurier

of taking it from the thigh seems rather too hard

on the patient, if there is any other method that

will do. We feel that taking this material from the

external oblique fascia or rectus sheath would be

preferable. In a case in which this is not possible

or reasonable, the preserved ox fascia would be

satisfactory. As has been said, Masson has recent-

ly suggested a method, using a modified Mayo
stripper to secure fascia lata through small in-

cisions.
SUMMARY

We have discussed the controversies expressed in

literature in regard to the repair of inguinal hernia.

1. Should red muscle be sutured to white fascia?

We have quoted the preponderance of evidence

which leads to prove that this union may be ex-

pected to be very serviceable and that it is really

a fascia to fascia suture.

2. We have discussed the various methods of

suture, using fascia as suture material. We have

felt that McArthur, whose operation antedates the

others, is still the superior, because it does not

require a second incision as does that of Gallie

and Le Mesurier. Masson’s method of securing

fascia lata is an improvement on Gallie’s. If the
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necessity for preserved suture material is advisable,

preserved fascia may be used successfully. On the

whole, however, it appears unnecessary to use these

elaborate means in ordinary cases, when such satis-

factory results may be otherwise had. In very large

defects or recurring cases these fascia methods are

valuable. bibliography
Andrews, E.: Method of Herniotomy Utilizing Only

White Fascia. Ann. Surg., Vol. LXXX, pp. 225-238, Aug.,

1924.

Coley, B. L.: Three Thousand Consecutive Herniotomies,

with Special Reference to Recurrence, Based on 837 Fol-

lowed Cases. Ann. Surg., Vol. LXXX, pp. 242-255, Aug.,

1924.

Coley, B. L. and Burke, E.: The Operative Treatment of

Hernia by Living Sutures. Am. J. Surg., II, 1-10, 1927.

Eastman, J. R.: Fascia to Fascia in Inguinal Hernia

Operation. Ann. Surg., Vol. LXXIX, pp. 250-253, Feb.,

1924.

Gallie, W. E. and Le Mesurier, A. B.: The Use of Living

Sutures in Operative Surgery. Can. Med. Assn. J., Vol.

XI, pp. 504-513, Jan., 1921.

Gallie, W. E. and Le Mesurier, A. B.: A Clinical and

Experimental Study of the Free Transplantation of Fascia

and Tendon. J. Bone and Joint Surg., Vol. IV, pp. 600-

612, 1922.

Gallie, W. E. and Le Mesurier, A. B.: The Use of Free

Transplants of Fascia and Living Sutures in the Treatment

of Hernia. Arch. Surg., Vol. IX, pp. 516-529, 1924.

Gallie, W. E. and Le Mesurier, A. B.: Living Sutures

in the Treatment of Hernia. Can. Med. Assn. J., Vol. XHI,

pp. 469-480, 1923.

Gallie, W. E. and Le Mesurier, A. B.: The Transplanta-

tion of the Fibrous Tissue in the Repair of Abdominal

Defects. Brit. J. Surg., Vol. XII, pp. 289-320, 1924.

Hertzler, A. E.: Healing of Muscle to Fibrous Tissue;

Letter to the Editor, J. A. M. A., LXXXVHI, 1098-

1099, 1927.

Hodgkins, Edward M.: A New Method of Inguinal

Herniorrhaphy. S., G. and O., XLVH, pp. 831-835, 1928.

Koontz, A. R.: Muscle and Fascia Suture with Relation

to Hernia Repair. S., G. and O., Vol. XLH, pp. 222-

227, 1926.

Koontz, A. R.: Experimental Results in the Use of Dead
Fascia Grafts for Hernia Repair. Ann. Surg., LXXXHI,
523-536, 1926.

Koontz, A. R.: Dead (Preserved) Fascia Grafts for

Hernia Repair; Clinical Results. Read before Sect, on Surg.,

Gen. and Abd., at the 78th Annual Session of A. M. A.,

Washington, D. C., May 20, 1927.

Koontz, A. R.: Healing in Hernia Repair. Internal. Surg.

Digest, IV, 195, 1927.

Masson, J. C.: A New Method of Obtaining “Living

Sutures.” Proceedings of the Staff Meeting of the Mayo
Clinic, 4:89, Mar., 1929.

McArthur, L. L.: Autoplastic Suture in Hernia and

Other Diastases. J. A. M. A., Vol. XXXVII, p. 1162, Nov.,

1901
;
Vol. XLHI, p. 1037, Oct. 8, 1904.

McArthur, L. L.: Autoplastic Sutures in Hernia and

Other Diastases. J. A. M. A., Oct. 8, 1904.

Nageotte, J.: Essai sur le natur et la geriese des sub-

stances conjunctives. Compt. rend. soc. de biol., LXXIX,
1121-1126, 1916.

Nageotte, J.: Utilisation des greffes mortes pour la repa-

ration chirurgicale des tissue de nature conjunctive. Compt.

rend. acad. d. sc., CLVH, 610-612, 1918.

PYLEPHLEBITIS OF APPENDICULAR
ORIGIN*

REPORT OF A CASE

C. F. SCHILTZ, M. D.,

AMERICAN FALLS, IDA.

This patient, a young lady, nineteen years of age, single,

five feet two inches tall, weight one hundred and ten
pounds, came to our office for examination on March 9,

1927. She complained of pain in right lower quadrant and
was tender on pressure over appendicular region; however,
not so tender as many patients with acute appendicitis.

I had seen this patient a few months before with similiar

attack, at which time operation was refused. Family history
was negative as far as any bearing on this case was con-
cerned. Inquiry revealed that she had had many similar

attacks since childhood. She says “two or three times a
year as long as I can remember.”

Evidently she had vomited more and had more pain than
usual for they were ready to have the operation performed.
Her general condition was good and she was weU nour-
ished

;
abdomen slightly distended

;
temperature normal

and pulse of 100. In spite of this the patient looked very ill

and there seemed to be no question about it being an acute
attack of appendicitis, probably gangrenous. There had
been no chills up to this time.

Patient was sent to the hospital and operation performed
that forenoon. Upon opening the abdomen there was a
small quantity of serous fluid seen to escape. The appen-
dix was easily felt to be thickened and, as there were no
adhesions, was easily brought out through the wound.
It was acutely inflamed, short, thick, and with a portion

near the tip which showed some evidence of gangrene. The
mesentery of the appendix was much thickened but as yet

not friable, holding the ligatures well. There were several

enlarged glands in the mesentery.

I had seen this same condition present a number of times

before without untoward result, so did not suspect what the

future had in store for her and doctors. Used drainage

and she was put to bed in good condition.

For the first three days this patient did as well as do

most operated upon for gangrenous appendix. She had not

vomited, passed flatus, retained liquids, but the pulse had
gradually gone up to 120, although the temperature had

remained less than 100°. The fourth day opened with vom-
iting, which she continued at intervals throughout the day.

This was the first day I felt there was something wrong
with this patient that I had not noted before. There was

just a small amount of drainage, no dullness or pain about

the wound and no abdominal distention indicative of peri-

toneal involvement. She complained of pain over upper ab-

domen, mainly in the region of the stomach. This was not

severe but she looked toxic. I opened the wound but

found no evidence of any condition there to produce

these symptoms, although I had not forgotten the enlarged

lymphatic glands seen at operation.

This condition continued about the same until the thir-

teenth day after operation, with a gradual increase of tem-

perature up to 103° but without a normal or subnormal

temperature. The pulse had been as high as 132. On the

thirteenth day, very early in the morning, the patient com-

plained for the first time of being chilly. Shortly after this

she began vomiting more frequently than before; was

very restless and the pain in the epigastrium more pro-

nounced. She complained of feeling chilly at intervals

Read before Pocatello Medical Society, Pocatello.
Ida., Oct. 24, 1929.
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throughout the day. On the fifteenth day the pulse rose

to 134, with poor volume and the temperature was 104.2°,

yet no marked chill. At noon on the sixteenth day, she

had a severe chill lasting twenty minutes. She complained

of pain between shoulders in back.

From the seventeenth to the twenty-eighth day she had

chills nearly every day. These occured at irregular intervals.

Temperature now of septic type. No jaundice was ever

present.

Roentgenograms taken during this period showed no ab-

normal shadows and percussion, no marked increase, if any,

of liver dullness.

On the twenty-eight day Dr. W. F. Howard was called

in consultation. He agreed that this was an extension up-

ward of the infection from the appendix. This could be

either through the lymphatics or the ileocolic veins to the

portal. I had decided it was a case of pylephlebitis, of

which diagnosis I was more certain than ever when, after

aspiration about and in the liver, we were unable to find

any free pus.

During this time the patient had become severely ema-

ciated, as we were never able to feed her sufficiently because

of the continued vomiting. With this diagnosis, I explained

the condition to the family and of course I had little hope

to offer. They then removed her to Salt Lake City for

treatment. She was aspirated for pus every day for the

first week but there was never any found.

The surgeon wrote to me, concurring in the diagnosis.

She told me she never had any chills after leaving here

but continued vomiting for about four weeks. She was

away six weeks when she came under my care again. She

had no operation while away, but when she came home
was able to take nourishment in small quantities, her tem-

perature having disappeared and if possible was more ema-

ciated than when she went there. There was a marked

ascites present now. A few weeks after coming back she

weighed fifty-six pounds.

The treatment now consisted of aspiration of ascitic

fluid as occasions required, sodium cacodylate intravenously

and quartz lieht. She commenced to put on weieht but

could not get her legs straightened out, so I put them in

extension under ether, with a cast. After six months she

was able to walk. She has never been sick since and now
weighs one hundred and fifteen pounds, is a picture of

health and works every day.

The question is, did she have a pylephlebitis and

if so, what should have been the treatment Few
of these cases recover, although it is not impossible.

The remaining part of this paper is largely quo-

tation from an article by Ralph Colp, M.D. of Mt.

Sana! Hospital, New York. It was published in

Surgery, Gynecology and Obstetrics, November,

1926.

This dreaded complication of suppurative pyle-

phlebitis occurring in acute appendicitis is now rare

because the great majority of cases are operated

upon earlier and with a better surgical technic than

formerly; yet it occasionally occurs, and its proper

treatment is still a mooted question.

From 1916 to 1925 he reports 2841 cases of

acute appendictis, in which a diagnosis of appen-

dicular pylephlebitis was made in nine cases, about

three-tenths of 1 per cent.

The pathology is variable and inconstant. As a

rule, the appendix is acutely inflamed, red and tur-

gid, after gangrenous, and commonly complicated

with abscess. The smaller venous radicles of the

mesenteriolum are usually thrombotic, and the

thrombi may contain bacteria. In some instances

these infected thrombi may shoot bacterial emboli

into the liver, forming multiple metastatic ab-

scesses, while the portal vein and its tributaries re-

main normal. More commonly, there is a direct

extension of the infected clot into the ileocolic vein

and hence into the larger venous channels, finally

gaining the intralobular veins of the liver, about

which abscesses containing greenish yellow pus are

formed. The right lobe is more commonly involved.

In some cases the thrombophlebitis remains local-

ized in the ileocolic vein which may be felt retro-

peritoneally as a firm, hard strand, often reaching

the diameter of the little finger; occasionally the

inflammation spreads beyond the vessel wall, form-

ing a perivenous abscess or a retroperitoneal

phlegmon.

But the portal vein is not the only part by which

infection may enter the liver. The lymphatics of

the portal fissure, the retrocecal and retrocolonic

spaces, and extension of suppuration in the sub-

phrenic spaces may be responsible also for hepatic

abscesses.

The pathologic picture of the portal vein varies.

Externally it may appear almost normal except for

a slight edema, or there may be a definite enlarge-

ment with congestion and engorgement, the inflam-

matory products extending between the layers of

the gastrohepatic omentum and into the adjacent

lymph nodes, masking the structures to such a de-

gree that the isolation of the portal vein may be

extremely difficult. The lumen of the vessel may
be filled with a friable, sanguinopurulent clot which

may autolyze into a dirty-looking, greenish-yellow

viscid material, partly or completely obstructing the

vein.

Gerster states, “Chills accompanied by a rise in

temperature during the course of appendicitis, how-

ever mild as to local symptoms, may and usually do

signify the entrance of septic material into the por-

tal and general circulation. It must be looked upon

as a sign of the gravest importance.”

Jaundice may be present, the abdomen soft and

relaxed, with the local conditions subsiding or even

healed. Blood cultures as a rule are negative, be-

cause the bacillus coli which is usually responsible

either rarely breaks into the blood stream in these
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cases, or, if it does, it is quickly destroyed there

or in the liver. The indications for surgical therapy

may be divided into the prophylactic, the treat-

ment of frank phlebitis present at the time of op-

eration and a treatment of phylephlebitis manifest-

ing itself after operation.

It is very difficult to decide what should be done

prophylactically, if the mesentery of a gangrenous

appendix does not bleed when cut, because of

thrombus formation. It must be granted academ-

ically that some cases with chills and friable throm-

botic mesenteries wdll develop pylephlebitis. Yet

the percentage is so exceedingly small that actual

damage rather than help might result from the

various surgical measures which have been advo-

cated to deal with these infected thrombi. If, how-

ever, the case presents all the clinical symptoms

of pylephlebitis, or at operation a suppurating

phlebitis of the mesentery is evident, then a ven-

ous excision or ligation is certainly indicated, done

preferable before the appendectomy. Gerster, in

1903, discussing the treatment of pylephlebitis,

states, “when much necrosis is found, it would be

very desirable to expose and evacuate thrombosed

veins. On account of their anatomic relations this

is sometimes easy, oftener difficult and mostly im-

possible.”

Culp reports three cases of ligation of the portal

vein, all of which ended fatally. The primary cause

of death in two of his cases was hepatic insufficiency,

the result of diffuse suppuration, and could not be

assigned to the direct effect of vein ligation because

the patients lived for several days following the

operation. Two important findings disclosed by

the autopsies were the absence of ascites and the

lack of engorgement and congestion of the veins

of the abdominal viscera, proving very likely that

adequate circulation must have been maintained

through collateral channels, even though the por-

tal was occluded.

He summarizes as follows; If this complication

occurs or is recognized after appendicular opera-

tion, surgical interv'ention is of little avail, unless

indications point to definite liver abscess, when

drainage is indicated. The ligation of the portal

vein in these cases proved of no value.

Experiments on Etiology of Inflvenza. I. S. Falk, R.

W. Harrison, R. A. McKinney and G. W. Stuppy, Chicago
(Journal A. M. A., Dec. 28, 1929), made a preliminary

report of their experiments. From the evidence obtained
thus far it seems not improbable that certain pleomorphic
streptococci were etiologically related to the influenza out-

break of the winter of 1928-1929.

THE EFFECT OF VITA^IIN D ON
BLOOD COAGULATION TIME*

John C. Brougher, M.D.

VANCOUVER, WASH.

Blood coagulation time has been shown to be

prolonged in parathyroid tetany^'^ and jaundice^^.

Lee and White^, in working out a new and more

satisfactory method of estimating blood coagula-

bility, observed that many diseases prolonged co-

agulation time. Pernicious anemia, splenic anemia,

pneumonia, septicemia, pyemia, and purpura hem-

orrhagica all showed a prolonged clotting time.

They noted an acceleration of coagulation time in

five patients with typhoid fever, four of whom de-

veloped thrombosis.

Brasil®, in his study of coagulation time in dis-

ease, observed that the coagulability of the blood

was considerably decreased in such diseases as

syphilis, pemphigus, leishmaniasis and cancer. In-

creased coagulating power was noted in typhoid

and plague. He tested several substances as to

their ability to alter the coagulation time and found

that glucose, neoarsphenamine and tartar emetic

proved to be inert. Others, such as bismuth, man-

ganese, sodium, tapioca and calcium chloride,

raised the coagulating power. Iron, copper, lead

and a weak solution of mercuric chloride decreased

it. Sodium citrate and sodium oxalate act peculi-

arly, as they increase the coagulation power in vivo

in the serum, but they lower it in vitro in the

plasma.

Selye" observed that vigantol (irradiated ergo-

sterol) caused an acceleration of clotting time in

patients with long coagulation time. The author

found that either cod liver oil or viosterol was

efficient in changing the long coagulation time of

experimental parathyroid tetany in dogs to nor-

mal-; he also showed that either of these changed

the delayed coagulation time of experimental ob-

structive jaundice to normal®.

Since the above experimental data were obtained,

cod liver oil and viosterol have been given to pa-

tients with a prolonged coagulation time. This was

estimated by the method of Lee and White® except,

instead of using one 8 mm. tube, three 10 mm.
tubes were used, and the average time of the three

charted. Normal coagulation time in human adults

averaged six to eight minutes. Patients with long

clotting time from various causes were given either

• From the Department of Surgery. University of
Oregon Medical School.
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CHART 1—COD LIVER OIL

Patients Disease Coagulation Time Amount Cod Liver Oil Coagulation Time
Four Hours Later

Mr. L Pernicious anemia 16 minutes One ounce 5 minutes

Mr. M. Syphilis, acute

rheumatic fever

14 minutes One ounce 7 minutes

Mr. L. Chronic lymphatic
leukemia

11 minutes One ounce 5J4 minutes

Mrs. H. Colitis 14 minutes One ounce 4 minutes

Mrs. L. Obstructive jaundice 18 minutes One ounce 3 minutes

Mr. C. Lobar pneumonia 15 minutes One ounce 4 minutes

Mr. A. Osteomylitis 30 minutes One ounce 6 minutes

CHART 2—VIOSTEROL

Patients Disease Coagulation Time Amount Viosterol Coagulation Time
Four Hours Later

Mr. D. Syphilis 15 minutes 10 drops 8 minutes

Mr. P. Syphilis 17 minutes 10 drops 9.8 minutes

Mr. S. Acute epididymitis 15 minutes 10 drops 6.8 minutes

Mr. H. Syphilis, chancre 12 minutes 10 drops 5 minutes

Mr. G. Syphilis 15.5 minutes 10 drops 7.2 minutes

Mr. H. Syphilis 15 minutes 10 drops 4.2 minutes

Mr. H. Syphilis 12 minutes 10 drops 5 minutes

ten drops of viosterol or 30 c.c. of cod liver oil;

four hours later another estimation of clotting time

was made. The results are presented in the charts

below.

It would appear that substances rich in vitamin

D, such as cod liver oil or viosterol, are capable of

changing a prolonged clotting time in acute infec-

tions, syphilis, diseases of the hematopoietic sys-

tem and obstructive jaundice to normal in a period

of four hours. This property of either viosterol or

cod liver oil that changes long coagulation time

in obstructive jaundice to normal is valuable in the

preoperative preparation of jaundiced patients.

CONCLUSIONS

Blood coagulation time is usually long in acute

infections, syphilis, obstructive jaundice and dis-

eases of the hematopoietic system.

Cod liver oil or viosterol, when given orally,

changes the long coagulation time to normal within

four hours.
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Arts Building.

Stramonium as Therapeutic Agent in Sequelae of
Epidemic Encephalitis. Encouraged by the favorable and
more complete report of Carmichael and Green on the ef-

fectiveness of stramonium in diminishing postencephalitic

rigidity, A. L. Jacobson and Frederick Epplen, Seattle

{Journal A. M. A., Dec. 28, 1929), undertook to check
these observations in a series of cases of both the post-

encephalitic and the idiopathic paralysis agitans type. From
three to ten years ago, each of these patients, except a few
with idiopathic paralysis agitans, was stricken with epi-

demic encephalitis, ranging from an evanescent diplopia to

two years of bedfast confinement. In all these cases there

was apparent recovery, followed in from one month to

three years by various degrees of the parkinsonian syn-

drome. The U. S. P. tincture of stramonium was employed
in doses ranging from 20 to 70 minims (1.2 to 4.3 c.c.),

three or four times a day, administered orally. It proved
to be an excellent palliative remedy for all symptoms of

the parkinsonian syndrome of postencephalitic origin, with

the single exception of the pareses, which remain unbene-
fited. It is of great benefit in idiopathic paralysis agitans,

but not so much so as in the syndrome of postencephalitic

periods, and large doses are necessary. Toxic manifesta-

tions are rare and seemingly evanescent.
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EDITORIAL

THE MOST FATAL DISEASE

Much publicity of late has been given to the ap-

parent increase in cancer morbidity and mortality,

with the impression that this disease is predominant

in its death rate. Tuberculosis, Brights’ disease and

pneumonia have all been ranked among the highest

in the mortality rate, yet statistics demonstrate

that heart disease is responsible for a greater mor-

tality than any of these mentioned. Reports re-

cently published by the United States Public

Health Service for 1928 show that certain states

with an approximate population of 25,000,000 had

two hundred twenty-eight deaths from heart dis-

ease out of every 100,000, as compared with one

hundred and six from kidney disease, one hundred

and five from cancer and one hundred from pneu-

monia. The fact is also presented that deaths from

heart disease are increasing. During the period

from 1917 to 1925 in the registration area of the

United States, there was an increase of population

amounting to about one-third, while deaths from

heart disease practically doubled and the number of

deaths caused by heart disease as a contributing

factor increased eighty-one per cent, although the

number of deaths from all causes increased only

about one-seventh.

It is noticeable that heart disease is particularly

a disease of early life, since practically seventy-five

per cent of all cases developed in children under

ten years of age as compared with about twelve

per cent in persons over forty years. In the period

1921 to 1927, out of every 100,000 children from

five to nineteen years of age twenty died of heart

disease annually in the registration area. This

means that in this area, including thirty-seven

states and eighty-two per cent of the total popula-

tion of the country, heart disease was the third

highest in the list of causes of death among chil-

dren.

Little can be done for prevention or relief of

congenital cases of heart disease. The acquired

cases are more frequently due to infections, grouped

under the designation “rheumatic.” The incidence

of infections and rheumatic diseases associated with

damaged hearts ranges from twelve per cent in

scarlet fever, increasing in diphtheria, chorea, and

rheumatism, to tonsillitis with sixty-six per cent.

It is believed the so-called rheumatic conditions are

due to some infecting organism which is especially

prone to enter the system through defective teeth

and diseased tonsils. Among five thousand school

children, tabulated under the supervision of the

United States Public Health Service for a period of

four years, of those whose tonsils were removed

following serious tonsillar infection in the past,

twenty out of every hundred had attacks of rheu-

matism and four out of every hundred suffered

from heart disease. On the other hand, among

children wdth apparently normal tonsils only twelve

out of every hundred presented rheumatic symp-

toms and less than one had heart disease. These

facts emphasize anew the necessity of constant

supervision over the conditions of teeth and ton-

sils among young school children. There was a

time when children were supposed naturally to be

subject to so-called “growing pains.” Observing

parents and physicians should remember that young

children do not normally suffer from pains. There

is a strong probability under these conditions that

an infection is present which may be the precursor

of subsequent serious heart affection unless recog-

nized and properly treated in the early stages.

RELIEF FOR ADAMS-STOKES SYNDROME
For many years one of the most puzzling heart

lesions was that condition termed Adams-Stokes

syndrome. It was long deemed one of the most baf-

fling and mysterious of cardiac diseases encountered

in practice. Although the pathology has been well

established, its treatment has for the most part re-

sulted in failure or very little permanent relief. Price

and Nisse* discuss this syndrome at length, explain-

ing the most successful forms of treatment. Occur-

ring with auriculoventricular block, the syndrome is

due to temporary anemia of the brain, resulting

from bradycardia. This may result from a suddenly

developed complete block, partial heart-block in

which there occurs complete block, causing a tem-

porary standstill of the ventricles, or a condition of

complete heart-block permanently established, in

which syncope is produced by temporary standstills

of the ventricles, due to their diminished irrita-

* Price, P. W. and Nisse, B. G. : The Treatment of
Adams - Stokes Syndrome Due to Auriculoventricular
Block. Am. Heart Jour., Vol. V, No. 2, Dec., 1929.
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bility. The bradycardia may accompany sclerotic,

gummatous or acute inflammatory lesions of the aii-

riculoventricular tissues, overaction of the vagus or

diminished irritability of the myocardium.

The aim of treatment is to increase the ventricu-

lar rate. If the cause be pressure from a gumma or

inflammatory changes resulting from this, its reso-

lution may be anticipated from specific treatment.

Since, however, the majority of cases result from

sclerotic changes, relief of this condition cannot be

anticipated. Hence most efforts have been directed

towards ventricular stimulus in order thereby to in-

crease the circulation. Various reports of success

and failures have been published under thyroid and

atropine administration. The action of atropine is

accomplished through its effect on the vagus nerve.

Since, however, persistent block of severe grade is

rarely of vagal origin, it is rarely affected by this

drug. Within recent years successful treatment of

these cases by atropine has been reported by a

number of writers. Its effect is to increase the rate

of the heart by stimulating the sympathetic nerve

endings in the cardiac muscle. It also results in di-

lating the coronary arteries, with improvement of

nutrition of the myocardium. It has been demon-

strated both experimentally and clinically that

adrenalin may prevent a temporary standstill of

the ventricle by increasing its rate. It may also im-

prove conductivity and thus lessen the degree of

existing pressure heart-block. Its disadvantage is

the short duration of its action, but it is the only

potent therapeutic measure at our disposal during

an actual attack. Ephedrin, so closely allied to

adrenalin, has been successfully employed. It can

be administered by mouth instead of hypodermical-

ly, as is necessary with adrenalin and its effect per-

sists for several hours.

The authors ascribe the greatest benefit to bari-

um chloride, the value of which in the treatment of

this disease is due to its action in increasing the ir-

ritability of the heart muscle. It is said to increase

the ventricular rate either by stimulating the ex-

citability of the existing idioventricular pace maker,

or by calling into action new ectopic ventricular

foci. If used alone large doses of this drug must

be employed but it can be used in comparatively

small dosage, if combined with adrenalin which

excites ventricular contractions through stimu-

lation of the sympathetic. Price and Nisse report

two striking cases relieved by this treatment. A
man of sixty-nine had been subject to attacks for a

year, with such increased frequency that he had

been bedridden several months. At times the sus-

pension of the heart action had been of such length

that he was considered dead. The ventricular rate

was twenty-six per minute. The careful adminis-

tration of adrenalin at first reduced the frequency

of attacks, followed by recurrence. The adminis-

tration of barium chloride, one-half grain twice

and later thrice daily, resulted in complete suppres-

sion of the attacks of syncope, although the ven-

tricular rate did not rise above thirty-one per min-

ute. This freedom from attacks was reported for

a period of six months. The case of a woman,

aged sixty-five, presented a similar history. Her

attacks were relieved by a combination of barium

chloride and adrenalin. Likewise there followed a

period of six months with no recurrence of attacks.

In both patients the heart-block and bradycardia

persisted but syncope was averted. The conclusion

of this study is that the exhibition of barium chlor-

ide administered by mouth, supplemented by

adrenalin given h}q)odermically, is indicated for the

prevention of the recurrence of Adams-Stokes syn-

drome due to auriculoventricular block.

AIDS TO LITERARY RESEARCH
Whenever one prepares to write a medical paper,

it is essential that he should have access to litera-

ture bearing on his topic, whereby he may obtain

needed information. If he is obliged to depend

alone upon his own researches or the literature ob-

tained from his neighbors, ordinarily he will not

succeed in preparing anything of conspicuous value.

The necessity which he lacks is an index of medi-

cal literature, from which he can obtain references

for his investigations. Such information is obtain-

able from the Quarterly Cumulative Index Medi-

cus, published by the American Medical Associa-

tion, which is the greatest work of the kind exist-

ing in any country. Starting a few years ago in a

small way with many handicaps over a certain

period, it has developed to such an extent that it

engages nearly a score of workers, whose time is

devoted to listing titles and authors appearing in

some fifteen hundred medical journals published

in all the languages of the world. This includes

the scientific and important medical publications

of all nations, exclusive of trade and manufactur-

ers’ journals and those fostered by individuals. No
physician can successfully prepare a paper of in-

terest and value without making use of this index.

It should either be in his possession or accessible

to him in a library where desired references are
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obtainable. The twelve dollars annual subscription

for these volumes fails by a very large sum to pay

the cost of its publication, the deficit being pro-

vided from funds of the American Medical Associa-

tion, which thus functions for the promotion of

scientific knowledge among the profession of this

country.

The second aid provided by the Association

which it is desired to mention in this connection,

is the “package library,” prepared by the workers

on the Cumulative Index. In these packages are

assembled leaves from medical journals, containing

papers pertaining to diseases treated by the major-

ity of physicians. As these are the latest publica-

tions on important medical discoveries and discus-

sion of the day, their value can be readily appreci-

ated. These packages are available to the Fellows of

the Association who are permitted to borrow them

on application. Thus physicians who do not have

access to a well-equipped working library can to a

large extent offset this lack by the use of these

packages. Attention is called to these efforts con-

ducted by the American ^Medical Association to

assist physicians of the country in their studies

and research work, because it is believed the pro-

fession at large is not familiar with these facts. If

advantage is taken of information thus available,

physicians distant from medical centers can to a

large extent overcome the necessity of being obliged

to depend on their own resources for study and

investigation.

PACIFIC NORTHWEST MEDICAL
ASSOCI.ATION

Pacific Northwest Medical Association will meet

in Butte, Montana, July 1, 2, and 3. The Medical

.Association of Montana and the Health Officers of

the state will meet on the preceding day, June 30. A
local committee of arrangements has been appoint-

ed, consisting of Drs. T. J. Shanley, R. C. Mona-

han and A. H. Tash. Dr. E. G. Balsam, Secretary

of the State Association, will collaborate from Bill-

ings. It is expected that a large percentage of the

visitors at the Montana State meeting will remain

for the Pacific Northwest meeting and that thfere

will be visitors from North and South Dakota and

Wyoming. Drs. Fred .Attix, E. M. Larson and .Al-

fred Karsted are volunteer members of the pub-

licity committee. The following imposing list of

speakers has thus far been engaged. These men are

all in the prime of life, active in research w'ork in

their particular lines and should make an impres-

sive program.

Dr. Edwin I. Bartlett, .Associate Professor of Surgery,

University of California Medical School, a pupil of Dr.

J. C. Bloodgood. Three lectures, one of which will prob-

ably be on “Surgical Pathology.”

Dr. Hilding Berglund, Professor of Medicine, University

of Minnesota Medical School. Erstwhile Exchange Profes-

sor of Medicine at Pekin Medical School. Titles: “The
.Anemias and Their Therapeutic Possibilities.” “The Value

of Gastric .Analysis and a Discussion of the Causes of Epi-

gastric Distress.” “The Therapeutic Possibilities and Re-

sponsibilities in the Various Types of Bright’s Disease.”

Dr. George B. Eusterman, Head of Gastroenterologic

Section at the Mayo Clinic. Titles unannounced. Three

lectures on gastroenterologic subjects.

Dr. Emile Holman, Professor of Surgery, Stanford Uni-

versity Medical School. Titles: “Pulmonary Suppuration:

Important Factors in Its Development and Its Repair. A
Clinical and Experimental Study.” “The Surgical Treat-

ment of Pulmonary Suppuration: Postoperative Pulmonary
.Abscess, Chronic Bronchial Fistula, and Pulmonary Tuber-

culosis.” “The Treatment of Burns from Inception to Com-
plete Epithelization.”

Dr. .Allen K. Krause, President and Director of the

Desert Santorium and Institute of Research, Tucson, Ari-

zona. Three lectures, one of which will be on tuberculosis.

Dr. Chauncey D. Leake, Professor of Pharmacology, Uni-

versity of California Medical School. Three lectures on ap-

plied pharmacology.

Dr. .Andrew S. Lobingier, Surgeon, Merritt Budding,

Los Angeles, Calif. Titles: “Surgery of the Gallbladder.”

.A paper on “The Pathologic Lesions of the Duodenum” or

“of the .Ascending Colon and Hepatic Flexure.”

Dr. T. M. Rivers, research worker in the Rockefeller

Institute for Medical Research. Three papers on the viruses

of some of the infectious diseases.

MEDICAL NOTES
OREGON

North Pacitic Surgical .Assoclation. The eighteenth

annual meeting of the North Pacific Surgical Association

was held at Portland, Dec. 6-7. Dr. Otis B. Wight, of

Portland, president of the association, acted as chairman.

Dr. Emmett Rixford, San Francisco, was a guest of the

society and delivered several addresses. Other speakers were

Drs. Horace Whitacre, Tacoma; Karl Martzloff, Portland;

H. T. Buckner and C. F. Eikenbary, Seattle; R. B. DUle-

hunt, Portland, and VV. B. Burnett, Vancouver, B. C. At

the conclusion of the meeting Dr. Charles D. Hunter,

Tacoma, Wash., was elected president for the ensuing year.

The next annual meeting is planned to take place at

Tacoma.

Clinic Building .Assured. Approval by the board of

regents of the preliminary plans for the proposed clinic

building for the University of Oregon Medical School at

Portland practically assures early construction of the new

unit, the cost of which is estimated at $400,000.

Hospital Damaged by Fire. The Washington county

hospital at Hillsboro was badly damaged and the safety

of thirty inmates imperiled Dec. 10, when fire broke out

in the basement. The patients were removed without in-

jury, several being taken to the Jones hospital.

Hospital Proposed. Community leaders in St. Johns

have initiated a movement to convert the James John
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school building, which is soon to be vacated, into a gen-

eral hospital.

Convention Chairman Honored. At a recent meeting

of the Portland City-County Medical Society, Dy. Ernest

A. Sommer of Portland, chairman of the local committee

on arrangements for the American Medical Association con-

vention last July, was presented with a wrist watch by the

society and the Oregon State Medical Society, in apprecia-

tion of his services at the time of the national convention.

Resignation Tendered. Dr. J. N. Smith, who has

served for fourteen years as superintendent of the state

home for feeble minded at Salem, has submitted his resig-

nation to the state board of control. He intends to retire

from practice and will make his home at Salem. His suc-

cessor is his former assistant at the institution. Dr.

Roy Byrd.

Portland City and County Medical Society held the

annual election of officers at a banquet and meeting at

the Multnomah Hotel on December 19. Dr. Frederick A.

Kiehle was honored with the presidency to succeed Dr. E.

B. McDaniel. Others elected were: Vice-president, Dr.

Marr Bisallion
;
secretary. Dr. Homer Rush

;
treasurer. Dr.

Kittie Plummer Gray.

Members of the council selected were Drs. Eugene

Rockey, Guy Strohm, William Livingston, E. W. St.

Pierre, John G. Cheeteam and A. J. Bettman. Addresses

were delivered by Drs. Richard B. DOlehunt, Edward O.

Sisson and the retiring president.

Portland Academy of Medicine held its annual meeting

at the University Club Dec. 12, with Dr. Frank B. Kistner

of San Francisco as the principal speaker. New officers for

the society were installed as follows: President, Dr. Frank

Menne; president-elect. Dr. Ralph C. Fenton; first vice-

president, Dr. Theodore W. Adams; second vice-president.

Dr. Lyle B. Kingery; secretary. Dr. Harold B. Myers;

treasurer. Dr. Marr Bisaillon.

Coos-CuRRY Counties Medical Society held the an-

nual election of officers at a banquet meeting at the Chand-

ler Hotel in Marshfield, December 13. Those elected were:

President, Dr. R. H. Mast of Myrtle Point; vice-president.

Dr. O. K. Wolf of Marshfield; secretary-treasurer. Dr. J.

M. Simpkin of Marshfield.

Health Director Resigns. Dr. Emily T. Balcom, for the

past year director of the county health unit at Medford,

tendered her resignation to the county court Dec. 1. Her

place since has been filled by Dr. G. F. White, formerly

connected with the Rockefeller foundation.

Health Survey Completed. The recent survey of health

conditions in Portland was completed in December. Dr.

James Wallace, field director of the American Public Health

association, who supervised the survey, has left for his

home in New York. The complete report of the work will

be published early next year.

Dr. F. H. Vincil of Astoria has been elected president

of the staff of St. Mary’s hospital at Astoria.

Weddings. Dr. Edwin Douglas Warren and Miss Jane

Ann Bodine, both of Portland, were married in that city

on December 28. Dr. George H. Adler of Klamath Falls

and Miss Madelon K. Boie of Portland were married in

Silverton on December 24.

WASHINGTON
Friendship with Clemenceau Recalled. The death re-

cently of former premier Georges Clemenceau has brought

to light the fact that there resides in this state a physician

who in his medical student days enjoyed friendship with

the illustrious French statesman. Dr. Alfred C. Kinney, Sr.,

veteran practitioner of Seaview, together with his brother,

the late Dr. August C. Kinney, was a member of a small

class in microscopic anatomy which Clemenceau, also a

physician, conducted in New York City in 1871.

Shortly thereafter Clemenceau, who occupied the post of

instructor in French in a woman’s college in Connecticut,

was recalled to France. Before his departure he sold his

own microscope to Dr. .\ugust Kinney, who used it for

many years afterward in his practice at Portland, Ore. Un-

fortunately this valuable instrument was disposed of before

its owner’s death, but it is believed by Dr. Alfred Kinney

that it is still in use somewhere in Portland.

Shrine Hospital Surgeon Appointed. Dr. A. W. Adams,

formerly assistant to the chief surgeon at the St. Louis

Shrine hospital, has been appointed to fill the position of

chief surgeon at the Spokane Shrine hospital, which was

made vacant by the death of Dr. Mitchell Langworthy,

Dr. Adams will also engage in the private practice of

orthopedic surgery at Spokane.

Hospital Addition Opened. The new addition to St.

John’s hospital at Port Townsend was formally dedicated

at a tea and reception held Dec. 11. The new structure is

three stories in height and of modern, fireproof construc-

tion. Space is provided for a new surgery and x-ray de-

partment as well as for a maternity floor and general sur-

gical and medical work. The enlarged hospital is now able

to accommodate one hundred patients.

New Hospital at Omak. Dr. J. Fred Mills has opened

a modern fifteen bed hospital at Omak.

Radiologic Honor Received. Dr. Harold B. Thomp-

son, Seattle, roentgenologist, was elected vice-president of

the Radiological Society of America, at a recent annual

meeting, held in Toronto, Canada.

Dr. a. H. Johnston of Heppner has sold his practice to

Dr. G. W. Ritteman of Newberg, and will leave soon for

Rochester, Minn., to take a course in postgraduate work.

Dr. R. W. Christensen, formerly of Dufur, has opened

an office in Redmond.

Dr. Rex L. Ross has been elected president of the staff

of St. Elizabeth’s hospital at Yakima.

Dr. R. P. Carter, until recently assistant medical di-

rector of the Mountain View Sanatorium at Tacoma, has

opened an office in the Wallingford district at Seattle.

Dr. Max S. Wright, formerly of Sedro-Woolley, has

become associated with Dr. George Crabtree in his prac-

tice at Mt. Vernon.

Dr. a. C. McPhaden of Concrete has moved to Mount

Vernon, where he will be associated with Dr. J. M. Fettes

in the recently established Mount Vernon clinic.

Dr. D. M. Prince, a graduate of the University of Vir-

ginia Medical School, has located for practice in Mount

Vernon.

Dr. S. a. Keim of Wenatchee has moved to Bellingham

where he will engage in practice.



44 SOCIETY MEETINGS Vol. XXIX. No. 1

Dr. R. J. .4lcorx, who has been engaged in medical

work for the Department of the Interior in Alaska, and his

wife Dr. C. E. .\lcorn, have opened offices at Cashmere.

Dr. R. G. Gale, until recently in charge of the Klickitat

hospital at Klickitat, has moved to Vancouver, where he

will practice.

Dr. .4. J. McCanxel of Silverton has returned home

from an e.xtended European trip.

CowxiTz CorxTY Medic.al Society held its regular

monthly business meeting at the Lewis-Clark hotel in Cen-

tralia Dec. 9. ________

IDAHO

County He.alth Unit .Assured. A full time county

health unit for Bonneville county was assured on Dec. 3

when the board of county commissioners voted to appoint

Dr. B. L. .Arms of Franklin, N. Y., as full time county

physician. He is a graduate of the medical department of

the University of Vermont, and was formerly state bac-

teriologist in Oregon. Since that time he has been engaged

in laboratory and public health work in Alabama and

Florida.

Hospital Drh'e Pl.axxed. Plans have been announced

by officers of the Church of the Nazarene for a drive for

funds with which to complete the Samaritan hospital at

Nampa.

County Physician .Appointed. Dr. Joseph Fremstad

of Burley has been appointed county physician of Cassia

county.

OBITUARIES

Dr. X. L. .Anthony, Spokane, Wash., well known eye

specialist of the Inland Empire, died at his home Nov. 29,

following a prolonged Dlness. He was born in Nova Scotia

in 1870 and graduated from McGill University Faculty of

Medicine, Montreal, Canada, in 1905. After practicing for

twelve years in Montana, he moved to Spokane in 1909,

where he confined his work to ophthalmology'. In later

years Dr. David Hartin became associated with him. He
was prominent in civic affairs and was for many years a

member of the board of directors of the Y. M. C. A.

-A son. Dr. Marc .Anthony of Spokane, survives him.

Dr. Clayton .A. Hoover, one of the pioneer physicians of

Idaho, died at his home in Blackfoot, Nov. 29. He was born

in Maryland and graduated from George Washington Med-
ical School, Washington, D. C., in 1875. He first located

in Montpelier in 1882 and practiced there until 1905, when
he went to Blackfoot. For twelve years he occupied the

position of superintendent of the state insane asylum at

Blackfoot.

Dr. Albert Lee McClanah.an, Mount Vernon, Wash.,

died in the Virginia Mason hospital, Seattle, Nov. 19, fol-

lowing a brief illness, aged 57 years. He was born in Stras-

burg, Virginia, in 1872, and graduated from St. Louis

University School of Medicine in 1904. He first practiced

in Nome, .Alaska, and later in several cities in Washing-

ton, including Seattle, A'akima and Ellensburg. He had

resided in Mount A'ernon for the past seven years.

Dr. .Albert A. D.avis, Seattle, Wash., died at his home

Dec. 8, aged 58 years. He was born in Henniton, 111., in

1871, and graduated from the Chicago College of Medicine

and Surgery, Chicago, 111., in 1910. He located in Port .An-

geles about nineteen years ago and engaged in the practice

of medicine there, at the same time editing one of the

pioneer newspapers of that city. Later he moved to Se-

attle, where he remained until his death.

Dr. Philip M. Strowbridge, Portland, Ore., died follow-

ing an operation Nov. 25, in the Los .Angeles County hos-

pital, where he was serving an internship, aged 28 years.

He was born in Portland in 1901, and graduated from the

University of Nebraska Medical School, Omaha.

Dr. j. L. Shorey, Woodburn, Ore., the second oldest

practicing physician in Marion county, died at his home

Dec. 15, following a brief illness, aged 64 years. He was

born in 1865 at Bangor, Maine, but moved to Oregon with

his parents when he was a youth. He graduated from the

College of Physicians and Surgeons, Baltimore, Md., in

1891. After practicing in Portland for a short time, he

moved to Woodburn, where he remained until his death.

Dr. John Luchts Garner, Harrisburg, Ore., died at

his home Dec. 13, following a short illness, aged 63 years.

He was born in 1866, and graduated from LouisvUle Med-

ical College, Louisville, Ky., in 1887. He had practiced

at Harrisburg for the past six years and was local health

officer of that town.

Dr. Whliam E. Gomm, for several years a medical

practitioner in Spokane, Wash., died at his home in New
Denver, B. C., Dec. 17, aged 63 years. He was born in Sa-

vannah, Georgia, in 1866, and graduated from Bellevue

Hospital Medical College, New York City, in 1888. He lo-

cated in Spokane soon afterward and practiced there for

five years. Later he moved to New Denver, where he had

charge of the hospital of the Slocan mines.

REPORTS OF SOCIETY MEETINGS

OREGON
KL.AM.ATH .AND LAKE COUNTIES SOCIETY

Pres., E. D. Lamb; Secty., C. C. Rugh

Klamath and Lake County Medical Society met Nov.

26 in Klamath Falls at the home of Dr. E. D. Lamb, the

retiring president.

Dr. G. H. .Adler of Klamath Falls made an address on

“The Laboratory End of Transfusion.” This was accompa-

nied by motion picture films, illustrating the technic «f

blood transfusion. Dr. Benson of Bend talked on his impres-

sions of the European clinics which he recently visited.

Newly elected officers of the society are: President, Dr.

Charles E. Leithead, Lakeview; vice-president. Dr. L. L.

Truax, Klamath Falls; secretar>'. Dr. C. C. Rugh.

L.ANE COUNTY MEDIC.AL SOCIETY
Lane County Medical Society held the annual elec-

tion of officers at a meeting held at the Osborn Hotel in

Eugene, December 19. Dr. Irvin R. Fox of Eugene was

elected president. Other officers chosen were: Vice-presi-

dent, Dr. C. D. Donahue, Eugene; secretary-treasurer Dr.

Harr>- G. Talbot.

A paper on “Indications for Ethmosphenoidal Operation

in an Apparently Healthy Nose” was read by Dr. O. R.

Gullion.

Dr. G. S. Beardsley discussed “Repair of Old Birth

Trauma and Subsquent Deliver}-.”
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WASHINGTON
CLARK COUNTY MEDICAL SOCIETY

Pres., R. D. Wiswall; Secty., VV. B. McMakin

Clark County Medical Society held a meeting at the

Hotel Evergreen in Vancouver, Dec. 10, at which officers for

the forthcoming year were selected. Those chosen were:

President, Dr. C. R. Zener; vice-president. Dr. E. G.

Flagg; secretary-treasurer. Dr. J. A. Darby, all of Vancou-

ver. An address illustrated by motion pictures on the sub-

ject of fractures was given by Dr. M. E. Steinberg of

Portland, Ore.

KING COUNTY MEDIC.AL SOCIETY
Pres., B. T. King; Secty., H. L. Goss

-A general meeting of King County Medical Society was

held in the auditorium of the Medical-Dental Building,

Seattle, Dec. 2, with President B. T. King in the chair.

.\bout one hundred members were present. Minutes of the

meeting of Nov. 4 were read and approved.

Dr. C. VV. Sharpies delivered a memorial address with

appropriate remarks on the lives of the members who have

died during the past year. These were Drs. Frederica Phil-

lips, J. T. Wolf, H. .A. Simon, A. E. Burns and S. P.

Woodin.

Dr. O. F. Lamson read a paper, “End-results Following

Cholecystectomy.” This was based on the study of one

hundred and thirty cases of gallbladder disease treated by
cholecystectomy during the past twelve years. More than

ninety have been traced by letter or interview. Best

results have followed cases in which preoperative symp-

toms and pathology were of severe character. Low
grade cholecystitis of long standing has not given as good

results, due to envolvement of associated organs. In the

presence of adhesions following cholecystectomy, gastro-

enterostomy is advisable as excision of adhesions is likely

to result in recurrence. The age of the patient should not

influence one’s judgment in advising operation. If the pa-

tient is a good surgical risk and there are no unusual com-
plications, it is justifiable to perform multiple operations,

thereby saving undue worry, pain and expense. The paper

was discussed by Drs. E. O. Jones and G. S. Peterkin.

Dr. R. H. Somers read a paper on “Hemorrhagic Dis-

ease of the Newborn.” The patient was a ten pound, full

term infant delivered by version. There was nothing ab-

normal in its appearance until the third day, when a small

abrasion in the forehead began to ooze, developing into a

hematoma. Stools were dark but not tarry. On the fourth

day the baby appeared jaundiced, quite dehydrated, fon-

tanel depressed. A mass was palpable in the region of the

left kidney. On the fifth and sixth days 30 c.c. of whole
blood were given subcutaneously. There was bleeding from
the puncture wound. On the sixth day hemoglobin was IS

per cent, red cells 1,700,000, white cells 16,000. Autopsy
findings were presented in detail, which showed hemor-
rhage below and into the tentorium, massive retroperi-

toneal hemorrhage from left suprarenal, bloody fluid in

left thoracic cavity and abdomen.

Dr. G. M. James reported the case of a Greek, aged 45,

with symptoms of intestinal obstruction. Examination
showed a thick walled tumbler in the lower bowel with the

open end directed upward. Under ether an unsuccessful

attempt was made to deliver it with obstetric forceps.

Then one blade was used which caught the edge of the

glass and it was delivered.

Dr. Roger .Anderson presented a case of “Actinomycosis

of the Mandible” which was discussed by Drs. Snively,

VVanamaker, Jones and Schoffman.

The following applications for membership were read:

Drs. J. L. Ash, J. W. Baker, A. L. Balle, R. B. Bramble,

C. M. Helwig, G. M. James, R. H. Loe, D. G. Leavitt,

J. K. Martin, J. VV. McDowell, F. E. Parsley, V. VV. Rit-

ter, D. A. Thorp, J. N. VVilkenson.

The following officers were nominated for the ensuing

year: President-elect, Dr. R. J. McCurdy; secretary-treas-

urer, Drs. Alfred Bowels and Mabel Seagrave; trustees,

G. C. Miller, J. T. Whitty, S. F. VViltsie, C. VV. Knudson.

Delegates to the meeting of the state medical associa-

tion were elected as follows: Drs. B. T. King, Roger An-

derson, A. B. Hepler, M. VV. McKinney, C. E. Hagyard,

C. VV. Shannon, D. C. Hall, H. E. Coe, VV. K. Jones, J. T.

Dawson, Oscar Proctor, A. H. Peacock, VV. C. Speidel,

F. T. Maxson, E. W. Young.

A meeting of the Surgical Section of King County Medi-

cal Society was held at the Medical-Dental Building Audi-

torium, Seattle, December 9, wdth Dr. J. Tate Mason in

the chair.

Dr. Emmett Rixford, professor of surgery of the Medi-

cal School of Stanford University, San Francisco, was

guest of the society. He delivered an address on “Coccidioi-

dal Granuloma.” His first case of this disease was seen in

1894. He gave a vivid description of the fungus ulcer on

the back of the neck and the methods of arriving at a

diagnosis. Another rapidly fatal case presented at autopsy

tubercles of the lungs and abdominal organs, suggestive of

miliary tuberculosis but diagnosed by the presence of

coccidiodes from the sputum and tubercles. The disease has

been found largely among laborers in the California oil

fields. About one hundred and fifty cases have been re-

ported. A variety of races were represented. Lantern slides

show'ed pathologic changes in various tissues and the or-

ganism in various stages of development. No drug has been

discovered to benefit the disease and the mortality approxi-

mates one hundred per cent.

Following this address Dr. RLxford spoke on “Mechanics

of the Production of Fractures.” This was applied to many
forms of fractures. He dealt particularly with spiral frac-

tures, illustrating the method of producing these conditions.

PIERCE COUNTY MEDICAL SOCIETY
Pres., C. F. Engels; Secty., VV. B. Penney

The regular meeting of Pierce County Medical Society

was held at United States V^eterans’ Hospital No. 94, Amer-

ican Lake, November 26, Dr. C. F. Engels, President, in

the chair.

The application of Dr. C. VV. Lemery was read and re-

ferred to the Board of Trustees.

The program of the evening was a symposium on malaria

in the treatment of neurosyphilis.

Dr. E. VV. Janes read a paper on “The History and Re-

sults of Malaria as used in the Treatment of Neurosyph-

ilis.” Dr. H. E. St. Antoine gave the treatment in detail as

carried out at the American Lake Hospital. Dr. F. R. Sims

gave a report of the cases which had been under treatment

in the Arkansas V’eterans’ Hospital for two years past.
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These patients had all had previous antiluetic treatment,

and the feeling was that a great improvement had been

made with the use of malaria. Dr. Loren Wood described

the details of treatment as used at the .\merican Lake

Hospital. Dr. Spiro Sargentich then presented four patients

who had had the treatment. One showed great improve-

ment, one moderate improvement, one no improvement

and one a serologic cure but no clinical improvement.

These papers were discussed by Drs. A. C. Stewart, J. A.

LaGasa, C. R. McColl and C. F. Engels.

SXOHOinSH COUNTY MEDIC.A.L SOCIETY
Pres., H. R. Seccy; Secty., A. B. Murphy

Snohomish County Medical Society held its annual ban-

quet at the Everett Golf and Country Club in Everett,

Dec. 3. Dr. H. W. Bortner, recently elected president,

presided.

.Addresses were made by Drs. N. S. Thompson of Everett,

VJ. B. Penny of Tacoma, D. C. Hall of Seattle, and others.

W.ALL.A W.ALL.A V.ALLEY MEDIC.AL SOCIETY
Pres., J. T. Rooks; Secty., C. J. Johanneson

Walla Walla Valley Medical Society held a meeting at

Walla W'alla, Dec. 10.

Dr. Frank R. Menne, professor of pathologj’ at the

University of Oregon Medical School, Portland, gave an

address on “Ulcerative Colitis.” By the aid of lantern

slides he demonstrated various types and causes of the

disease, showing anatomic changes produced by each type.

Dr. Marr BisaiUon delivered an address on “Differential

Diagnosis of Pulmonarj- Tuberculosis.” He described the

various types of lung diseases that may simulate tubercu-

losis, with special emphasis on malignant tumors which rep-

resent about three per cent of all growths. He also spoke

on bronchiectasis, lung abscess, empyema and other condi-

tions.

WH.ATCOM COUNTY MEDIC.AL SOCIETY
Pres., J. R. Morrison; Secty., Charles Teel

Whatcom County Medical Society elected officers for the

ensuing year at a meeting in Bellingham, Dec. 2.

Dr. E. C. Keyes of Bellingham was honored with the presi-

dency. Others elected were: first \nce-president. Dr. L. P.

McCalla; second vice-president. Dr. C. C. HOls of Custer;

third vice-president. Dr. C. S. Hood of Ferndale; secre-

tar>'. Dr. W. A. Hulbrush; treasurer. Dr. I. W. Powell.

The committee on ethics is composed of Drs. I. E. Beebe,

J. R. Morrison and Charles Teel.

Dr. H. E. Cleveland of Burlington, president of the

Washington State Medical .Association, was a guest of the

society and spoke briefly. Motion pictures, depicting the

treatment of infections of the hands, were presented.

Y.AKIM.A COUNTY MEDIC.AL SOCIETY
Pres., W. A. Gaylor; Secty., J. L. McDonald

A'akima County Medical Society held its annual meeting

and election of officers in Ellensburg, Dec. 10, where the

members were entertained at a banquet by the retiring

president. Dr. .A. T. Taylor.

The new officers are: President, Dr. P. J. Lewis, Yakima;

v'ice-president. Dr. W. K. Cocklin, Yakima; secretary. Dr.

Re.\ L. Ross, Yakima; treasurer. Dr. F. W. Nagler, A’^akima.

.Among the guests of honor in attendance were Drs. R.

B. Dillehunt of Portland, Ore., dean of the University of

Oregon Medical School and H. E. Cleveland of Burlington,

president of the Washington State Medical .Association.

TRI-COUNTA’ SOCIETY
Pres., F. C. Gibson; Secty., J. H. Einhouse

Tri-County (Latah, Benewah, Clearwater) Society held

a meeting at Potlatch, Ida., Dec. 7. There was a good at-

tendance of the membership.

The feature of the program was the Dr. DeLee motion

picture, “The Normal Breach Presentation.”

Dr. F. C. Gibson presented a paper on “Treatment of

Fractures,” illustrated by lantern slides.

The following officers were elected: President, Dr. J.

Harry Einhouse; vice-president. Dr. R. T. Hopkins, Oro-

fino; secretarj'-treasurer. Dr. O. M. Husted, Elk River.

BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

The Clinical .Aspects of Venous Pressltie. By J. A. E.

Eyster, B.Sc., M.D. Professor of Physiology, University

of W’isconsin, Associate Physician Wisconsin Generd
Hosoital, Madison, Wis. Cloth, 121 pp., $2.50. The
Macmillan Co. New York, 1929.

In this monograph we find a very complete discussion

of the physiologic and pathologic factors concerned in the

production of venous pressure. Moreover, an instrument

is described, which was devised by Hooker and Eyster and

modified by Eyster and Hippie, for measuring venous pres-

sure. This in principle and appearance is similar to the

mercury sphygmomanometer for estimating arterial pres-

sure but differs from it in containing a colored aquaeous

fluid instead of mercur>’ in the graduated vertical glass

tube, and in having a flat metal disc for measuring venous

pressure instead of an arm cuff.

The disc is much like a watch case and consists of an

air chamber covered on the top by glass and below by

rubber dam, having a square hole in its center to look

through and see the vein. This chamber is placed over

a prominent vein on the hand or arm with the rubber dam

covered with glycerin so as to make it adhere closely to

the skin. Air is then forced into this chamber with a

rubber bulb until the point when the vein is seen to col-

lapse while looking through the glass window in the top

of the chamber. .At this point the manometer reading is

done. The patient must first rest fifteen minutes in a re-

cumbent position and when the reading is made the vein

obser\-ed must be approximately at the level of the heart.

The normal readings vary from 40 to 60 mm. of water,

rarely exceeding 110.

Normal venous pressure is in part the pressure-residue

in the vascular system after resistence of the arterioles,

capillaries and venules has been overcome. It is also in

part the result of the termination of the venous system

in the heart cavity, in which positive pressure always ex-

ists. Under usual conditions, upon venous pressure depends

the volume output of the heart, for with increase of

venous pressure in health there is a corresponding increased

ventricular filling and output.

Exercise and upright position tend to augment venous

pressure and in violent exercise with holding the breath it

may become as high as 500 mm. of water for the time
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being, owing to positive pressure in the lungs. But in nor-

mal persons the heart can take care of any amount of

venous pressure by increased work under ordinary condi-

tions of physical exertion. Augmented venous flow only

tends to increase the flow of blood through the heart from

the venous to arterial side so that e.xcessive variations in

peripheral venous pressure are prevented. Thus, the mini-

mum stroke volume output of the heart may be increased

three to six times in exercise which is facilitated by the

more rapid rate.

Cardiac decompensation occurs when the heart, through

degeneration or intoxication, cannot move the blood ade-

quately from the venous side into the arteries. The author

believes that mechanical stretching of the heart muscle ini-

tiates hypertrophy and later degenerative processes. This

thesis is opposed by many, as Christian, who points out

that overload caused by hypertension frequently does not

produce cardiac dilatation and hypertrophy, which he at-

tributes to some unknown factor, and he does not believe

in so-called work hypertrophy of the heart. Moreover,

Eyster himself states that the normal heart can take care

of any usual load put upon it, so why should hypertrophy

be caused except by some pathologic factor?

In cardiac decompensation the weakened heart muscle

is filled beyond its physiologic capacity and its contractions

become feeble and inefficient for this reason. Thus a vicious

circle becomes established because the heart is still further

weakened by lack of coronary blood and therefore oxygen

supply, and decompensation increases with mounting ven-

ous pressure, often two or three times the normal, until

rest, therapy or venesection reduces the load on the right

heart. Then the heart may increase its work sufficiently

to overcome venous engorgement and both the heart out-

put and venous pressure return to normal. Swelling and

congestion of the liver and spleen, engorgement of the

lungs, scanty urine from stasis and compression of the

glomeruli in passive congestion of the kidneys, with edema

and ascites from filtration of fluid from engorged venules

favored by lack of oxygen, are all well recognized clinical

signs of decompensation which it is unnecessary to elabo-

rate.

The author emphasizes that generalized rise of venous

pressure only occurs with a failing heart and it is upon

this fact that the v'alue of precise venous pressure deter-

minations depends. Again, the height of these readings

(often 200 mm. of water or more) is not nearly so import-

ant as whether they tend upward or downward on repeat-

ed estimations.

The chief value of Eyster’s work lies in these repeated

venous pressure readings in heart failure because only by

this precise means can one secure the earliest knowledge

of its approach, and only by this means may one forecast

accurately the beginning of failure or recovery from actual

decompensation and have a daily guide regarding its fluc-

tuations. In decompensation Eyster affirms that venesec-

tion should be done at a much earlier stage to obtain

efficient results but this may only be accomplished by

following the trend of venous pressure readings. In de-

compensation both recovery and the reverse can most

easily be perceived by following venous pressure estima-

tions.

In pneumonia more useful information can be obtained

by venous pressure estimations than in any other disease,

excepting cardiac decompensation. The earliest evidence of

heart failure may thus be determined and venesection or

other methods may be at once instituted to overcome it.

Progress in clinical medicine has always been brought

about chiefly by newer and more precise methods of study-

ing bodily states, as is illustrated by discovery of the

stethescope, application of the thermometer, roentgen rays

and sphygmomanometer. Whether the last has conferred

an unmixed blessing on mankind some may question. In

any event the writer of this small volume is to be highly

congratulated upon introducing one more means by which

we may precisely study venous pressure by a practical

clinical instrument. We find numerous case histories in the

book, including various types of cardiac decompensation

and pneumonia in which the usefulness of the apparatus

is demonstrated. While it is true that the field of venous

pressure study is somewhat circumscribed, yet it is un-

doubtedly of much importance in congestive heart failure

and should prove of great interest to all those engaged

in general or internal medicine. Winslow.

Surgical and Medical Gynecologic Technic. By Thomas
H. Cherry, M.D., F.A.C.S. Professor of Gynecology,
New York Post-Graduate Medical School and Hospital.

With 558 Half-tone and Line Engravings from photo-

graphs and pen and ink drawings by the author. Cloth,

678 pp. $8.00. F. A. Davis Co., Philadelphia, 1929.

This book is exactly described by its title. Very little

space is devoted to diagnosis or symptoms. It is intended

for those who understand surgery, and only the essentials

of each procedure are presented, although there is no break

in continuity of the text, which is profusely illustrated

with diagrammatic drawings. The author very wisely limits

the discussion of each phase of his subject to one opera-

tion, that which has proven most satisfactory in his expe-

rience, thus presenting to the reader a tried and successful

method for application to each case. Anatomy is predomi-

nant throughout the book, the structures and their relations

being discussed in each condition before the operative treat-

ment is presented. Definition and pathology are included,

the discussion of carcinoma of the uterus being especially

interesting.

The first section closes the surgical aspect of gynecology

with a practical presentation of suture and drainage mate-

rials; the proper treatment of patients newly operated upon,

with a consideration of surgical complications. A few pages

are devoted to anesthesia, the author favoring the spinal

method. The second section deals in a practical way with

the medical side of gynecologic practice, taking up all those

procedures which may be handled in the office to advan-

tage. The treatment of sterility and gonorrheal infections

is well presented in this part. D. W. Johnson.

Hemorrhoids. The Injection Treatment and Pruritus Ani.

By Lawrence Goldbacker, M.D., Philadelphia. Illustrat-

ed with 31 Half-tone and Line Engravings. Some in

Colors. 205 pp. F. A. Davis Co. Philadelphia. 1930.

In the treatment of internal hemorrhoids the author

uses the submucous injection of 5 per cent phenolized oil

which was first brought out by Albright some twenty years

ago and has been the popular method of treatment for

many years by a certain group of physicians. The only

thing new about the method is the increased dosage. In
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the bands of others 5 to 30 minims according to the size

of the hemorrhoid has been satisfactory. The author uses

5 to 10 c.c. in each hemorrhoid. The reviewer has injected

thousands of hemorrhoids and has failed to see a one large

enough to take 10 c.c. of solution. As injections of one-

half to three c.c. have alwaj's been satisfactory in cases

where the treatment is called for, no advantage is seen in

increasing the dose.

When the author states that nearly every case of internal

hemorrhoids may be successfully and permajiently cured

without operation, he gives evidence of an enthusiasm un-

tempered with experience. Many cases of internal hemor-

rhoids have been operated on which had been “cured” by

the injection treatment, given by men who are competent

to use it.

The author has also had excellent results in the treat-

ment of pruritis ani in a limited number of cases with the

interstitial injection of S per cent phenolized oU. Hanes

is the father of the treatment of this condition by the in-

jection of irritating chemicals under the skin and has done

an enormous amount of work along this line. Dilute hydro-

chloric acid has found the most favor in his hands. Bena-

col in oil has been much advertised the last two years.

If the author’s solution works as satisfactorily as benacol

or hydrochloric acid, it will be a decided improvement as

both of these preparations have been quite painful.

The chapters on general considerations are so superficial

that they have hardly a place in a work which is to be

read by a scientific body of men. Such statements as “the

function of the rectal crypts is supposedly the secretion

of a lubricant to aid in the passage of feces through the

anal canal,” and “it is said that the columns of Morgagni

help guide the feces into the anal canal” are certainly

out of place, as obscure rumors have no place in a physio-

logic or anatomic discussion. The work for its size is well

illustrated, about half of the plates taken from “Disease of

the Rectum” by Cook. Crookall.

The Great Apes, A Study of Anthropoid Life. By Robert
M. Yerkes, Professor of Psychobiology in Yale Univer-
sity, and .^da W. Yerkes. Pp. 652, $10.00. Yale Univer-
sity Press, New Haven, 1929.

There is universal interest in a study of the history and

manners of the great apes. Certain characteristics so similar

to those of man incite an attention in these animals greater

than that accorded to any other representatives of the ani-

mal kingdom. The authors of this work have devoted

years to the study of these primates, and in this volume

is recorded a mass of fascinating information which wUl

appeal to every reader. The apes described are the gibbon,

the orang-outan, chimpanzee and gorilla. The mischievous

and fantastic gibbon lives in the treee tops, swinging him-

self from one tree to another with the greatest agilitj' and

speed. He seems to be most interesting in the wild state

of nature. The orang-outan, of a larger build than the gib-

bon, presents a much more interesting life history. He is

often found in captivity, the pride of exhibitors, and at

times has acquired sufficient education to be useful in per-

forming certain forms of labor. The chimpanzee appears to

hav’e the greatest degree of brain capacity. He is the ape

commonly appearing as a performer in the circus. He seems

to delight in exhibiting his accomplishments before inter-

ested spectators. One quoted author has labored assiduously

(o drvr'c-) r'^cccb ir me rf tbcs" creatures. TT? fhir.ks be

has taught him a few words which suggest human speech.

These animals display certain traits that endear them the

the most to humans. Some have seemed to possess real

affection and solicitude for their masters. Structurally, the

gorilla approaches the nearest to man. While in size he is

comparable to the human, his physical strength is greatly in

excess. He exhibits the most \dcious temperament of any of

these creatures, often occupies inaccessible and remote re-

gions, and for many years was somewhat mythologic

in history.

In accounts of these apes the authors have assembled

information from the writers of all nations, from the

earliest periods when their descriptions appear to the

writings of latest date. In addition to data thus obtained,

they hav'e supplied information secured by their own
observations in the Primate Laboratory of Yale University.

For the further study of these anthropoids a laboratory

has been established in Florida, where they may be reared

under conditions comparable to those of their original habi-

tat. For a thorough description of the characteristics and
habits of these great apes, no work is obtainable that is

superior to this in its varied information and its read-

able context.

Tularemia. History, Pathology, Diagnosis and Treatment.

By Walter M. Simpson, M.S., M.D., F.A.C.P. Director

of the Diagnostic Laboratories, Miami Valley Hospital,

Dayton, Ohio, etc. With S3 Text Illustrations and 2 Col-

ored Plates. 162 pp. $5.00. Paul B. Hoeber, Inc. New
York, 1929.

“And the hare of their flesh shall ye not eat, and their

carcass shall ye not touch; they are unclean to you.”

Leviticus, XI, 6, 8. Tularemia, also called deer-fly fever,

plaque-like disease of rodents, rabbit fever, rabbit disease,

etc., has come into prominence since 1924, up to which

time only twenty-four cases had been reported, while over

eight hundred have been recognized since that time in the

United States. The disease is infectious and so transmitted

by bacterium tularense to man secondarily as a result of

direct contact with tissues or body fluid of an infected ani-

mal, or as a result of indirect transmission from animal to

man by certain ticks and flies. Wild rabbits, hares, ground

squirrels, wild rats, wild mice, sheep, muskrats, opossums,

woodchucks and other animals have been found infected

with the disease and in numerous cases have infected human

beings. Laboratory workers in large numbers have suffered

from this disease. The clinical manifestations of the dis-

ease are herein well illustrated by the many excellent photo-

graphs of the disease and its complications. Better keep

the disease in mind when examining patients with small

pinched-out ulcerations, with unusually large glandular

swellings. Mosiman.

The Common Head Cold and Its Complications. By
Walter A. Wells, A.M., M.D., F..\.C.S., Professor of

Otolarj-ngology, Georgetown University, Washington,

D. C. 225 pp., $2.75. The Macmillan Company, New
York, 1929.

This book is written for perusal by the layman and

offers much sensible advice pertaining to the common cold.

Attention is called to the great economic loss from this

malady in reports of insurance companies and great indus-

trial institutions. While microorganisms are ordinarily con-

sidered the primary factors, the author considers that at-

mospheric factors are equally important. In the discussion

of rijftr.S'c v*c''r*r*'^ it i? Ftr.tC'i
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not equal to wool as a protector against cold, it surpasses

the heat conserving value of cotton or linen. The author

lays stress on the predisposition in nasal obstructions from

pathologic septum and turbinates as well as the factor

of infected tonsils and adenoids. He questions the value of

so-called vaccine treatment for cure or prevention of colds.

The importance is stressed of separating the person thus

afflicted from other members of the family. The author

expresses no enthusiasm for toughening children by expos-

ing knees, arms and legs in cold weather. This volume con-

tains much good sense which could be profitably read by

the general public.

Diathermy is' the Treatment of Genito-Urinary Dis-

eases with Especial Reference to Cancer. By Budd C.

Corbus, M.D., FA.C.S., Past Professor of Genito-urin-

aiy Diseases in the University College of Medicine, etc.,

and Vincent J. O’Conor, S.B., M.D., .Assistant Professor

of Genito-urinary Surgery in the University of Illinois

College of Medicine, etc. Revised Edition with Thirty-

three Illustrations. 200 pp. $5.00. The Bruce Publishing

Co., St. Paul and Minneapolis, 1929.

This small volume is an excellent exposition of its sub-

ject, based upon its authors’ large experience. The subject

matter is dixdded into medical and surgical diathermy.

Under medical diathermy they consider the treatment of

gonococcal infections in the male and female, nonspecific

endocervicitis, perinephritis and pyelitis. Under surgical

diathermy they take up rather briefly benign lesions, such

as venerial warts, carbuncle and prolapse of the female

urethra, chancroidal uesions, ureteroceles and calculus im-

pacted in the lower end of the ureter. Thej' devote most

space to treatment of malignant conditions, such as carci-

noma o fthe penis, the urethra and the bladder. The book

contains thirty-three illustrations and these help to clarify

the text. Nelson.

Pr.actic.al Massage and Corrective Exercises with -Applied

•Anatomy. By Hartvig Nissen, Late President of Posse

Normal School of Gymnastics of Boston, Mass., etc.

Illustrated AA'ith 72 original half-tone and line engrav-
ings. 271 pp. $2.50. F. .A. Davis Company, Philadel-

phia, 1929.

As indicated by its title, this book oft'ers practical sug-

gestions in the application of massage. Part I deals with

manipulation and manual applications to the muscles of the

extremities and the trunk, details being given for each pro-

cedure with notation as to their effects. Part II, designated

applied anatomy and corrective exercises, discusses neces-

sary manipulations for groups as well as individual muscles

and their development. Part III deals with massage and

exercises for specific conditions of disease. The vieAvs ex-

pressed in this volume represent an experience of thirty

years in the practice of massage by the author.

Pettibone’s Textbook of Physiological Chemistry with
Experiments. Revised and Rewritten by J. F. McClen-
don, Ph.D., Professor of Physiological Chemistry, Medi-
cal School, University of Minnesota, Minneapolis. Fourth
Edition, 365 pp., $3.75. The C. V. Mosby Company,
St. Louis, 1929.

The object of this book, as stated by the author, is to

present an intermediate text to cover the general field of

physiological chemistry in such a way as to give students

a familiarity with compounds important from a biochemical

viewpoint, and to acquaint them with the fundamental

processes which go on in the animal body. Part I deals

with physical chemistry in its relation to physiological

chemistr}'. There are chapters discussing carbohydrates and

proteins, while much attention is given to digestion in the

mouth, stomach and intestines. Metabolism of various

foods is considered. Part II is devoted to laboratory work
with details of the technic for the necessary examinations.

This is a book which will gratify students on this subject.

The Medical Clinics of North .America. (Issued serially,

one number every other month.) Volume 13, No. 2.

(Chicago Number, September 1929.) Octavo of 232 pages
with 61 illustrations. Per Clinic year, July, 1929, to
May, 1930. Paper, $12.00; Cloth, $16.00 net. Phila-
delphia and London: VV. B. Saunders Company.

This volume contains clinical reports on many medical

topics of much interest. These include descriptions of epis-

taxis in cardiovascular conditions, arterial hypertension

with electrocardiographic studies, pernicious anemia and

coronar>- accidents. Keeton discusses the objects and meth-

ods of treating pneumonia, laying emphasis on the neces-

sity of supplying fluids to compensate the dehydration

from the disease. He cites several cases apparently cured

by the administration of glucose solutions by mouth and

subcutaneously. Cases of meningitis are discussed by Rob-

ertson due to pneumococcus type HI. There are discus-

sions of the ulcer problem, peptic ulcer, cancer of the

stomach and ulcerative colitis. These are only a part of the

subjects presented.

The SURGIC.AL Clinics of North .America. (Issued serially,

one number ever>' other month). Volume 9, number 5.

(Philadelphia Number—October, 1929) 299 pp with 111

illustrations. Per Clinic Year (February 1929 to Decem-

ber 1929). Paper $12.00; Cloth, 16.00. Philadelphia and

London, W. B. Saunders Company.

.Among the many clinical reports in this volume, Deavef

and Burden discuss cases of peptic, duodenal and gastric

ulcers, presenting cases of each wdth their relations to other

organs, also an unusual case of large hernia through the

foramen of Winslow and one of right paraduodenal hernia.

Babcock describes a case of musculospiral palsy following

treatment by injection of sodium cacodylate and another

of extensor paralysis of the foot following injections of

alcohol for sciatica. The possibility of such results is em-

phasized. Under thoracic surgery. Flick describes extra-

pleural thoracoplasty in treatment of pulmonar>’ tubercu-

losis, also operations for other pulmonary suppurative con-

ditions. There are interesting clinical reports of numerous

other surgical conditions.

Prognosis en Eye Injuries. John .A. Donovan, Butte,

Mont. {Journal A. M. A., Dec. 21, 1929), states that it

will never be possible to foretell the possible results in

severe eye injuries, but the probabilities are that useful

eyes can be obtained in a great majority of cases. With

improved therapeutic methods and careful observation, the

possibilities of sympathetic blindness may be more fre-

quently eliminated at not too great a cost. When infection

is imminent, mutilation is beyond repair, the patient’s lost

time is of vital importance, or other conditions are present

in which the eye physician must be the sole judge, imme-

diate enucleation is imperative. When ultraconservatism

fails, enucleation is always at one’s command. The public

has acquired the opinion that enucleation is of preeminence

in surgery. The patient becomes a hero and the physician

is soon forgotten; so, naturally, it may always be the surest

and easiest way out for the operator who is unwilling to

assume unnecessary responsibility. The saying “Dead men
tell no tales” may be paraphrased in ophthalmologoy to

“The enucleated eye relieves all worries.”
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ORIGINAL CONTRIBUTIONS

CHRONIC DUODENALSTASIS**

H. L. Bockus, M.D.

PHILADELPHIA, PA.

My reason for selecting this subject is to review

with you an experience with a fairly large number

of cases and an attempt at correlation and discus-

sion of certain clinical features which are too little

understood. The cases included have only one thing

in common, undue delay in the passage of ingesta

through the duodenum. Duodenal stasis cannot be c

considered as a true clinical entity. The term is

used in much the same sense as one would use

gastric stasis. It describes a state of delay in duo- <

denal emptying. It may be dependent upon a vari -

,

ety of functional or organic disturbances. All grades

of duodenal delay are encountered, from mild tran-

sient stasis of functional origin to almost complete

obstruction due to organic disease.

Cases showing duodenal stasis may be divided

into two broad groups; (I) intermittent occlusion

due to pinching of the terminal duodenum by the

mesentery, and (II) stasis dependent upon organic

disease.

I. Intermittent Arteriomesenteric Occlusion

OF THE Duodenum
Approximately 75 per cent of cases of duodenal

stasis which we have seen have been attributed to

• Read before the Fortieth Annual Meeting of Wash-
ington State Medical Association, Yakima, Wash., Aug.
29-31, 1929.

* From the Gastrointestinal Clinic, Graduate School
of Medlelne, University of Pennsylvania.

this cause. It is only seen in visceroptotic patients,

affording an explanation for the upper abdominal

complaints in some of them. Too often in the past

the dyspeptic visceroptotic has either been thera-

peutically abandoned to the group of “hopeless

neurotics” or operated upon without justification.

Rokitansky in 1849, was the first to suggest

that compression of the duodenum by the superior

mesenteric vessels might be responsible for dilata-

tion and stasis within the duodenum. In 1889,

Glenard- expressed the belief that the drag of a

dilated, ptosed stomach caused at times a dilata-

tion of the duodenum. He felt that partial com-

pression of the duodenum by the mesenteric ves-

sels was physiologic, allowing .time for the admix-

ture of chyme with duodenal juices. KundraU was

the first to describe cases of “Persistent Incomplete

Obstruction of the Duodenum with Gradual Dila-

tation of the Stomach and Duodenum” in the lit-

erature. He reported three cases in 1891. He at-

tributed the condition, as did AlbrechU in 1899,

to compression by the root of the mesentery.

Albrecht called the entity, “Constriction of the

Duodenum Due to Mesenteric Traction.” He re-

produced it experimentally by inducing mesenteric

traction. Snitzler’ reported a fatal case in 1895 as

“Compression of the Duodenum Associated With

Lordosis.” He considered lordosis to be an import-

ant etiologic factor. In 1900, Robinson® described

his impressions of the condition gathered from a

study of thirty cases which he autopsied. He be-

lieved that in subjects with visceral ptosis and
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coils of intestine in the pelvis, the superior mesen-

teric artery, vein and nerve compress the trans-

verse segment of the duodenum in such a manner

as to cause dilatation of the duodenum proximal to

its contact with the aforementioned vessels. He

considered this to be an important factor in gas-

troduodenal dilatation in people with visceral pto-

sis. He thought the condition common in people

over forty-five years of age, particularly multiparae

and attributed many deaths indirectly to duodenal

occlusion in people beyond this age.

Connor" (1906) speculated on the relationship

between acute dilatation of the stomach and

chronic dilatation of the duodenum due to mesen-

teric compression. He estimated that two-thirds of

a large series of cases of acute dilatation of the

stomach had a concomitant dilatation of the duode-

num down to the mesentery. In 1907, Bloodgood®

reported two cases of acute dilatation of stomach

and duodenum down to the mesentery and one

chronic case. All three went to autopsy. The duo-

denum was collapsed distal to the mesentery.

Codman® (1908) believed chronic obstruction of

the duodenum by the root of the mesentery a com-

mon cause of epigastric symptoms and of pathol-

ogy in the neighborhood, including ulcer. The Kel-

loggs^” considered ptosis of the hepatic flexure an

important contributing cause of mesenteric occlu-

sion. ^IcKentyi^ found ptosis of the cecum and

right colon in nineteen of twenty-six cases. The

diagnosis of a mobile cecum is important in the

etiology according to him. Barling,^ Vanderhoff,^

^lelchior,’^^ Engelbach,^^ Jordan^® and others have

made valuable contributions to the literature. Wil-

kie^" has recently reported a series of seventy-five

cases, with an excellent review of the subject.

The transverse duodenum is the most fixed or-

gan in the abdomen. It is attached to the posterior

wall by peritoneum and has no mesentery. It is

held by the ligament of Treitz and attached to

structures near the celiac axis and left crus of the

diaphragm. It is in relation with the aorta and the

vertebrae (usually the third lumbar) posteriorly and

the mesentery of the small intestine, containing the

sheath of the superior mesenteric artery, vein and

nerve anteriorly. Barling speaks of the duodeno-

jejunal angle as a transit point from a relatively

fixed portion, the transverse duodenum, to a mo-

bile portion of bowel, the jejunum.

During embryonal life the third portion of duo-

denum may be looked upon as a pivot, around

which rotation of the colon occurs, bringing the

cecum across from left to right and carrying the

root of the mesentery with the superior mesenteric

vessels athwart the duodenum. Wilkie speaks of

the wide variations in rotation which are seen in

different individuals and believes some cases of

mesenteric occlusion are dependent upon such de-

velopmental anomalies.

One must visualize the normal transverse duo-

denum as being flattened by the pressure of the

mesentery containing the mesenteric vessels. Al-

brecht has shown that this constriction may be in-

creased by traction on the mesentery downward,

and complete occlusion accomplished, if traction is

made downward and backward. It is not hard to

understand why this condition is associated with

\isceroptosis. Any factor which lessens the space

between the superior mesenteric vessels on the one

hand and the aorta and vertebrae on the other,

favors mesenteric occlusion of the duodenum.

The following contributing factors must be con-

sidered:

1. Imperfect rotation of the colon so frequently

seen in visceroptosis (Wilkie).

2. Drag on the mesentery.

a. Upright posture. Compression of the duo-

denum does not occur in quadrupeds.

b. Ptosis of the small intestines.

c. Ileal stasis (Jordan, Lane).

3. Short mesentery which does not rest in the

pelvis or against the anterior abdominal wall. This

is also supposed to render more acute the duodeno-

jejunal angle (Duval et al).^

4. Relaxed abdominal wall not affording support

for the mesentery. The abdominal wall is the most

important unit of visceral support (Robinson).

5. Ptosed or low right colon or mobile cecum
causes the median colic artery to be directed down-

ward and tends to parallel the superior mesenteric

artery, causing additional pressure on the duode-

num (Kellogg). This is called the colic type of

mesenteric occlusion by some.

6. Long transverse mesocolon with ptosis of the

transverse colon tends to diminish the space occu-

pied by the transverse duodenum.

7. Primary renal ptosis pulling on the colic

flexure.

8. Lordosis diminishing the size of the duodenal

bed.

9. Lower position of the transverse duodenum
(fourth lumbar) having an effect identical with 8.

Devine^” and Barber-” feel that the condition is

not purely mechanical but is dependent upon some
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neuromuscular derangement. Turk^i ascribes the

condition to the action of toxins upon the wall of

the intestine. These factors may play a secondary

role but existing evidence points toward a primary

mechanical factor.

SYMPTOMATOLOGY

Mesenteric occlusion of the duodenum, although

rare, occurs more frequently than is indicated by

a perusal of the literature. One year ago a series

of ten cases was reported. Ten additional cases

have been encountered during the past year. These

twenty cases form the basis for the discussion which

follows.

Twelve patients were females. The literature in-

dicates a higher incidence in that sex. The age ex-

tended from twenty-four to sixty-six years, with an

average of thirty-eight years. Several patients dat-

ed the onset of symptoms to their earliest recol-

lection of childhood. The average duration of

symptoms was eleven and one-half years. An onset

of indigestion in childhood, with long intervals of

good health alternating with periods of discomfort,

is a common type of history elicited. Frequently

a patient of congenital visceroptotic habitus will

be entirely free from symptoms until adult life,

when undue physical or nervous stress and strain

or pregnancy will induce a profound digestive tract

illness which is apparently dependent in some

measure upon duodenal stasis. Gaseous indigestion

was a chief complaint in sixteen cases. This term

is used to embrace bloating, fullness, a sensation of

discomfort, load or weight in the abdomen after

meals or belching, rumbling and flatus.

Pain is a major complaint. It was encountered

sixteen times. It was described as acute severe pain

in the epigastrium, relieved by vomiting in three

instances. The severity of pain was slight to mod-

erate in thirteen cases. The pain is usually in the

epigastrium or near the umbilicus. It was diffuse

over the abdomen in two cases and in the right

h5q)ochrondrium in one case. The effect of posture

on the pain in this condition is striking. Many pa-

tients obtained partial or complete relief by assum-

ing the recumbent or knee chest position. The time

of onset of pain is of significance. It is most fre-

quently postprandial, and often quite late after

eating. Relief from pain by eating was not un-

common.

The character of the symptoms in some cases

can be better appreciated, when it is learned that

thirty-five per cent of cases were provisionally diag-

nosed duodenal ulcer after the taking of the his-

tory. These patients complained of hunger pain

late after meals, relieved by eating. Although the

individual pain attack resembled duodenal ulcer,

the definite periodicity so frequent in ulcer was

absent.

Vomiting, considered a frequent symptom, oc-

curred in nine cases. Duval et al describe two types

of vomiting in duodenal ileus: (1) a painless, abun-

dant projectile vomiting of fluid containing bile,

which is seen in cases with an open or incompetent

pylorus and a dilated atonic stomach. He refers

to this variety as “overflow vomiting.” We encoun-

tered three cases of this type. (2) Vomiting which

occurs at the termination of, and affords relief

from, an attack of pain. The pain is due to gradu-

al distention of the duodenum, dependent upon the

contents being held between a spastic competent

pylorus and an occluded terminal duodenum. The

stomach is not dilated in these cases with a com-

petent spastic pylorus. Three cases belonged in

this group and in three others the vomiting could

not be classified with either group.

Toxic symptoms which are attributed to duode-

nal stasis are headed by headache or migraine. The

latter constituted one of the chief complaints in

forty per cent of our cases. This symptom was

usually associated with nausea and vertigo and at

times vomiting. Anorexia, malaise, neuralgia, ex-

haustion, fatigue and nervousness are frequently

present. So-called biliary migraine was seen in sev-

eral patients.

There was some disturbance of bowel function

in sixteen cases. Twelve patients were constipated,

two had diarrhea and two alternating attacks of

constipation and diarrhea. Coloptosis, an undoubt-

ed etiologic factor in mesenteric occlusion of the

duodenum, predisposes to constipation. Diarrhea

or alternating diarrhea and constipation was pres-

ent in the more advanced cases.

Many observers have mentioned the extreme

state of undernutrition encountered in chronic duo-

denal occlusion, due to mesenteric pressure. Sixteen

patients were underweight. The lowest weight en-

countered was sixty-eight pounds. Progressive loss

of weight and strength over a comparatively short

period brought up for consideration the possibility

of malignancy in a few cases. The average weight

in this series was one hundred and ten pounds.

Symptoms referable to the nervous system were

very frequent. The periodic attacks of indigestion

with marked loss of weight and strength were often

associated with a so-called nervous breakdown.
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Many of our cases gave a history of this type.

During these periods mental depression and emo-

tional instability may be striking. The state of

malnutrition may be so marked in a few cases that

the prognosis would appear grave. Partial obstruc-

tion, sitophobia and absorption of duodenal toxins

probably play a part in the production of the ex-

treme debility.

PHYSICAL EXAMINATION

The asthenic habitus is the rule, normal habitus

exceptional and the hypersthenic habitus practical-

ly never encountered. Seventeen of our cases were

classified as congenital, asthenic splanchnoptotic

types. The build was normal in three cases. Lor-

dosis was pronounced in eight and the right kidney

was definitely ptosed in seven cases and the left

kidney in one. There were no examples of primary

renal ptosis without associated ptosis of the other

structures. Visible duodenal peristalsis and so-

called duodenal splash have been observed in this

condition. Gastric peristalsis may be visible. In

sixty per cent of our cases the gastric succussion

splash indicated a marked degree of ptosis or dila-

tation of the stomach.

In five cases tenderness of the abdominal wall

of the type described by Garnett-^ made it difficult

to ascertain the existence of visceral tenderness.

In three cases deep tenderness was present over

the duodenum, in the absence of parietal tender-

ness. The interpretation of deep tenderness in this

region is difficult because of close proximity to the

lateral aspect of the vertebrae which are often ten-

der in lordotic subjects (Garnett). The abdominal

musculature was of the w'asted, thin scaphoid type,

except in four cases.

The importance of the physical examination is

the recognition of the asthenic habitus and the

splanchnoptosia, the determination of ptosis of the

individual organs and the elimination of other pos-

sible organic causes for duodenal dilatation. Hayes-''

suggested applying pressure over the abdomen be-

low the umbilicus thus raising the mesentery and

straightening the duodenojejunal angle. He states

that this maneuver wall bring about immediate re-

lief from tympanites. We have not tested the ac-

curacy of this sign during the acute exacerbation of

pain, but such pressure was instrumental in alleviat-

ing abdominal discomfort in many cases.

ROENTGEN-RAY STUDY

Without roentgen-ray confirmation the diagnosis

of mesenteric occlusion as a cause of epigastric

complaints in visceroptosis remains conjectural.

The clinical status of the condition has always

been, and must of necessity remain, entirely de-

pendent upon visualization of the parts by roent-

gen-ray. The criteria for roentgen-ray diagnosis,

w'hich was fulfilled in our cases, is summarized by

Duval et al as follows: (1) Dilatation of the proxi-

mal duodenum down to the midline. The dilata-

tion may be absent and only a delay in the pas-

sage of the barium across the midline be seen. (In

these cases the technic of Englebach should be

tried. If dilatation cannot be demonstrated, the

author feels that a definite diagnosis cannot be

made). (2) Antiperistalsis and churning in the duo-

denum. (3) Disappearance of duodenal retention

in the ventral position or by Hayes’ maneuver.

(4) The stomach may or may not participate in »

the dilatation.
|

Englebach recommended the following technic |

for the fluoroscopic examination of suspected cases;
j

.After locating the course of the duodenum by
;

watching barium pass through it, the terminal duo-
}

denum is constricted by pressure of the left hand

against it and the body of the vertebra. The duo-

denum is then filled by milking the antrum with

the right hand, with the patient before the vertical

fluoroscope. In mesenteric occlusion the duodenum

presents a large, wide shadow throughout the first

three portions, there being an absence of the nor-

mal markings of the cap and valvular conniventes.

He mentions the difficulty of getting plates of the

completely filled duodenum. .As Wilkie has shown,

the roentgen-ray findings are much more obvious

during attacks and the duodenal dilatation best seen

one and one-half hours after the meal. This em-

phasizes the importance of carrying out the tech-

nic of Englebach, if the patient is seen in an in-

terim.

CONCOMITANT ROENTGEN-RAY FINDINGS

IN TWENTY CASES

a. Gastroptosis w^as extreme in thirteen cases

and moderate in four. In thirteen cases the stomach

was dilated as well as ptosed.

b. Dilatation of the duodenal cap, present in all

cases, we consider an important finding. It can

usually be demonstrated at any time, even in the

interim betw'een attacks, when the duodenal delay

may not be obvious. The technic of Englebach

should be carried out on every patient who has a

dilated duodenal bulb. In many cases suspected of

having ileus, duodenal ulcer must be ruled out.

.A large, dilated cap certainly militates against a

diagnosis of ulcer, and favors “ileus.”
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c. Duodenal retention of the opaque meal was

present after forty-eight hours in one case and

after twenty-four hours in another. Unfortunately

all cases were not studied at six hours, but a resi-

due of barium was present at that time in six ad-

ditional cases which were studied.

d. Ptosis of the right colon was present in fifteen

of seventeen cases in which the colon was exam-

ined. Congenital anomalies in position of the colon

were not noted in this series.

GASTRODUODENAL TUBE STUDIES FOR DIAGNOSIS

In the rather extensive literature devoted to mes-

enteric occlusion of the duodenum very little men-

tion is made of gastric or duodenal tube examina-

tions. For this reason a report of observations on

twenty cases is included.

Fig. 1. Composite curve of hyperacid cases in duo-
denal ileus compared with duodenal ulcer.

free hydrochloric, duodenal ileus.— — .. total acidity, duodenal ileus.
X total acidity, duodenal ulcer, illustrating high

terminal or so-called extragastric curve.

Fractional gastric analysis. The fasting gastric

residuum was not as great in our cases as would be

anticipated. The average amount of residuum was

20 c.c. Hyperacidity was present in nine cases. A
composite curve of the hyperacid cases has been

drawn (fig. 1). The curve does not resemble the

type that is seen in duodenal ulcer. The extragas-

tric curve of duodenal ulcer steadily rises until the

completion of the test at two hours. The composite

curve of “duodenal ileus” is of normal contour,

with a definite trend downward in acidity, starting

ninety minutes after the meal. There were five

cases of normal acidity and six of hypochlorhydria.

In three hypochlorhydric cases biliary regurgitation

occurred throughout the period of gastric digestion.

The reduced acidity may have been dependent

upon dilution and neutralization by duodenal secre-

tions in these cases.

The motor activity of the stomach was deter-

mined by measuring the quantity of food which

was obtained by emptying the viscus two hours

after the ingestion of the Ewald meal. Twelve

cases had delayed stomach emptying. The delay

was marked in four cases, practically no food being

evacuated during two hours. Gastric motor delay

was associated with hyperacidity in six cases. The

delay occurred in five instances in the hypoacid

group. In three of the latter cases the pylorus was

incompetent, biliary regurgitation being present

throughout the analysis. Hypermotility was pres-

ent only once and that occurred in a hyperacid

stomach. The gastric motor delay is very little

more than one would anticipate in patients with

gastroptosis without duodenal delay. Occult blood

reactions on the gastric contents were consistently

negative except in once case with a gastric ulcer.

The most interesting phenomenon is the ten-

dency toward biliary regurgitation. It was pro-

nounced in nine cases, in six of which bile was

present in every fraction, both fasting and post-

prandial. An analysis of the bile regurgitation cases

reveals the striking fact that every one was consid-

ered to have a dilated stomach by roentgen-ray ex-

amination. These cases belong in the pyloric in-

competency group of Duval. Five of them gave a

history of vomiting bile. In only one instance did

the vomiting usually follow and relieve attacks of

pain. In fifty-five per cent of cases there was no

biliary regurgitation during the fractional gastric

analysis.

In six of them the roentgen-ray examination did

not reveal dilatation of the stomach. Four patients

in the bile-free group complained of vomiting. This

symptom followed and relieved attacks of severe

abdominal pain in two cases. The latter probably

belong in Duval’s second group of vomiting asso-

ciated with a spastic pylorus. Further confirma-

tion of the competency of the pylorus was the ab-

sence of gastric dilatation. Constant biliary regur-

gitation during gastric digestion suggests pyloric in-

competence. If it is found in association with

chronic mesenteric occlusion of the duodenum, it

points toward the existence of a concomitant gastric

dilatation. Theoretically one would expect to see

less severe pain in this group than in the type asso-

ciated with a pylorus which fails to relax.



56 DUODENAL STASIS—BOCKUS Vol. XXIX. No. 2

Xonsurgical duodenal intubation {Lyon technic).

Of the fifteen cases studied, gross or miscroscopic

food remains were aspirated from the duodenum

(after a sixteen-hour fast) in five, or thirty-three

per cent. The presence of food remains in the

morning fasting duodenum is so rare that it at once

suggests gross abnormality of duodenal function.

The most common situation for duodenal pathology

is in the cap. Disease in this situation, if obstruc-

tive in nature, does not permit of duodenal intuba-

tion. Consequently the finding of food particles in

the fasting duodenum is practically always associat-

ed with disease below the cap. Gallbladder adhe-

sions rarely constrict the terminal duodenum suf-

ficiently to give rise to this finding. We have found

fasting duodenal food remains in the condition

under discussion, in duodenal diverticulum and in

obstruction of the terminal duodenum by tubercu-

lous glands, luetic glands and malignancy. In addi-

tion to food rests, such as meat and cellulose fibres,

fat, starch cells and vegetable crystals, yeast cells

were seen in two cases. ^Microscopic food was seen

in the gastric residuum in two cases. The coexist-

ence of catarrhal duodenitis is to be expected. In

four cases epithelial cells, (probably representing

exfoliation from the duodenum), pus cells, mucus

and bacteria indicated a high grade duodenitis. A
concomitant cholecystitis was suggested by the mi-

croscopy of the bile in three cases. Food rests in

the fasting duodenum constitute the most valuable

diagnostic aid second to roentgen rays, and will at

times afford the first suspicion of duodenal stasis.

Naturally it affords little information as to the

cause of the stasis.

BLOOD STUDIES

slight to moderate secondary anemia was pres-

ent in eight cases. The blood chemistry was nor-

mal except for a tendency toward alkalosis in one

patient and a slight increase in uric acid and urea

in the blood in three others. Duodenal obstruction

is rarely constant for a sufficiently long period to

cause alkalosis. If the latter condition is present,

other causes of duodenal obstruction, usually or-

ganic should be sought.

CONCOMITANT LESIONS

Peptic Ulcer. Sloan,-^ in analyzing a series of

two hundred and sixty-four cases of duodenal ulcer,

found an associated partial obstruction near the

duodenojejunal flexure in fifty-two cases. He feels

that partial obstruction near the terminal duode-

num may cause or predispose to ulcer. In appro-

priate cases the removal of the partial obstruction

without gastroenterostomy was sufficient to cure

the ulcer. The obstruction in most of Sloan’s cases

was due to adhesions or bands. Barling, Lane,

Deaver,^ Duval and Zoeffel-® have reported cases

of peptic ulcer in association with duodenal ileus.

Wilkie, in reporting a series of seventy-five cases

of duodenal ileus, found an associated duodenal or

gastric ulcer in nineteen cases (25 per cent). He
also is of the opinion that duodenal ileus may be a

predisposing cause of duodenal ulcer.

In our series of twenty cases there were two in-

stances of ulcer, one duodenal and one gastric.

\\Tiether the ulcer is cause or effect is difficult to

state. I have observed a case recently in which

studies made five years ago revealed evidence of

ulcer in the distal part of the cap without stasis

in the lower duodenum. A recurrence of symptoms

this year caused him to return. Studies more re-

cently show the same ulcer defect, but in addition

definite delay and dilatation of the duodenum dis-

tal to the ulcer down to the vertebral column. In-

tense antiperistalsis and writhing were noted. Is the

stasis in this case secondary to the ulcer or has an

intermittent mesenteric occlusion been present from

the start, possibly predisposing toward ulcer? The
patient had all the structural characteristics found

in cases of mesenteric occlusion.

Cholecystitis. In Wilkie’s series of seventy-five

cases of ileus, four had cholecystitis. It is believed

that the greater frequency of acute dilatation of

the stomach after operation on the gallbladder may
be due to acute dilatation developing in a case of

chronic obstruction of the duodenum, w^hich must

predispose to infection in the biliary tract. Barling

feels that duodenal stasis renders the biliary tract

more liable to infection. In three of our cases a

concomitant cholecystitis was suspected. Most sur-

geons familiar wdth mesenteric occlusion recom-

mend an inspection of the terminal duodenum,

when the upper abdomen is opened. This applies

particularly to those cases operated upon for chole-

cystitis or ulcer when no pathology can be found,

and more particularly if the patient is of viscero-

ptotic habitus.

Hemorrhagic pancreatitis. Wilkie described a

case of hemorrhagic pancreatitis in which at autop-

sy a great dilatation of the duodenum w'as present.

He felt that the duodenal stasis may have favored

the entrance of septic duodenal contents into the

pancreatic duct with activation of the pancreatic

enzymes. SideF^ and Brocq’^ working independent-

ly induced hemorrhagic pancreatitis in dogs with
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duodenal stasis. Brocq and others suspect duodenal

stasis to be a more frequent cause of acute pancre-

atitis than is generally believed.

Vicious cycle after gastroesterostomy is atribut-

ed in some instances to mesenteric occlusion of the

duodenum by Wilkie, Moynihan^'’ and Reinhard^®.

Duodenitis obviously must be considered an ac-

companiment of duodenal dilatation due to mesen-

teric occlusion. Stasis of septic material in the duo-

denum for months and years must sooner or later

bring about a chronic inflammatory change in the

mucosa of that organ. Duodenitis is attracting

more attention of late and is being reported from

two distinct sources. Judd and others describe a

localized duodenitis which mimics duodenal ulcer

clinically, and may cause massive hemorrhage from

the duodenum. Diagnosticians who utilize duodeno-

biliary drainage report seeing many cases in which

there is excessive flocculent debris, suggestive of a

catarrhal affection of the duodenum. We mention

these facts to suggest that mesenteric occlusion of

the duodenum should be excluded in cases suspect-

ed of having a simple duodenitis.

Neurogenic mucous colitis was present in five of

our cases. We feel that mucous colitis will fre-

quently be found in association with mesenteric oc-

clusion because the soil (the visceroptotic habitus)

is often the same. It is of no special significance

in this ^connection except that it will further com-

plicate the clinical picture and cause additional dis-

turbance of bowel function.

DIAGNOSIS

History. The symptomatology cannot be consid-

ed pathognomonic in any sense. The onset of di-

gestive disturbances in early childhood is frequent.

Attacks occur without regularity and there may be

a remission of symptoms for years. An attack with

definite progression of symptoms and gradual loss

of nutrition may occur in early adult life. Gaseous

indigestion, nausea and vomiting, pain in the lower

epigastrium, worse in the upright position, often

benefited by assuming the recumbent posture, so-

called bilious attacks with headache, vertigo and

migraine, and constipation are the most frequent

symptoms. A history of digestive disturbances can

usually be elicited from the parent who is often of

visceroptotic habitus. Duodenal mesenteric com-

pression is much more frequent in the female.

Physical examination. The outstanding feature

is the habitus, which is usually asthenic, the con-

genital t}q5e of Stiller more frequently. Lordosis,

of course, is usually present as it is almost part

and parcel of this habitus. Gastroptosis, a boggy

right colon and a palpable right kidney are fre-

quently found. Visible duodenal peristalsis and less

frequently gastric peristalsis will be seen occasion-

ally. There may be tenderness over the duodenum

and very rarely a mass. The abdominal parietes are

often tender. These patients are practically always

underweight and appear undernourished.

Roentgen-ray study. Careful examination will

usually make the diagnosis or at least cause one to

suspect the condition. It is the most important

diagnostic method. Without it a preoperative diag-

nosis is impossible.

Fractional gastric analysis. The following points

are of note:

1. A tendency toward hyperacidity.

2. The gastric motor delay is commensurate with

the asthenic habitus and not much increased by the

presence of duodenal stasis.

3. Biliary regurgitation into the stomach

throughout the period of gastric digestion in a vis-

ceroptotic patient warrants a suspicion of partial

duodenal occlusion. The other common cause of

continuous bile regurgitation is gallbladder disease

which occurs much more frequently in the sthenic

patient.

Nonsurgical duodenal intubation. Food remains

in the morning fasting duodenum constitute the

most valuable laboratory aid to diagnosis, second

only to roentgen findings.

One might describe a hypothetical case as fol-

lows:

The patient is a married woman, age 35, who has had

digestive troubles of a vague nature as long as she can re-

member. Indigestion occurred at long intervals during

adolescence and early youth. She has had severe attacks

of migraine, associated with nausea and occasionally vomit-

ing every two or three months since childhood. Since the

third pregnancy, three years ago, attacks of severe upper

abdominal pain have occurred rather frequently. The pain

is relieved somewhat by lying down, completely relieved

by vomiting and at times by eating. Attacks often occur

from two to four hours after meals or when tired or

nervously upset. Headache, nausea and bloating are fre-

quent and constipation quite marked. There has been con-

siderable loss of weight and strength.

She is of congenital splanchnoptotic habitus with marked

ptosis of the stomach and right kidney. The abdomen is

scaphoid and the lumbar spine lordotic. Fractional gas-

tric analysis reveals a moderate hyperacidity with slight

motor delay and absence of occult blood. Biliary regurgi-

tation was constant throughout the period of gastric di-

gestion. Duodenal intubation revealed food rests in the

fasting duodenum. Gastrointestinal roentgenograms show

marked ptosis and dilatation of the stomach but no organic

lesion. The cap fills well, is free from defect or irregular-

ity and is enormously dilated. There is marked delay in

the emptying of the duodenum which is enormously dilated
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Fig. 2. H. S.. female teacher, age 30. Spells of -bilious

headache with nausea and vomiting since childhood.
For past year complained of epigastric pain one or
more hours p.c.. increasing in severity until the next
meal. Relieved by lying down or knee-chest posture.
Frequent severe attacks of acute pain, vomiting and
diarrhea. Mental depression. Marked underweight.
Loss of 36 pounds in 6 months. Loss of strength.
Congenital asthenic habitus of Stiller. Bilateral renal
ptosis. Lordosis. Abdominal parietes hypersensitive.
Reduced gastric acidity. Bile regurgitation in every
gastric fraction during analysis. Diagnosis; duodenal
ileus and mucous colitis. Note extreme dilatation of
cap and ptosis of stomach. Bed rest for 3 months was
necessary.

down to its spinal crossing. Si.\ hours later the stomach is

empty but the duodenum contains considerable barium.

There is marked ptosis of the hepatic flexure and the cecum

is in the true pelvis.

VVe feel with Wilkie and Barling and others that

mesenteric occlusion of the duodenum should be

considered a separate clinical entity, occurring in

some cases of congenital splanchnoptosis. Its local

manifestations are identical with those of any other

condition which can partially or intermittently ob-

struct the duodenum at or near its termination

(figs. 2-6). TREATMENT

Chronic mesenteric occlusion of the duodenum

is in most instances but part and parcel of a gen-

eralized splanchnoptosia. In many cases it must be

looked upon as a late development in extreme pto-

sis. The treatment must involve basically a regi-

men for the general visceroptosis and also include

certain measures directed toward the local duode-

nal occlusion. The Kelloggs and Wilkie, surgeons

experienced with duodenal occlusion, advise a thor-

ough trial at medical treatment before recommend-

ing surgery. Because of the ptotic factor, every

case must be treated medically. Even though the

local condition requires immediate surgery, a medi-

cal follow-up will be essential for correction of the

general ptosis and asthenia.

Wilkie recently stated that with his present

knowledge many cases which he originally operated

upon, he would now be content to treat medically.

The cases whose symptoms were of a gaseous dys-

peptic nature would be excluded. He would confine

his surgery on this condition to those with exces-

sive pain and vomiting

obviously dependent upon

obstuction. His best re-

sults were obtained when

the roentgenogram was

positive for duodenal di-

latation and obstruction.

His results were less cer-

tain when dilatation ex-

isted without obstruction.

Medical regimen. The

first thing to be consid-

ered is whether an ambu-

latory or bed rest plan is

to be adopted. Certain of

the milder cases can be

treated by the former

plan. The majority will

benefit by a preliminary

period of treatment at rest

in bed. The patient who is markedly undernourished

with distressing local symptoms or evidence of tox-

emia will have to be hospitalized. The position in

bed is of some importance. Lying on the back will

continue the mesenteric pinch. Flat on the stomach

or either side is a preferable position. Elevating the

foot of the bed or the buttocks and thighs by pil-

Fig. 3 Fig. 4

Fig. 3. M. L.. female, age 38. Typical ca-se of mesenteric occlusion of duodenum.
This lateral view shows the enormous dilatation of the whole duodenum. The
cap and second portion are evenly divided. Note the smooth outline. The
stomach is extremely ptosed and atonic. The patient weighed 83 pounds and
had had epigastric symptoms for 15 years.

Fig. 4. Same patient lying on back. Note extreme dilatation of whole duodenum
proximal to the spine.
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Fig. 5 Fig- 6

Fig 6. H. H. Asthenic, lordotic female with intermittent mesenteric occlusion of

duodenum and duodenal ulcer. Note large subtraction defect in cap and dilata-

tion of duodenum proximal to spine.

Fig. 6. H. H. Incisura-like defect in cap clearly shown in lateral view. Stasis in

second and third parts of duodenum clear.

lows may help. In severe cases insistence upon ab-

solute recumbency throughout the twenty-four

hours for a long period may be essential.

When vomiting persists or local pain and discom-

fort are unrelieved several days after treatment has

started, complete motor rest for the stomach and

duodenum may be accomplished without loss of

weight and strength by using peroral jejunal feed-

ings. It is especially desired to stress the value of

this measure in cases of this type. We have used

the method in three cases of duodenal ileus and in

many cases of gastroptosis with extreme asthenia

and vomiting. The method is extremely easy to

carry out without especial discomfort to the pa-

tient, providing nursing skill is available. The tech-

nic has previously been described.-^^ Jejunal feeding

may be continued over a period of two or three

weeks. The period of absolute rest required will

vary with the individual case. The mistake usually

made is to allow the patient out of bed too quick-

ly. Six weeks is gn average minimum period. Many
will have to remain in bed longer.

The diet is most important, the principles being

a very high caloric, high vitamin, smooth diet,

taken in small quantities frequently. Every effort

should be made to avoid distention of the stomach.

The required amount of nourishment to bring

about consistent weight gain must be insisted upon.

If there is over night gastric or duodenal retention,

morning gastric lavage before any food is ingested

will help to reduce diges-

tive discomfort and assist

in the accomplishment of

a gain in weight. The

ultimate goal in these

cases is a substantial gain

in weight. Everything else

must be secondary to

that. The results obtained

are temporary unless a

real gain in weight is se-

cured and maintained.

Appropriate abdominal

support must be worn in

almost all patients and at

all times when in the

erect posture. If the pa-

tient is on a preliminary

bed rest regimen, the sup-

port must be applied with

the first assumption of

the erect posture, which,

of course, will be for very

short intervals. The am-
bulatory patient should obtain an abdominal sup-

port at once. Care must be taken in the selection

of a proper support for the individual and the

physician should be sufficiently familiar with such

supports to insure the patient’s getting the maxi-

mum of benefit from the support. The abdominal

belt cannot be discarded until the maximal weight

gain has occurred and until the abdominal wall has

been reeducated to function as a visceral support

by appropriate exercise.

Postural measures are generally recommended

and are of undoubted benefit. The ambulatory pa-

tient should be instructed to assume the recumbent

posture, preferably not dorsal, for an hour or more

after meals. A two-fold result is obtained. The

patient is insured three hours rest during the day

and the mesenteric drag is prevented immediately

after ingestion of a meal. Assuming the knee chest

posture for the relief of local discomfort of tym-

panites is of definite benefit in some. Wilkie is an

advocate of the Goldthwaite diaphragmatic exer-

cises in these cases. Ordinary exercises of the type

usually recommended for strengthening the ab-

dominal wall are indicated as soon as the strength

of the patient warrants such measures. Abdominal

massage during the period of bed rest seems to be

beneficial.

Constipation is a frequent concomitant and must

be handled by a sensible systematic regimen with

avoidance of purgatives. Because of the duodenal
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occlusion, bulk must be forbidden but laxative

foods are, of course, indicated.

Any hydro- or electrotherapeutic measure which

tends to increase the tone and circulation of the

patient may be tried unless there are individual

contraindications. Tonics are indicated as a rule,

otherwise medication will be directed toward indi-

vidual needs. The outstanding therapeutic require-

ments are measures directed toward the treatment

of ptosis and prevention of mesenteric traction. The

same therapeutic doctrine which is being preached

in diabetes and peptic ulcer applies just as forcibly

in duodenal occlusion, i.e., the patient can prac-

tically never be discharged. Even when the ulti-

mate result is achieved, he must report back to the

physician at intervals to prevent recurrence of

trouble and more specifically to guard against loss

of weight.

Surgical treatment. In certain cases resort to

surgery for correction of the mechanical obstruc-

tion will be necessary. Undoubtedly many of the

cases which have been operated upon would have

fared better without surgery. I believe that medical

management should be tried even in the most ex-

treme cases, as I have had several of this t3qie do

well after prolonged nonsurgical management. Sur-

gery should never be undertaken in the presence of

alkalosis. All such cases will require surgical treat-

ment, however, after the alkalosis has been con-

trolled.

Three t3qies of operation have been devised;

(1) short circuit operation or gastroenterostomy,

(2) surgery directed toward the alleviation of drag

on the mesentery from the right colon or right kid-

ney, and (3) permanent drainage of the duodenum

by duodenojejunostomy.

Various combinations of these three operations

have been practiced. Gastroenterostomy alone is in

disrepute, because results have not been good. It

does not drain the static contents of the duodenum,

nor correct the underlying condition. Duodenal

toxemia may continue.

When ptosis of the right colon is considered to

be the important etiologic factor, colon fixation is

often advocated. In less severe cases the results

reported have been good. McKenty considers sus-

pension of the cecum most successful and does duo-

denojejunostomy only in the most severe cases.

Right colectomy has been advocated by some but

is generally and justifiably condemned. Fixation

of the right kidney has been performed with indif-

ferent results. (To be continued)

THE INJECTION TREATMENT
OF VARICOSE VEINS*

.A. Aldridge Matthews, M.D.

SPOKANE, WASH.

I have been much impressed with the injection

method of treating varicose veins and have been

using it for the past eighteen months. WTiile my
personal experience has been limited to a little

over one hundred cases which is small compared

to some, the literature on this subject in this coun-

try is rather meagre, this work being much more

common in France and Germany. While De Takas

of Chicago and McPheeters of Minneapolis are the

most outstanding authorities here, I can find no

mention of this method of treating varicose veins

in our recent textbooks.

We are often asked the cause of varicose veins

which may be presented as follows.

1. Primary failure of the valves of the internal

saphena, no doubt, precedes its dilatation and is

considered a cause, but this does not explain why

the valves should fail.

2. Undue pressure in pelvic area due to preg-

nancy, fibroids, etc. Turner of London lays great

stress upon obstruction at the oval window which

is due to an anatomic structural deformity. Garters

and other constructions must be considered.

3. Trauma. A number of patients will claim

that their varicose veins developed after an injury.

4. Occupation. Those who work in a fixed stand-

ing position as barbers, streetcar motormen, labor-

ers and the like.

5. Heredity. It is common to find several mem-

bers of the same family suffering with this malady,

and this suggests some endocrine insufficiency and

perhaps later a cure along these lines may be de-

vised as a means of treatment.

6. Compensatory enlargement of the superficial

veins coming gradually on after a serious illness

(t}q)hoid, etc.), causing a thrombosis of the deep

veins. This would contraindicate absolutely the in-

jection of these veins.

It is rather remarkable to note in investigating

these varicose vein patients, that many of them

have their symptoms in their twenties and the ma-

jority in their thirties, while I believe it is generally

thought of as a condition developing after middle

life. It is more common in women by about fifteen

per cent, and most probably this predominance is

due to pregnancy and tumors in the pelvis. It is

• Read before the Eighteenth Annual Meeting of
North Pacific Surgical .A.ssociation, Portland, Ore., Dec.
6-,7 1929.
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interesting to know that flat feet are often asso-

ciated with varicose veins and it is estimated by

various authors from twenty-five to fifty per cent.

We are all aware of the nuisance and unsatis-

factory results attending the use of elastic stock-

ings and bandages. They will prevent further

trouble to a certain extent, but they will never

cure nor improve the condition. What we are aim-

ing to do is to get a substance that is not injurious

to the body when carried into the circulation, which

does not cause coagulation of the blood with the

consequent danger of embolism, and which is capa-

ble of producing a sufficient degree of inflammation

of the vessel wall to cause an obliteration.

In diagnosing varicose veins, the circulation of

the affected extremities must be tested. The pulsa-

tion of the femoral, popliteal, posterior tibial and

dorsalis pedis are worth investigating, particularly

in old people.

The state of venous circulation is tested by

Trendelenburg’s method. The patient’s leg is well

elevated, after which the varices empty. Next, the

origin of the great saphenous vein below Poupart’s

ligament is compressed and the patient is asked to

stand up. If the veins remain empty but fill up

with a gush of blood from above when the com-

pression is relieved, the test is positive for valvular

incompetence of the great saphenous vein. If the

veins fill up suddenly on standing, although the

compression is still maintained, the anastomoses

with the deep veins must be incompetent. If now

the compression is relieved and the veins become

still more prominent, the test is doubly positive

for incompetence of both saphenous and anastomo-

tic valves. Finally, if after compression the veins

fill up slowly from below and do not dilate more

after the pressure is relieved, the test is negative

and the valves are competent.

Even more important, according to De Takas, is

the test for patency and sucking action of the deep

veins. If the patient stands up, his superficial veins

visibly dilate. Next, a moderate amount of pres-

sure (from thirty to fifty mm. of mercury) is

thrown into a blood pressure cuff applied around

the thigh. The pressure must only obliterate the

superficial veins. The patient is now asked to walk

to and fro in the room, during which time the

varices diminish in size. When the pressure cuff

is suddenly deflated, the veins fill up from above.

This test, first described by Perthes, demon-
strates a flow from the superficial into the deep

veins, into which the blood is sucked by muscular

action. It is well understood that muscular exer-

cise aids and promotes normal circulation in the

lower extremities, yet too much significance must

not be attached to this sign. If the patient is up

and around with marked superficial varicosities and

hardly any swelling of the ankle, or none at all is

present, then the deep circulation is sufficient. The

circulation in the superficial dilated system is re-

versed and out of commission an}wpay. If the deep

veins are thrombosed and the superficial veins un-

dergo a compensatory dilation, they should not be

attacked.

Another easy and practical way of determining

whether the deep veins are functioning is to place

a snug fitting elastic bandage on patient’s leg, tight

enough to obliterate the superficial veins, and have

him go out and walk about for twenty or thirty

minutes. If this gives relief, it suffices to say that

the deep circulation is all right and the superficial

veins can be obliterated, but if the patient has pain

or marked discomfort with blueness of foot, the

superficial veins should not be interfered with, as

it is a compensatory dilatation.

What we aim to do in this treatment is to s^et

up an aseptic irritation of the vein, causing a com-

plete obstruction which is accomplished by the

caustic solution. This can be done without any spe-

cial discomfort and no loss of time from one’s oc-

cupation, while formerly it was a rather major op-

eration, a general anesthesia, about ten days in the

hospital and another two weeks getting back to

normal, to say nothing of the extra danger which

is associated with this surgical procedure. And the

scars which are left after the operation are often

unsightly, disfiguring and sometimes annoying.

The injection method of varicose veins was orig-

inated by Linser of Germany in 1912, and later

popularized in France by Sicard. This method has

gradually replaced the operation of varicotomy in

these as well as other European countries in the

face of considerable opposition on the part of con-

servative clinicians who feared pulmonary embol-

ism, sloughing of tissue and sepsis.

It was noticed by Sicard^ in the treatment of

lues that the injection occasionally caused painless

obliteration of the vein which led him to investigate

and he found it to be due to the alkaline solution.

Further experiments on varicose veins was carried

out, showing it to be an ideal treatment for this

condition.

In giving these injections it is necessary to pos-

sess a perfect technic. It is much more difficult

than the ordinary intravenous injection on account

of the contraction which often occurs in the veins.
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.Also, if the least bit of solution escapes into the

tissue, a slough may develop.

Contrary to the opinion held by many that this

injection is to coagulate the blood in the veins, it is

an anatomic alteration brought about from the

caustic injection. It is just an irritation of the en-

dothelium and a proliferation with a gradual scler-

osing and eventually an atrophy of the entire

vessel.

A thin layer of fibrin is deposited which quickly

adheres to the opposing layer and rapidly becomes

organized, occluding the lumen and covering the

length of the vein eventually into a fibrous cord.

Especially is this the case, if a snug fitting bandage

is applied and worn for three or four days, com-

pressing the wall of the vein so it may adhere.

Sicard calls the reaction venitis which he states

is different from the process of infectious irritation

of the vein called phlebitis, and speaks of venitis

as being localized, generating a very adhesive clot,

does not give rise to pain or to general edema of

the limb and leaves an atrophied cord. In phlebitis

there is frequently an extension from the super-

ficial network to the deep lying network, causing

edema of the limb. The clot is often loose and

afloat in the blood, there is pain, atrophy does not

take place, the vein remains large and bulky and

recurrent attacks are possible. Phlebitis may give

rise to embolism, venitis has positively no tendency

to do so.

This mode of cure appeals especially to the pa-

tient and most all that know about it would be re-

lieved of this trouble rather than have the incon-

venience and annoyance, to say nothing of the

probable sequelae, for many are made invalids for

years and are in constant distress and discomfort.

These patients need no special preparation but

should be gone over thoroughly to see if any con-

traindications exist. The position in which the pa-

tients are when injections are given will have to

vary. The most desirable is the lying position which

permits the veins to collapse but they can usually

be made prominent enough by the application of

a tourniquet or sitting with the legs hanging over

the end of the table. After entering the vein with

the needles, elevate the leg to the horizontal posi-

tion. On several occasions I have resorted to the

standing position, letting the patient stand on a

table or chair which facilitates the puncture of the

vein. The objection to this is that the muscles are

tense, veins are distended with blood which dilutes

the injected fluid and, too, the likelihood of a pa-

tient fainting. So when this standing position is

used, it should be done by a convenient couch or

table so the patient may be placed in a recumbent

position if necessary. Another advantage of the

former position is that the muscles are relaxed, the

veins containing little blood and the sclerosing solu-

tions come in contact in greater concentration with

the endothelium of the veins.

The point of entrance into the skin should be

directly over the vein so that, if leakage does occur,

it may have a direct line of exit. The valve action

obtained by drawing the skin away from the site

of entrance into the vein is not advisable and the

danger of slough is greater. It is a good idea after

entering a distended vein to push in the needle

about two mm. to make sure its bevel is well in the

cavity of the vein. After being certain the needle

is properly placed, release tourniquet and place

limb in position for injection. Be sure the needle

is not misplaced in the manipulation by drawing

in a little blood. The injection should be made
slowly. It is well to reassure oneself that no mis-

hap has occurred by drawing on the plunger of the

syringe two or three times in the" course of the in-

jection to see if blood can be aspirated.

At the completion of the injection I make it a

rule to draw a little blood up into the syringe and
reinject to doubly satisfy myself that no solution

was lost outside the vein. Withdraw needle and
make gentle pressure for three or four minutes to

insure against leakage through needle puncture. It

is always wise to question the patient as to whether

he is feeling pain while injecting, and if he does

so, refrain from putting any more solution in at

that particular spot, unless you can definitely prove

to yourself you are in the vein.

I use a ten c.c. glass syringe with a 20-25 gauge

short bevel needle. Larger needles are more diffi-

cult to get into the vein, and the possibility of

leakage back of fluid and tearing the vein are great-

er. Also the bevel on these needles is longer, the

larger the caliber.

If solution is lost outside the vein, I inject five

c.c. of distilled water or normal salt solution im-

mediately in this area, and gently massage. This

will dilute and disseminate it. I make it a point

whenever making these injections to have a dilut-

ing solution in the syringe at hand so it can be

done immediately, rather than have it prepared

after the accident has happened, preventing the

sclerosed effect on the tissue. The solutions used

according to Sicard, Forestier and Meisen have no

coagulating action on the blood.

All veins do not act the same after an injection.
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Occasionally one injection will do, especially if the

veins are thin walled and small. Then, again, a

stronger or different solution will have to be used

if veins are large and thick walled. On one occa-

sion I injected the same vein twice with twenty per

cent solution sodium chloride, using each time ten

c.c. and later used invertose comp. B.* before I

got the desired results. This woman had a large

varicosed ulcer and the veins were large and thick

walled.

Certain areas should be avoided for injection,

such as veins directly over the tibial bones, also

over joints and the tendo achilles, because if we
are unfortunate enough to get a slough, the dam-

age may be very great.

Complications of varicose veins are ulcers, super-

ficial phlebitis, and the various manifestations of

impaired nutrition of the skin in the form of ec-

zema and hyperkeratosis, and sometimes of the

bone as a pereostitis. They may have no connec-

tion whatever with the deep thrombophlebitis oc-

curring after childbirth, pelvic operations or ty-

phoid. The deep thrombophlebitis may also lead

to ulcers, and the differentiation between varicose

ulcers and a thrombophlebitis ulcer is important.

Varicose ulcers occur in the presence of preexist-

ing voricose veins after slight injury with possible

superimposed infection. The wound does not heal

because of poor nutrition, becomes chronic and may
occasionally flare up and start a phlebitis of the

superficial veins. In deep thrombophlebitis the most

common site for ulcer is a few finger breadths

above the inner or outer ankle, where it is very re-

sistant to treatmnt.

Immediately following the injection these pa-

tients have rather severe cramping which usually

involves the whole leg and lasts for about a minute,

then disappears entirely, but this varies, depending

upon the solution used. I have seen a vein con-

tract from six to eight inches, making a trough de-

pression on the skin surface immediately following

injection. From two to three days following the

injection the course of the vein becomes sensitive

and can be felt as a distinct cord, due to the scleros-

ing reaction. A snugly fitting A.C.E. bandage

should be worn for several days following the in-

jection.

I have a personal feeling that the occurrence of

pulmonary embolism from varicose veins of the

legs has been much overestimated in the past. As I

think back I do not recall a single case following

* This is a stable solution of Invert sugar fortified by
sodium salicylate, sixty per cent solution of the former
and ten per cent of the latter.

a case of phlebitis of the legs. In these embolic

cases, as a rule, the thrombi apparently originate

elsewhere and not as a rule in at least the super-

ficial veins of the leg, and, too, it has been shown
in these varicosed veins the circulation is very

sluggish and even reversed, but it must be still con-

sidered a potential forerunner of pulmonary em-

bolism.

It has been shown by using a strontium bromide

solution as an injection and the roentgen rays, that

the fluid will follow in the opposite course of the

blood stream. For this reason we get our sclerosed

condition of the vein lower down than where the

injection is given. The specific gravity of the fluid

used might also have something to do with this as

well as the poor and reversed circulation.

Sicard and Gaugier^ injected iodized oil into

varicose veins under the fluoroscopic screen and
found the flow, if not reversed, was much slower,

and the liquid injected in the superficial network

of the veins did not show any tendency to reach

down to the deep seated network, when the injec-

tion had been made on the recumbent patient, the

leg being at rest in its usual posture. But as soon

as the patient is asked to perform active muscular

movement of the leg, it is possible by means of

the roentgen ray to see suction take place from

the surface toward the deep vein and the opaque

liquid injected into the superficial network pene-

trating into deep lying veins.

The theoretical objection that has been raised

against the injection treatment of varicose veins is

the possibility of embolus, secondary to thrombosis.

Dr. E. T. Bell, professor of pathology. University

of Minnesota, with reference to this possibility of

embolism, says, “Regardless of how much experi-

mental work might be done, it would be impossible

to rule out the everpresent theoretical possibility of

the danger of embolism with fatal termination, but

in view of the fact of the large number of cases

injected both at home and abroad, I feel that the

practical clinical evidence of thousands of injec-

tions having been made with but one fatality

from embolism would be more than sufficient to

outweigh the everpresent theoretical danger.”

A histologic study of such thrombi shows a very

active process of organization, fibroblasts and new-

ly formed capillaries entering the thrombus at

right angles from the injured intima. The difference

between such a thrombus following a physico-

chemical injury, and a static intravenal thrombus

taken from an iliac vein is very striking, in that

the static thrombus hardly shows any roots or
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fibroblasts and no capillaries emerging from the

vessel wall but they simply adhere to the wall by

cohesion (De Takats).

A new era in the cure of varicose ulcers has

been opened by the injection method. Old chronic

ulcers that are resistant to treatment, and others

that are constantly breaking down can be perma-

nently cured, if the veins in connection with them

are obliterated. The injection of these should be

combined with stimulating and supportive treat-

ment to the ulcer, such as the Unger boot, etc.

Many different solutions have been used for the

obliteration of varicosed veins but the most dan-

gerous ones have been eliminated. Calorose, mer-

curic iodide, urethrane and quinine hydrochloride,

glucose sodium chloride, sodium salicylate, or some

combination of the latter three are among the ones

which are most used. The last three are the most

popular and generally used. McKim® claims the

choice for every day use of the solutions are in

the following order: sodium chloride, invert sugar,

sodium salicylate, mercury and metaphen.

Linser, first using one per cent mercuric chlor-

ide but later twenty per cent sodium chloride solu-

tion, reported more than six thousand injections.

The French school under the leadership of Sicard

has been using sodium salicylate in 20 per cent and

40 per cent solutions. Noble has made injections

of 50 per cent dextrose in as many as 3000 pa-

tients, and has been recently using calorose, a mix-

ture containing equal parts of dextrose and levu-

lose with 4 per cent sucrose. Meisen used equal

parts of 25 per cent sodium salicylate and 10 per

cent sodium chloride.

When first starting this work I used 20 per cent

sodium chloride with splendid satisfaction, as it is

perfectly safe with few if any contraindications, the

only danger being spilling of the solution outside of

the vein which would cause a slough. The safety

of the sugar solutions as injections has done

away with the danger of slough, if the solution is

injected by mistake outside of the vein, and to an

extent is supplanting the hypertonic or chemically

highly irritant substances. The cramping imme-

diately following the injection does not occur with

the sugar preparation unless some of the chemical

substances are added to it.

I am still using the sodium chloride 20 per cent

solution, injecting 10 c.c. I have used as much as

20 c.c. when injecting both legs, but rather prefer

the glucose solution. The one that I generally use

is the invotose compound “B.” As this preparation

contains 10 per cent sodium salicylate, I would not

advise more than 10 c.c. being used at any one

time for fear of an idiosyncrasy to that drug. On
a number of occasions I have, when patients have

varicosed veins in both legs, injected one with so-

dium chloride and the other with invotose com-

pound. As a whole I have gotten better results

from the latter.

Recently I have been using urethane with qui-

nine hydrochloride and find it also very satisfac-

tory, being especially good where the veins are

small for here the ordinary hypodermic and small

needle can be used, doing away with one objection

to the glucose solutions in that they are quite

heavy, being concentrated, and a much smaller

quantity of the former solution is used. Also this

solution can be injected into the large clusters of

small veins that are seen at various areas of the

leg in which there is no large vein accessible. These

are found especially just below the knee on the

inner side. It acts much the same as it does in

hemorrhoids. Also they are useful in the treatment

of the cutaneous dilatation of capillaries so disfig-

uring to some women’s thighs which are spoken of

as “stars,” “brushes,” “skyrockets” or “spider

bursts.” I have personally never used more than

2 c.c. of this solution at one injection.*

According to Kern and Angle,^ “after consider-

able experimenting we found that equal parts of

dextrose 50 per cent and sodium chloride 30 per

cent, when used as a mixture, made an ideal solu-

tion. When injected into the abdominal wall of a

dog intradermally (in not too large amounts), sub-

cutaneously or intramuscularly, no slough resulted.

There were only slight local reactions, and the for-

mation of a hard mass was slowly absorbed. Ex-

perimentally and clinically it causes an endophle-

bitis equal to that of the salt solution. Either solu-

tion alone will cause a destruction of the endothel-

ial lining of the vein, but why the mixture should

destroy the intima when injected into the vein and

not the cells outside is difficult to explain on any

basis other than a mechanical one. Clinically, if

the solution escapes while an injection is being

done, the patient complains of burning which is

moderately severe and leaves an area which be-

comes painful, red and very tender to the touch

but has never sloughed.”

The risk of excision compared with injection is

much in favor of injection. Brentsin^ reported 7.2

per cent of embolism after operation. Ih most of

* The solution, prepared by Parke, Davi.s & Company,
is quinine hydrochioride .266 grrams and urethane .130
grams, made in ampules of 2 c.c. size.

t
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these embolic cases the infarcts were survived,

making a mortality of .7 per cent, this being in a

series of 376 cases. McPheeters^ reported a collec-

tion of 7000 operations on varicose veins with six-

teen deaths from pulmonary embolism, a percent-

age of one death from embolism per 500 operations

performed. A series of cases treated by the injec-

tion method by Luser 6000, Sicard 3000, Noble

3000 and Meisen 2000, combined making 14,000

without a fatal case of embolism, show what a won-

derfully safe procedure it is.

Brentsin^ found no improvement in 20 per cent

of his cases operated upon in a series of 351 with

two deaths from embolism. Jeannel® in a series of

1019 patients only obtained a cure in 33 per cent

of cases operated upon. Koracs® in a series of 14,-

000 showed a failure of cures in 30 per cent after

operation.

After the injection method the percentage of re-

currences is much less. Kilborne^® reports from

communications from a number of men according

to Sicard. In 15,000 cases recurrence occurred at

the site of the injection in none and new varices

at other sites in 4 per cent.

Linser reports from 5 to 7 per cent not improved

after injection in a series of 15,000 after three-year

period. Delater, in a series of 890 cases after a

period of thre years, had recurrences in 5 per cent.

Noble reported that in one-fifth of 3900 cases fol-

lowed for three years or more, there was no im-

provement in from 5 to 7 per cent. In a published

article of Foristier^ the highest rate of recurrence

was 15 per cent, the average being nearly 6 per

cent. The proportion of recurrence or appearance

of new varicosities after injection is, therefore,

only one-sixth as great as after excision with a

great lessening of the risk incurred by repeated

operations.

Kilborne in his summary of 4607 cases shows

positively that the mortality of excision of varicose

veins is one in 250. The mortality by injection

cannot so accurately be determined, but a study in

about 50,000 shows that it is less than one in 4000.

Recurrences after operation average 30 per cent

and after injection 6 per cent.

McPheeters and Rice reported 53,000 collected

cases treated by the injection method with only

four fatalities due to pulmonary embolism, or mor-

tality of 0.00754 per cent, and claims the operative

mortality to be fifty-three one hundredths per cent.

CONTRAINDICATIONS

1.

Diabetes. In such cases the reaction is more

severe and the danger of slough is greater, although

Sicard does not consider diabetes a contraindica-

tion. Sugar solutions should not be used.

2. Pregnancy and pelvic tumors. In these cases

the treatment should not be undertaken until sev-

eral months after labor, or after the operation for

the tumors.

3. Acute inflammatory condition of the pelvic

organs.

4. Acute or subacute phlebitis should not be

treated by this method until all evidence of inflam-

mation has subsided, as these cases are very dan-

gerous and are the most frequent cause of emboli.

5. Arterial circulatory disturbances of the lower

extremities in men. No man should be injected

until one is absolutely positive that the pulses in

both feet are present and normal.

6. Severe organic diseases, such as pathologic

heart and kidney conditions. These cases are best

treated conservatively.

I agree with McPheeters who states that the in-

jection method has passed the experimental stage

and has proved to be a great rational form of treat-

ment which should be accepted as supplanting

other well recognized methods of therapy. ^

CONCLUSIONS

1. It is the safest treatment. There is no danger

from emboli and anesthetic.

2. There is no disfiguration.

3. Economically there is no loss of time and

earning capacity.

4. Results are permanent in much over ninety

per cent.

I wish to acknowledge the splendid articles on

this subject by De Takats and McPheeters, whom

on several occasions in this article I have quoted.
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TRE.\TMENT OF \ ARICOSE VEINS*

Lester L. Long, B.S., M.D., F.A.C.S.

SEATTLE, WASH.

In view of former intimate acquaintance and

some familiarity with the present methods of both

Drs. H. O. McPheeters of INIinneapolis and Geza

de Takats of Chicago, who are probably the tw’o

foremost advocates in this country of the oblitera-

tion of varicosed veins by injections therein of

sclerosing solutions, it is my belief that a rather

brief but practical discussion of this treatment may
prove both interesting and beneficial.

ANATOMY

Veins which are varicosed may be located in any

portion of the body, but by common usage the

term “varicosed veins” has come to designate the

enlargement and tortuosity of the superficial sys-

tem in the lower limb, the large and small saphen-

ous veins. The large, extending upwards from the

mesial aspect of the ankle to knee and continuing

on mesial aspect of thigh, enters the femoral vein

just below Poupart’s ligament; the small extends

from external aspect of ankle upwards posteriorly

into popliteal vein behind the knee. These veins

have little supportive surrounding tissue except adi-

pose and skin, which latter tends to relax after mid-

dle life as do the muscle and elastic fibres in the

vein walls themselves. Many communicating veins

connect both of these superficial veins at frequent

intervals with the deep system which is surrounded

by the heavy muscles of the leg, w^hich tend to mas-

sage this deep system during motion. This fact,

combined with the aspiration of cardiac action and

negative intraabdominal pressure on expiration,

normally returns the blood quickly from the low'er

limbs to the heart.

ETIOLOGY

Frequently, however, due to type of occupation,

constipation, severe and chronic coughs, pregnancy,

some other increased intraabdominal pressure or

some circular constriction around the limb, this re-

turn flow becomes impeded. Also loss of tone and

support of the tissues may be noted elsewhere in

the patient, as for example, visceroptosis, varico-

cele, varicosities in broad ligaments, hemorrhoids,

etc., signifying a general relaxation. With the con-

sequent collection of excess amount of blood in

these weakened veins they are noted to engorge

and become tortuous. .Also, should this blood tend

to carry any even low-grade infection, on account

• Read before King- County Medical Society, Seattle.
Wa^h., Oct. 21. 1929.

of this Stagnation above the valves an inflammation

and further weakening of the walls at this point is

possible and has been demonstrated microscop-

ically.

With continuation of such engorgement and pos-

sibly some infection, the valves in these superficial

veins gradually cease to function and atrophy of

elastic and muscle fibres in the vein wall itself may
be demonstrated, so that an actual reverse flow in

the blood stream here takes place. The communi-

cating veins, however, will for a time care for this

condition, but as the progress continues their valves

too gradually cease to function. Recognizing these

facts, the positive statement can be made that the

flow of blood in varicosities of the superficial sys-

tem, so long as the deep system is functioning prop-

erly, is always stagnant or reversed, and thus a

chemically produced thrombus within such a vari-

cosed superficial vein will either remain stationary,

or be forced distally into smaller lumened vessels

and rarely if ever will an embolus become loose

into the general blood stream. This fact has been

proven very convincingly by lipiodol injections of

such veins and roentgen-ray, fluoroscopic and pho-

tographic evidence obtained.

Without treatment such stagnation and reverse

flow of the blood will shortly saturate wdth serum

the tissues supplied by these veins. Their resistance

to trauma or infection will be markedly lowered

and in advanced cases actually sw'ollen and “water-

logged,” and still further neglect on the part of

the patient allows development of the complications

of varicose veins, such as thrombophlebitis, eczema

and varicose ulcers, some mention of which will be

made later.

DIAGNOSIS

The diagnosis of varicose veins and their com-

plications, if present, is evident on even casual in-

spection, but classification and decision as to treat-

ment is considerably more difficult. Proper func-

tion of the arterial system in the limb must be de-

termined by pulsations, lest a thromboangiitis oblit-

erans be in progress; and also proper function of

the deep system of veins must be proven, lest these

evident varicosities in the superficial system be

compensatory ones for a pathologic blocking of

that deep system by some former thrombophlebitis

present there. These two points are most essential

and must never be neglected. The examiner should

be familiar also with the tests of Trendelenburg

for the function of the saphenous veins and their

valves and that of Von Perth for the proper func-

tion of the deep veins.



February, 1930 VARICOSE VEINS LONG 67

The Trendelenburg requires that the leg be

markedly elevated and the varices emptied. By pal-

pation the saphenofemoral junction is located just

below Poupart’s ligament and pressure applied to

the uppper end of the saphenous vein at that point

and patient is allowed to stand. If the vein fills

slowly from below and not more so when the pres-

sure is released, then the test is nil and all valves

are competent. If, however, the veins remain empty

until the pressure is released and then fill with a

rush from above, the test is positive, for the valves

of the saphenous vein are incompetent. Further, if

with the same process, the veins fill promptly when

the patient stands, though the pressure be con-

tinued, and then engorge still more when the pres-

sure is relieved, we say the test is doubly positive

and the valves of both the saphenous and communi-

cating veins are incompetent.

In addition to this the Von Perth’s test requires

that as the patient stands with veins engorged, a

blood pressure cuff with sufficient pressure to block

superficial system only is placed around the upper

portion of the thigh. The patient is now instructed

to walk about and, if the varices diminish but

promptly engorge again on release of the slight

constriction, the test is positive for incompetent

valves but the deep system is proven as efficient.

TREATMENT

If by these measures we are satisfied that only

faulty structure of the superficial and communi-

cating veins and their valves is present, and the

deep system functions properly, treatment is to be

instituted.

1. Palliative or temporary measures are in order,

such as treatment of any persistent cough, consti-

pation, etc., application of maternity abdominal

supports if necessary, removal of any pelvic tumors

or any constrictions around the limb and applica-

tion of mild support externally to the entire limb

by the age-old custom of pliable bandages.

2. Operative. Formerly it was the rule to insti-

tute operative procedure and the patient to spend

about ten days to two weeks in the hospital and at

least a month from active work. The majority of

operators are familiar with the operations of Tren-

delenburg for ligation at upper end of the large

saphenous and resection of a portion; of Schede

for multiple circular incisions through veins, lymph-

atics, and all tissues down to the deep fascia; of

the Mayo stripper, block dissection, Babcock’s

probe inversion and removal of these veins, etc.

All of these procedures required hospitalization and

incapacitation from work, extensive scarring, rather

high mortality, much edema of extremity from

lymphatic destruction, and frequent recurrences

especially after a five year period.

Kilbourne of Los Angeles is responsible for the

positive statement that “in America a survey of

over four and one-half thousand operated varicose

veins gave a mortality of one in 250 and recur-

rences averaged 30 per cent, while by the injec-

tion method, in over 50,000 cases there was a mor-

tality of only one in 4000 and recurrences in

only 6 per cent.”

3.

Injection advantages. The advantages to the

patient, therefore, of the injection treatment are

truly very many, in that they may remain ambu-

latory under office care and away from work but

little if any, and obtain results which I am con-

vinced are more satisfactory and with less risk.

Contraindications are very few, namely, acute

thrombophlebitis of either deep or superficial sys-

tems, former or chronic involvement of the deep

system or impairment of function of the arterial

supply. Diabetes is no contraindication (for a solu-

tion may be employed which will in no way affect

this disease), except that a subsequent true dia-

betic gangrene of toes or foot might be wrongly

credited to the treatment. Pregnancy is no con-

traindication except that the varicosities are bound

to be less after delivery and, unless they cause

too severe distress, should be left for later treat-

ment. Cardiorenal decompensation cases would re-

quire especial study but are not to be considered

per se as contraindications.

Having decided that treatment is necessary and

determined the feasibility of this injection method,

the selection of a sclerosing solution is essential.

I use the word sclerosing emphatically, for no long-

er is it considered wise to use a solution inten-

tionally to coagulate the blood within the vein.

In coagulant solutions lie the danger of emboli,

should some of this material mix with blood cells

in the general blood stream. This is not true, how-

ever, where the solution itself will not coagulate

the blood at all, and only when in a concentrated

solution will it so destroy the intima of the vein

that a firm, strong thrombus is formed within and

anchored to that particular portion of vein wall.

It is therefore wise, though many various solutions

have been advocated for this treatment, to confine

our selection to the following: Sodium salicylate

20 to 60 per cent, sodium chloride 15 to 30 per

cent, dextrose 50 per cent, and the other sugar

solutions such as calorose and invertose, or com-
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binations of these various solutions. Of these latter

combinations, there are advocates for each, as for

example:

1. Meisen’s mixture which is equal parts of 25

per cent sodium salicylate and 10 per cent sodium

chloride.

2. Invertose compound which is invert sugar

plus sodium salicylate.

3. That of Kern and Angle of Baltimore which

is equal parts of 50 per cent dextrose and 30 per

cent sodium chloride.

The latter seems to me to be most logical in that

it is well recognized that the solutions of sodium

salicylate and sodium chloride do easily and well

obliterate the veins but cramps and local reactions

are frequently severe, while on the other hand,

the 50 per cent dextrose is very bland, not so irri-

tating either within or outside of the vein and thus

not so effective and less efficient as an obliterant.

There is danger of slough formation, if through

error in technic any of these solutions be injected

into the tissues outside of the vein itself.

The technic of injection is by no means compli-

cated but should be thoroughly understood before

attempted, lest disastrous, painful, endangering and

most uncomplimentary results follow. The following

rules are, therefore, dogmatic:

1. First and foremost, asepsis must be absolute,

for any infection carried into these pools of stag-

nant blood by the injection may promptly produce

an acute thrombophlebitis. Therefore, the solution,

syringe and needle must be absolutely sterile and

the skin at sites of puncture thoroughly cleansed

and treated freshly with iodine or mercurochrome.

2. The patient and the operator must be in

the most comfortable position obtainable to insure

accurate injection and control of administration.

For this purpose, the prone, sitting or standing po-

sition of the patient, the lowering of the leg for in-

sertion of needle into vein and then elevation

of leg to empty the vein, the use of tourniquets

above and below point of injection or the simple

pressure of opposing fingers of operators left hand,

the amount of solution per injection and the num-

ber of sites injected at one sitting are all individual

peculiarities with different operators and must be

worked out as such. A fair average is from 5 to

10 c.c. per injection, two to three injections at

one sitting and at two to three day intervals.

3. The needle must be wholly and absolutely

within the vein itself at all times during the in-

jection and this to be visibly proven at intervals by

aspiration of blood into the syringe. For this, most

accurate control is to be obtained by use of a

syringe with finger-ring grips on both plunger and

barrel. Injection must be stopped at once, if there

is any suspicion that solution is not wholly within

the vein and the entire area is to be at once freely

infiltrated with normal saline solution.

4. The vein under treatment must be as nearly

empty as is possible at time of injection for the

more concentrated is the solution, the more cer-

tain is successful obliteration of the vein.

5. Quick removal of the needle and immediate

application of pressure over the vein by a pad of

gauze held in place by adhesive strips is essential

to prevent leakage of the solution.

6. It is good treatment to elevate the leg after

about ten minutes to drain off any superfluous

solution and to bandage the entire limb, including

the pressure pads previously applied, with light

elastic bandage, and the patient is then to walk

about as usual. I should also advocate that, if the

limb under treatment has many and very large

varicosities above the knee, under local anesthetic

a small incision be made through the skin just

below the saphenofemoral opening, and a double

ligation of the uppermost inch of the great saphen-

ous vein be done. This will hasten the treatment

considerably, I am satisfied. It is important that

any ligation be done in the uppermost first inch

of the great saphenous, for it branches very quick-

ly downward.

4.

Subsequent care. During or immediately fol-

lowing the injection any sharp, burning pain at im-

mediate site is to be interpreted as evidence that

some solution is outside of the vein, and care

should be given at once. But some cramp-like dis-

tress in the limb and even some twitching of the

muscles, especially around the ankle and small

part of calf of the leg, is to be anticipated and

patient so forewarned. Walking exercise is advo-

cated rather than rest. Local heat and some anal-

gesic tablets may aid in return to normal. Some

swelling of the limb may be noted and the sup-

porting bandage may be removed after twelve

hours, but if limb be uncomfortable, it must be

immediately reapplied. On the day following the

injection the patient should be examined and care-

fully watched for one or two weeks and instructed

to report at subsequent intervals to treat any minor

veins not entirely obliterated, and to permanently

record results, etc. Should, unfortunately, due to

faulty technic, sufficient of the solution have

escaped into surrounding tissues to produce an ac-

tual slough, this should be excised in a most aseptic,
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surgical manner and closed at once, attempting

healing by first intention.

5. Complications. Brief mention should be made

of those neglected cases which frequently come

under observation. Eczemas and ulcers require im-

mediate cleansing of their surfaces and support to

the entire limb with especial rubber sponge pres-

sure over the ulcer, and as early injection of the

offending and causative varicose veins as may be

done in thoroughly aseptic manner. The tight pres-

sure bandaging of these limbs is most essential,

even if painful for the first few hours, and the pa-

tient should be up and walking about rather than

lying down. In this cleansing and firm support and

early injection of the veins lie the success of their

treatment. When large ulcer surfaces have been

cleansed properly, skin grafts may then be em-

ployed to hasten the cure. Long continued support

to the entire limb by Unna’s casts or some such

agent is absolutely necessary for these old ad-

vanced cases.

In acute thrombophlebitis of the deep system of

veins rest in bed, elevation of limb and application

of ice is imperative, but this is not true in the

acute thrombophlebitis of the superficial veins.

Here pressure bandaging of the entire limb with

rubber sponge over site of infection, though painful

and often distressing to the patient as he is forced

to keep walking about the majority of the time, is

best treatment, and in four to six weeks after all

inflammation has subsided, the offending veins

should be obliterated by injection.

SUMMARY

In true superficial, varicose veins, ones not com-

pensatory for impaired function of the deep venous

system or arterial supply, the flow of blood is al-

ways nil or reversed.

The injection into these veins of solutions which

will not coagulate blood cells, but will destroy the

intima of these vessels and so obliterate them by a

firm thrombus anchored at that point, any portions

of which would travel distally to smaller vessels

should it become loose, is a most logical treatment.

By the obliteration of these veins, the circula-

tion of the dependent limbs is returned toward the

normal and consequently those tissues which were

supersaturated with blood serum become more re-

sistant, more viable and more healthy. The mor-

bidity and mortality, the incapacitation and the

recurrences are certainly much less by the injection

treatment than by operative interference.

Medical-Dental Bldg.

RELIEF OF PAIN FROM A
NEUROLOGICVIEWPOINT**

P. G. Flothow, M.D.

SEATTLE, WASH.

I shall not go into the psychic elements of pain

except to state that undoubtedly psychic influences

play a great part in its determination. A certain

stimulus in one individual may cause a great deal

of pain, whereas the same stimulus in another

may give rise to no painful sensation. There is un-

doubtedly a threshold variation in the determina-

tion of a painful stimulus which varies with the

individual.

A few words on the anatomic and physiologic

aspects of pain are apropos. The anatomic unit of

the nervous system is the neuron. An external pain-

ful stimulus in reaching the sensory cortex traverses

at least three neurons. Take for example, pain sen-

sation in a spinal nerve. Nerve cells for the neuron

are located in the ganglion of the posterior root.

The lower neuron enters the spinal cord by way of

the posterior root and forms a synapse with a cell

in the posterior horn. From here it crosses in the

middle of the cord and enters the spinothalmic

tract in the anterolateral column of the cord. This

tract also carries the temperature sensibility. The
anatomic location of the spinothalmic tract in the

anterolateral columns of the cord makes it amen-

able to surgical section. This point will be dis-

cussed later.

The tract ascends in the cord and reaches the

optic thalamus, where it synapses with the cell of

the third neuron which passes through the poste-

rior portion of the capsule and up to end in the

sensory cortex in the postrolandic area. Foerster^

has shown that some sensory fibers enter the cord

by way of the anterior roots through the sympa-

thetic system. This question of sensory paths for

pain is far from settled. I have performed rhiz-

otomy of the posterior roots and still have been

able to produce pain in the area supplied by the

nerves sectioned. If it is true that some pain sen-

sation is carried by sympathetics, a number of

puzzling phenomena can be explained.

When we take up the subject of visceral pain we

are struck by the fact that this type of pain is

transmitted through sympathetic pathways. The
only two conditions producing visceral pain are

overdistention and overcontraction, both of which

act through the parasympathetic nerves.

* Read before the Association of Resident and Exresi-
dent Physicians of the Mayo Clinic, Rochester, Minn.,
October 9, 1929.

* From the Neurosurgical Clinic, 902 Boren Avenue.
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-Anatomically, then, we have theoretically four

points of attack on pain as transmitted along a

spinal nerve:

1. The peripheral portion as far as the spinal

cord.

2. The nerve roots in the spinal canal either ex-

tradural or intradural.

3. The spinothalmic tract in the spinal cord.

4. The central tracts to the cortex.

Practically the first three only can be considered

because obviously with our present knowledge and

limitations we cannot attack the centers.

The simplest way to present this subject is to

start at the head and proceed downward. I wish

to bring up a few painful conditions which are often

neglected but in which very definite measures for

relief of pain may be taken.

MIGRAINE OR HEMICRANIA

This condition is very familiar to all of you and

requires no elaboration. The treatment is so varied

and so many remedies are used that we can be

quite sure that none of them are of much value.

I merely wash to mention here the use of trethy-

lene or trichlorethylene which was first used for

trifacial neuralgia, under which subject I will dis-

cuss it more fully. In some cases of migraine this

drug has remarkable efficacy.

TRIFACIAL NEUR.ALGIA

This affliction causes some of the most distress-

ing pains to w’hich humans are subjected. The

sufferer from trifacial neuralgia or tic douloureux

is among the most to be pitied of individuals. The

pain is a terrific burning, boring one that drives the

sufferer to distraction. It may involve any or all

of the three divisions of the trifacial nerve. It is

usually unilateral, although in a small percentage

of cases it is bilateral. The lower two divisions are

most commonly affected. There are usually one or

more “trigger areas,” stimulation of which brings

on paro.xysms of pain. Chewing, talking, coughing

and sneezing frequently bring on the pain. Fortu-

nately the paroxysms last only a few seconds to

a minute as a rule, but they frequently progress to

the point where they come so often as to be almost

continuous and when this occurs the sufferer fre-

quently destroys himself or takes to narcotics in

large doses.

There are three methods of treating this disease:

(1) Alcoholic injection, (2) peripheral avulsion of

the branches, (3) section of the sensory roots of

the gasserian ganglion.

•Alcoholic injection gives very good temporary

results in about 50 per cent of cases, relief lasting

from three months to two years, averaging about

nine months, when the pain recurs. The second and

third branches are not difficult of approach and

2 to 5 c.c. of 80 per cent alcohol may be injected,

usually without any complications (fig. 1).

It is usually wise to practice preliminary alcoholic

injection to accustom the patient to the numbness

which follows operation. Peripheral avulsion of the

divisions of the nerve is just about as effective as

the alcoholic injection and gives relief for about the

same length of time. Personally we prefer the in-

jection because it is simpler and really more effec-

tive as it can be repeated indefinitely if necessary.

Fiji. 1. Show.s points of injection of the trifacial and
cervical nerves.

•At present it is my practice to use avulsion only

where the supraorbital division alone is involved

as, owing to the proximity of the eye, alcoholic in-

jection is difficult and not very effective.

The original major operation consisted in a re-

moval of the ganglion. This w'as followed by such

a high percentage of corneal ulcers, which necessi-

tated removal of the eye, that Frazier- developed an

operation w’hich took only the second and third

divisions. -Adson® has perfected a technic which

saves the motor root and the percentage of corneal

ulcers is very small. It consists in a temporal ap-

proach under the temporal lobe. The posterior sen-

sory root of the ganglion is identified and severed,

leaving the motor root intact. This seems prefer-



February, 1930 RELIEF OF PAIN FLOTHOW 71

able to the Frazier method which saves the first

division, as too frequently these patients later de-

velop the condition in this branch, necessitating a

second operation.

This operation is one of the most satisfactory in

any field of surgery. The results are almost 100

per cent relief of pain. The mortality is very low

and, although technically difficult, the operation

may be readily performed by the surgeon experi-

enced in this type of work.

Occasionally one meets a case of trifacial neural-

gia that does not respond to operation. Fortunately

these cases are very rare but those that do occur

present one of our most perplexing problems. No

form of treatment has given relief. I feel that we

are now on the track of a solution of this prob-

lem and, to illustrate, will present the following

case report.

The patient was an Italian laborer, thirty-seven years of

age, suffering from what was diagnosed as trifacial neural-

gia. On August 28, 1926, the Frazier type of operation was

performed, preserving the ophthalmic division. Relief fol-

lowing this operation lasted only a few months when pain

recurred in the opthalmic division.

On March 21, 1927, the sensory root was severed by a

competent neurosurgeon. Following this operation there

was relief only for a few months, when pain again recur-

red in the same area, in spite of the fact that the area of

anesthesia proved conclusively that the root had been com-

pletely severed. From that time on he was treated by vari-

ous physicians but the paroxysms of pain became worse

and more frequent and finally, after various unsuccessful

alcoholic injections, some one ventured to sever the ophthal-

mic division of the nerve at the margin of the orbit with,

of course, no result. This was done about two weeks be-

fore I first saw him.

Shortly before I saw him the pain became so severe

that it was necessary to hospitalize him, and even large

doses of morphine gave no relief. During the paroxysms

the man was frantic with pain. The eye seemed to pro-

trude and the pupil at times would be dilated and at other

times contracted. Trethylene was prescribed but gave no

relief. I then decided to do an intracranial section of the

nerve, following Dandy’s technic, but upon further thought

and observation I came to feel that this pain was sympa-

thetic in nature and I decided to first do a dorsal sympa-

thetic ganglionectomy. The pain by this time was so severe

that the man tried three times to commit suicide, while

in the hospital awaiting operation.

On June 25, 1929, a left dorsal sympathetic ganglionec-

tomy was performed, removing the stellate and the second

dorsal ganglion together with the intervening trunk and

severing the rami communicantes, using the Adson poste-

rior approach with removal of the second rib and trans-

verse process (fig. 2). The patient made an uneventful

recovery and was discharged from the hospital on the

eighth postoperative day, perfectly well and entirely re-

lieved of his pain. Of course, he developed a complete

Horner’s syndrome on the left side with a rather marked

contraction of the pupil and enopthalmos. With the ex-

ception of an annoying pain in the left arm, which dis-

appeared three months after the operation, he has had no

trouble whatsoever.

It is still a little early to be too optimistic about

this case and, until we have a few more cases with

similar results, one cannot be certain, but I be-

lieve the immediate relief of pain lasting over three

months to date certainly warrants the repetition

of this procedure on similar cases. I feel that it ex-

plains the cause of our occasional failure to cure

trifacial neuralgia by the accepted type of opera-

tion.

I offer this case, together with another which I

will describe later, to add substance to my belief

that sympathetics do carry pain sensation. The

exact pathways of the sympathetics in the head are

not accurately known but we know there are nu-

merous interlacing paths, involving the various

sympathetic and parasympathetic ganglia and the

cranial nerves. A recent article by Peet* in the

Archives of Neurology and Psychiatry offers a like

ly explanation.

Recently a new drug has been introduced for the

relief of this condition. It is trichlorethylene, the

trade name for which is trethylene. During the

war the workers in certain munitions plants were

found to be developing anesthesia of the face. It

was traced to this drug which seems to have a spe-

cific affinity for the trifacial nerve, affecting none

of the other cranial nerves. It is a highly volatile

liquid with an odor similar to chloroform. It is in-

haled in 20 or 25 minim doses on a piece of gauze,

being careful not to let it come in contact with

the mucous membrane. This should be used three

times daily over a considerable period of time. It

is said to be specific to such an extent that it may
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be used to differentiate trifacial pain from other

painful conditions of the face, such as glossopharyn-

geal neuralgia, sphenopalatine neuralgia, etc. Per-

sonally, I have used it in several cases with only

mediocre results but I feel that it should be given

a thorough trial in every case.

In connection with alcoholic injection for tri-

facial neuralgia, I wish to mention the subject of

painful conditions of the face, throat and neck, due

to malignancies.

I recently had referred to me a man with an in-

operable carcinoma of the jaw with such severe

pain that he was unable to talk, eat or sleep. Fay'’

has recommended section of the sensory root of the

gasserian ganglion, posterior rhizotomy of the cer-

vical nerves and section of the vagus for these con-

ditions. It occurred to me that the same palliation

could be accomplished by alcoholic injections,

avoiding multiple operative procedures in individu-

als having only a few months to live. It is frequent-

ly difficult to determine whether the pain that is pres-

ent in these cases is due to involvement of the third

division of the trifacial nerve or to pressure on the

deep cervical nerves.

It was my intention to do alcoholic injection of

the cervical nerves, if injection of the third division

did not relieve this pain. However, I injected this

division with immediate relief and the man was

quite comfortable for the remainder of his life

which was about five months. I feel that in a simi-

lar case I would not hesitate to inject the cervicals,

if the injection of the third division was not effec-

tive and, if necessary, I see no reason why the

glossopharyngeal nerve cannot be injected. I have

done it with novocain for anesthesia.

GLOSSOPHARYNGEAL NEURALGIA

This is a rather remote condition, appearing only

recently in the literature.'^ The treatment is intra-

cranial section of the glossopharyngeal nerve. There

is still some doubt as to this being an entity. Fay
believing that the pain is really of vagal origin. In

contradistinction to trifacial neuralgia, the pain is

deeper in the face and is most marked in the

pharynx. Trethylene does not affect this pain and

is supposed to be of value in the differential diag-

nosis.

We now come to the conditions of the spinal

cord and the peripheral nerves.

BR.ACHIAL PLEXUS INJURIES

The subject of injuries of the brachial plexus

offers us one of the most perplexing of our prob-

lems. There are many types of brachial plexus in-

juries, ranging from birth injuries to gunshot

wounds, stab wounds, fractures of the clavicle

with brachial involvement, and to brachial trauma

following a fall on the neck and shoulders. Every

brachial plexus injury occurring at childbirth

should be explored, if improvement is not noted in

the first month. Frequently the trouble is due to

hemorrhage and scar formation or to severing of

the nerves of the plexus and early operation af-

fords very good results.

The condition which interests and perplexes us

most is the so-called traumatic brachial plexus neu-

ritis. This condition is largely the result of two

types of trauma: (1) actual trauma to the plexus

itself outside of the cord, and (2) avulsion of the

roots of the cord, due to an injury causing acute

and forceful separation of the neck and shoulders.

The most frequent result is a traumatic neuritis

which amounts to a traumatic neurosis. Injuries to

the brachial plexus outside of the cord are amen-

able to direct surgical repair which should give

good results, but too frequently the patients de-

velop an ascending neurosis or neuritis, call it what

you will, which responds to no treatment.

I will mention a certain case as a blanket ex-

ample of what happens in so many of these cases.

The man was a motorcycle policeman. Six years ago
he was thrown to the pavement, striking on his left shoul-

der and forcibly separating his neck and his shoulder.

There was immediate paralysis of the arm resulting and
shortly afterward the sensation of a third arm in which

terrific pam. Soon
was explored but his pain

finally came into our

hands and, as is so fre-

quently the case, pity

caused us to undertake

some method which

might offer him relief,

knowing full well that

experience has taught us

not to expect much in

these cases.

Laminectomy was
done and the roots

which go to make up
the brachial plexus were

explored. The condition

found was this: All the

posterior roots from the

fourth cervical inclusive,

to the first dorsal were

absent, with the excep-

tion of the sixth cervical

which was curled up
within the dura as

though having been sev-

ered outside, and the

first dorsal which was
very small, as though a

portion of it had been

afterward his brachial plexus

and paralysis continued. He

Fig. 3. Avulsion of the left

fifth, seventh and eightn
sensory nerves and all the
motor roots except the eighth
cervical.
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avulsed. All of the motor or anterior roots were absent

except the eighth cervical. The fifth cervical and first tho-

racic posterior roots were severed and also the eighth cervi-

cal anterior root to insure that any antidromic pain fibers,

which might be present in the anterior root, would be

severed (fig. 3).

Following this operation was the old story of no relief

;

in fact the condition was worse, according to the patient.

Having long been interested in the sympathetics in rela-

tion to pain, I determined to sever his sympathetics in an

effort to cure the pain. The anatomic justification for this

was as follows:

The cervical roots have no white sympathetic rami,

merely gray ones; the gray fibers are postganglionic. The

first preganglionic fibers come off of the stellate ganglion

which is a fusion of the eighth cervical and first thoracic

sympathetic ganglia. The sympathetic supply to the arm

comes through the stellate and the first and second tho-

racic ganglia. Any ascending stimulus traveling in the

sympathetic trunk must of necessity enter the cord through

the stellate and second dorsal ganglia by way of the white

rami, since there are no white rami higher up. If the

sympathetics do carry painful stimuli these must enter the

cord by this pathway and severing these connections should

stop the pain.

This was carefully explained to the patient and the ex-

perimental nature was stressed and nothing promised. He

consented to the operation and four months ago a dorsal

sympathetic ganglionectomy was done by the posterior ap-

proach, removing the stellate and the second dorsal gang-

lia and the intervening trunk, and all rami were severed.

With the exception of a mild postoperative pneumonia,

probably due to trauma of lung or pleura during the op-

eration, his recovery was uneventful.

It is now four months since the operation. The

pain has been entirely relieved and the sensation

of the third arm is rarely present. At certain times,

under nervous stress or when indulging in alcohol,

the third arm sensation is noticeable but most of

the time he is not conscious of it. He is back to

work and is again a useful citizen for the first time

in six years. This case also would indicate that

sympathetics carry painful stimuli. I am inclined

to believe that painful amputation stumps and

similar conditions may be attacked along similar

lines, where other methods fail.

CERVICAL RIB

Adson* has developed a very simple method in

the treatment of cervical rib causing symptoms.

These patients frequently have severe pain, due to

pressure on the brachial plexus. The usual opera-

tion for the removal of a cervical rib is mutilating,

difficult and dangerous. Adson’s technic consists

in a tenotomy of the scalenus anticus and a de-

compression of the brachial plexus forward. The

results are striking and the operation is easy and

carries a minimum of risk.

PAIN OF CORD ORIGIN

Among the causes of pain of cord origin are;

(1) cord tumor, (2) cord compression due to trau-

ma, and (3) angioma or varicosities of the cord.

The relief of pain of cord tumor lies in removing

the tumor. The relief of pain due to cord trauma,

of course, consists in laminectomy. The third con-

dition, angioma or varicosities of the cord, is of

great interest. This condition frequently simulates

cord tumor. There is root pain, frequently a sen-

sory level; there may even be a block, and the

condition may even go on to cause paralysis.

The diagnosis is usually cord tumor, although as

we study our cases we are impressed by two major

findings; first, the prominent role of pain and the

wavy character of the pain; and, second, the fre-

quency of marked tenderness on pressure over the

spines of the vertebrae.

Some time ago I operated on a woman who had

a definite sensory level. She had become bedridden

•due to pain and weakness of one limb. Her level

was the nineth dorsal segment but she had ex-

quisite tenderness of all spines from the seventh

dorsal down into the lumbar region. Exploration

revealed no tumor, merely moderate varicosities of

the cord. Decompression, removing five spines and

laminae, gave immediate relief, and this woman is

now free from pain and doing her work. This con-

dition is usually found in women who have had

several children. Whether this is significant is

a matter of conjecture. It also occurs following

trauma (fig. 4).

Possibly many of our cases of trauma to the ver-

tebrae, who either have no neurologic findings or

recover from them, yet continue to be incapacitated

due to pain, may be explained on this basis. In

some cases there are merely varicosities; in others

it may amount to an angiomatous tumor. In either

case it is very unwise to attempt removal or liga-

tion, as one merely gets into a great deal of trouble

(fig. 5).° POSTERIOR RHIZOTOMY

Posterior rhizotomy consists in the intradural

avulsion of the posterior sensory roots. Frazier'’

has probably done more of this type of work than

any other man. The anatomic and physiologic

basis for this operation is evident. It consists in an

interruption of the sensory pathways from a pain-

ful area to the cortex at their entrance to the spinal

cord. It is applicable to many types of pain. I

have already mentioned my case done for brachial

plexus trauma. It is very effective in pain due to

carcinomatous involvement of the brachial plexus.
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Fig. 1. Varicosities start-
ing at the seventh dorsal
segment and extending to
the conus. Also shows
varicosities of the veins
following the sensory
roots on each side, par-
ticularly on the right.

Fig. 5. Exposure of the
conus and cauda showing
extensive adhesion of the
arachnoid to the conus
and roots. There is also
marked varicosity of the
central vessel w'ith vari-
cose veins extending along
the roots, more marked on
the right side.

In these cases the fifth cervical to the second tho-

racic roots inclusive are divided. I have already

mentioned the possibility of its use in amputation

pains. Frazier reports one case with marked im-

provement.

In long standing, severe cases of postherpetic

neuralgia, rhizotomy of the roots involved is indi-

cated. Frazier reports a case with excellent results.

In gastric crisis some very favorable results are re-

ported. The seventh to the tenth thoracic roots in-

clusive are divided bilaterally. Frazier has collect-

ed a total of 73 cases from the literature. Fourteen

of these were cured and 3 1 improved, 6 temporarily

improved, 5 unimproved and 16 died, giving a mor-

tality of 13.7 per cent. This is rather high. Frazier

reports no operative mortality in his cases.

Guleke^® has advocated unilateral laminectomy

and extradural rhizotomy, the advantage being that

the dura does not have to be opened, thus avoiding

the possibility of infection and also the loss of

spinal fluid. These advantages, however, do not war-

rant the choice of this operation. With present day

technic the chance of infection is very slight. The

loss of spinal fluid is of little consequence and is

easily overcome by so placing the patient on the

table that the opening in the dura will be at the

highest level and tucking cotton between the dura

and the cord above and below.

The unilateral laminectomy is a rather difficult

one in which to get sufficient exposure and it is

much more difficult to identify the proper roots to

be divided. Rhizotomy is a much more satisfactory

procedure, when performed with a complete lami-

nectomy. The important considerations are the

proper position of the patient, the absolute identi-

fication of the roots to be severed and hemostasis.

It is very important to keep blood from coming in

contact with the cord or entering the subarachnoid

space. It is very necessary to make all manipula-

tions with the utmost gentleness, as the cord does

not tolerate well even the slightest trauma. It is

necessary to expedite the entire procedure as there

is considerable shock connected with long continued

operations on the cord. It is unnecessary to ligate

the roots on both sides

of the point at which

they are to be divided:

merely the distal end

need be ligated. The

division of the roots

should be made as far

from the cord as possi-

ble to avoid traction on

it {fig. 6).

The operation of rhi-

zotomy is rapidly gain-

ing favor and its appli-

cation will, no doubt,

be considerably extend-

ed. I have only men-

tioned a few of the con-

ditions in which it is ap-

plicable.

CORDOTOMY

The operation was

first suggested by Spil-

ler^i in 1912. The spino-

thalmic tract which car-

ries the pain and tem-

perature sensation of

the contralateral side of

the body is accurately

Fig. 6. Shows adhesions of
the dura and arachnoid
separated, and two poste-
rior roots severed and one
about to be severed.
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localized in the anterolateral columns of the cord.

It extends to a depth of 2.5 mm. from the surface

just anterior to the dentate ligament (fig. 7). Spil-

ler suggested that this tract be severed in cases of

intractable pain due to pelvic malignancies. Since

then the operation has been done by a number of

men with very good results. The section is best

performed at the level of the fifth or sixth dorsal

segment. Laminectomy of two spines and laminae

is done and the dura opened. In order to approach

the area to be sectioned, it is necessary to rotate

the cord somewhat; this is done by gentle traction

on the dentate ligament. The section is accom-

plished by use of a special cordotomy hook and

knife, so constructed as to penetrate the cord just

2.5 mm. in depth.

It is of paramount importance that the section

be exactly applied. If too deep a section is made,

the pyramidal tracts also will be severed with re-

sulting paralysis of the limb. If too superficial a

section is made, the spinothalmic tract will not

be severed and the result will be failure.

The operation is most used, as I said before, for

malignant conditions causing severe pain. These

individuals, knowing that their time is limited, are

very grateful for the relief of pain afforded them

for the balance of their lives. Any procedure which

will give them relief is certainly indicated, even

though the life expectancy is very short. This op-

eration may be applied as high as the seventh cer-

vical segment, so that we have here an agent for

the relief of intractable pain in the major portion

of the trunk and lower limbs.

It has other applications besides those mentioned.

For example, in cases where rhizotomy fails to re-

lieve pain, it can be used for all the conditions for

which rhizotomy is advocated, such as tabetic crisis

and postherpetic neuralgia. We have all seen cases

of sciatica go on to complete disability. In this

type of case cordotomy would be worth while.

SCIATICA

This brings up a very simple procedure which

has given almost miraculous results in many cases

and excellent results in approximately 50 per cent

of cases. The use of epidural injection for sciatica

is not new but it is very much neglected. It should

be used in conjunction with other methods of treat-

ment and after the eradication of all foci of infec-

tion. There are two types of sciatica, neuritis and

neuralgia. It is rather difficult to differentiate these

at times. The true sciatic neuritis is usually a con-

stant pain with tenderness over the nerve, whereas

in neuralgia the pain is not so constant and the ten-

derness slight or absent.

At first it was thought that only the neuralgic

type could be benefitted but this has not been

found to be the case. It has been found that the

best results are obtained when the injection is done

early, that is, within the first year, but every case

should have the benefit of a trial at least. I have

seen many cases entirely cured of their pain imme-

diately following injection; others improved and

were cured by a second and third injection.

Some months ago I injected a woman who had

been suffering for three years, constantly getting

worse in spite of all treatment. While the first

syringeful was being injected she complained bit-

terly of pain in her affected limb. This is almost a

certain sign that the injection will give relief, so I

proceeded to fill up her canal. It was a painful

procedure but gave immediate relief and she has

constantly improved and is now entirely relieved.

The injection will be repeated if pain recurs.

The injection is done by accurately inserting a

needle in the caudal canal and injecting from 40

to 60 c.c. of 1 per cent novocain. Saline would

probably give the same results, novocain being used

because of its immediate anesthetic effect. If in

the course of the injection there is reduplication of

the patient’s pain, one is almost certain of a good

result. In the course of doing caudal anesthesia for

rectal operations two patients complained bitterly

of pain in one or the other limb. On questioning

them I found that both were sufferers from sci-

atica so I filled their canals incident to the injec-

tion; both of these patients are no longer bothered

with sciatica pain.

The theory of this procedure is that in many
cases the pain is due to filmy adhesions of the sen-

sory roots and ganglia in the caudal canal. When
the canal is well filled with fluid, these adhesions

are broken down and consequently the pain is re-

lieved. The injection is so simple and so innocuous
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that every case should have the benefit of a trial.

The only essential is that the needle must be ac-

curately placed and this is not always easy.

SYMPATHECTOMY IN ARTHRITIS

I have already mentioned the relief of pain by

means of dorsal sympathectomy. There are many

painful conditions which may be entirely relieved

by sympathectomy properly applied. Space pre-

vents the discussion of all of these various condi-

tions at this time. I do wish to mention, however,

the results of sympathectomy in chronic polyar-

thritis.

Adson has reported six cases with startling im-

provement. I have done to date four bilateral lum-

bar sympathectomies in cases of polyarthritis. The

last was done within the week so that it is too

early to report on it.

The first case was a man 36 years of age, who had been

bed ridden for over a year, complaining of severe pain in

both limbs, worse in the left. He was unable to move

either his ankles or his knees and the right hip was fixed.

There w'as the typical deformity that one sees in arthritis

deformans with cold extremities requiring constant arti-

ficial heat.

Operation was performed eight weeks ago. Much to my

surprise he was immediately relieved of his pain. There

was a temperature increase of 18° degrees in the left leg

and 10° in the right and in less than three weeks he was

able to move his ankles. At the present time he has nor-

mal range of motion in the ankles, his knees are improving

and the right hip seems to be almost normal. There has

been no pain whatsoever since the operation.

The second case was a woman having had arthritis for

fourteen years. For the past year she has been unable

to walk, being confined to a wheel chair. There was quite

severe pain in both knees and marked limitation of motion.

An operation was performed four weeks ago. There has

been absolutely no arthritic pain since that time and the

joints are rapidly improving so that she is now able to

walk with the aid of crutches.

The third case was done two weeks ago. This was a

young woman, 30 years of age, having had typical arthritis

deformans for eight years with severe pain in all of her

extremities, more marked in the lower extremities. Since

the operation she has had but one complaint, that her feet

are too warm; previous to this her feet were always too

cold. Her arthritic pain has entirely disappeared.

We may see, then, from a review of these cases

and those of Adson, that in certain types of chronic

arthritis we may promise an immediate relief of

the arthritic pain by the use of sypmathetic gang-

lionectomy.

SUMMARY

The anatomy and physiology of pain are briefly

reviewed.

Trifacial neuralgia is described and the use of

peripheral avulsion, alcoholic injection and resection

of the sensor root of the gasserian ganglion dis-

cussed. A case is reported in which dorsal sympa-

thetic ganglionectomy relieved a painful condition

of the face which did not respond to section of

the sensory root. Alcoholic injections in painful con-

ditions due to malignancies offer nonradical meas-

ures of relief.

Dorsal sympathectomy relieved the pain in a

case of traumatic brachial plexus neuritis after

rhizotomy had failed.

The operative indications for posterior rhizotomy

and cordotomy are reviewed.

Injection of 40 to 60 c.c. of 1 per cent novocain

epidurally gives startling relief in certain cases of

sciatica.

Four cases of polyarthritis are reported, upon

whom bilateral lumbar sympathetic ganglionectomy

was performed with immediate relief of the arthritic

pain and marked progressive improvement in the

joint symptoms.
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MOTILITY OF THE DUODENUM*

H. J. Whitacre, M.D.

TACOMA, WASH.

Digestive symptoms are so often the chief com-

plaint of patients who consult us and a disordered

digestion is so uniformly associated with a majority

of the diseases that we treat, that I have considered

it worthwhile to devote my allotment of time on

this program to an analysis of certain experimental

laboratory results which have a bearing on duode-

nal function and attempt to give them an applica-

tion to clinical surgery. We have lamented for a

long time the lack of an accurate knowledge about

the physiology of digestion but the experimental

laboratories are now giving us a vast amount of

material for study, and it is our duty as clinicians

to evaluate these results and carry as much of them

as are applicable to the bedside.

Certain concepts regarding the gastrointestinal

tract as a whole need to be presented before the

duodenum is discussed as a unit. The gastrointes-

tinal tract has three fundamental physiologic phe-

nomena, motility, secretion and absorption; and of

these motility is by far the most important function

for us to study because probably 80 per cent of the

symptoms of so-called stomach trouble are due to

interference with the motor function. Two other

facts to be borne in mind are that 90 per cent of

digestive symptoms do not have origin in the stom-

ach, and chronic gastritis is a rare disease. '

'

The monumental work of Alvarez^ has given us

altogether the best conception of the motor func-

tion of the tract that we have had and I feel we

must have his conclusions in mind while we are dis-

cussing the duodenum. He has shown, first of all,

that peristalsis and motion in the gastrointestinal

tract are myogenic in origin and not related to the

extrinsic nerves (vagus and sympathetic) except as

they may have a regulatory influence, conduct re-

flexes and harmonize larger movements. He has

shown, further, that the rate of rhythmic muscular

contraction is highest in the stomach and progres-

sively slower downward to the anus.

He concludes also that there are additional and

related gradients of metabolism, rate of rhythmic

contraction, irritability and tone which are corres-

pondingly high above and low below. By a very

accurate adaptation of these gradients to the dif-

ferent levels food is progressively worked over by

rhythmic segmentation and reversed movements

• Read before the Eighteenth Annual Meeting of
North Pacific Surgical Association, Portland, Ore., Dec.
«- 7 , 1929 .

and carried onward by peristalsis and peristaltic

rushes. Normally all gradients are highest in the

stomach, lower in the duodenum and lowest of all

in the rectum. The stomach is the pace maker.

Irritation at any level in the scale will steepen

the gradient at this point, whereupon waves of peri-

stalsis will be started in both directions, holding

back material coming down from above and hurry-

ing onward material that is already below. This

e.xplanation of gastrointestinal motility is directly

applicable in the explanation of a great variety of

abdominal symptoms and has done much to focus

our attention upon the intestinal tube itself.

The duodenum has the same three fundamental

physiologic phenomena that have been attributed

to the gastrointestinal tract as a whole, motility,

secretion and absorption, but the latter two func-

tions are relatively unimportant. All physiologists

are agreed that normal motility in the duodenum is

characterized by rhythmic segmentation, peristalsis,

peristaltic rushes and reversed movements.

Wheelon has shown how rhythmic segmentation

causes a “to and fro” movement of the contents to

mix them thoroughly and concludes that it is the

local contact of the contents with the mucosa, most

marked in the distal portion of the duodenum, that

causes the rhythmic segmentation.

Peristaltic waves are started chiefly by the ejec-

tion of the stomach contents into the duodenum

and they travel to the end of the segment. Bile ejec-

tion may also cause peristalsis. It is still a mooted

question as to whether or not gastric waves travel on

into the duodenum. Alvarez believes that all gastric

waves stop at the pylorus. Luckhardt, Phillips and

Carlson,“ and Wheelon and Thomas’^ believe that

some waves pass over. Ivy^ thinks that some waves

pass over after a brief pause at the pylorus and is

quite sure that every gastric wave does not open

the sphincter. He has demonstrated a very close

relationship between the motility waves of the two

in hunger. He has made an interesting observation

in the study of duodenal peristalsis to the effect

that there is a normal irregularity of the wave
which leads to retention in the cap and at the in-

ferior flexure which is much accentuated in chronic

duodenal obstruction. This observation may have

a clinical value in the interpretation of roentgen

studies.

.<\nother experimental result of great clinical im-

portance in the study of peristalsis has been con-

tributed by Dragstedt and Dragstedt.'’ These emi-

ment physiologists have shown that a pressure of

only six inches of water, when applied by a light
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condom bag around the lower end of the duode-

num, was sufficient to cause complete obstruction

and rapid death. A lesser pressure than this caused

hyperperistalsis, dilatation, some hypertrophy, in-

termittent nausea and vomiting, and mild toxemia.

Ivy has demonstrated that the duodenum is more

susceptible to external pressure than any other part

of the gastrointestinal tract.

I do not see how' we can escape the clinical ap-

plication of these valuable results. They give a full

e.xplanation of acute gastromesenteric ileus and

point the way to treatment. They show, further-

more, how the mesenteric pull of right coloptosis,

bands, congenital defects and adhesions at the fossa

of Treitz can produce enough of obstruction to

cause a chronic duodenal obstruction and all of

the symptoms that are mentioned by Dragstedt.

Five years ago I reported to this society my own

clinical experience in chronic duodenal obstruction

and since that time have had a great many experi-

ences which strengthen my belief that chronic duo-

denal obstruction is a real condition and that the

results of treatment are as striking as one sees

anywhere in surgery. Unless one knows about this

extreme susceptibility of the duodenum to external

pressure, he may not even think about the possi-

bility when he is studying the case nor wdll he esti-

mate properly the importance of deforming pathol-

ogy when he is working inside the abdomen.

.•\11 physiologists now agree that reversed peri-

stalsis for the purpose of regurgitating the slightly

alkaline contents of the duodenum into the stomach

is a normal function of the duodenum, and the

experimental work of IMann^ may indicate that a

disturbance of this function is the chief cause of

duodenal ulcer. .An excessive reversed peristalsis

is pathologic and produces symptoms. Keeton" and

many other authorities have demonstrated a re-

versed peristalsis in a variety of conditions. Hen-

derson® reports this condition in 93 per cent of pa-

tients infected with hookworm disease, where there

is almost certain knowledge that a duodenitis ex-

ists. Friedman, Strauss and .Arens” have found it in

a long series of cases of cholecystitis and believe

it is due to a concomitant duodenitis. Thoring and

Smith^® have seen it in cases of adhesions only.

Ivy^i says that it is probable that reversed peri-

stalsis will be caused by anything that increases

irritability of the mucosa or the musculature of the

duodenum and that by nature and design the duo-

denum apparently attempts to protect itself by re-

gurgitating its contents into the stomach.

^^’hy should we be concerned about reversed peri-

stalsis? The answ’er must be, because an excessive

reversed peristalsis is pathologic and causes most

of the symptoms that have been attributed for-

merly to the stomach.

Nausea and vomiting are probably largely duo-

denal symptoms. Luckhardt, Phillips and Carlson,

Ivy, Wheelon and Keeton agree that vomiting is

more readily elicited by duodenal irritation than

by gastric. Ivy says that the vomiting impulse

caused by pharyngeal or gastric irritation can be

inhibited voluntarily, but not the duodenal because

it is so much more rapid and violent in its onset.

.Alvarez does not locate the vomiting impulse spe-

cifically in the duodenum but agrees in fact with

the preceding conclusions, when he states that it

is not produced by lesions of the stomach but is

due to reversed peristalsis. It is probable that irri-

tation at any point in the lower bowel can produce

reversed peristalsis in the duodenum by sending

waves upward. A chronic appendicitis will give a

typical duodenal syndrome. Ivy has seen regurgita-

tion of bile into the stomach following a water

enema and .Alvarez says that much of our postop-

erative vomiting is caused by enemas and even

by the Murphy drip.

Biliousness has nothing to do with the liver. Bile

is normally present in the stomach and the symp-

toms of vomiting, prostration and headache are

duodenal and evidence of duodenal dysfunction.

Eructations, the tasting of food for hours after

ingestion, a coated tongue and foul breath have

nothing to do with the stomach. They are symp-

toms of reversed peristalsis in the duodenum.

Heartburn or sour stomach is not due to an

excess of acid in the stomach but to reversed peri-

stalsis, probably in the fundus of the stomach,

which brings the normal acid contents into the

esophagus. .All authorities are agreed upon this

point. Bloomfield and Keefer^- not only agree with

this conclusion but say that the volume of the secre-

tion and the acidity of the juice is constant for the

same person. In a study of abnormal cases they

found characteristic changes in only two types of

cases. Gastric ulcer uniformly gave high volumes

and high acid values, while cancer gave low' vol-

umes and a failure to secrete acid. Alotility varied

greatly in health and disease.

.Another symptom of reversed peristalsis is a feel-

ing of fullness after beginning to eat and a feeling

of gas after eating. Roentgen-ray and other studies

have shown that the gas bubble in the stomach is

fairly constant, that gas is not found in those who

are sure that they have it, and that these symptoms

i
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are nature’s way of telling us that the gradient has

been reversed.

Pain in the right upper quadrant after eating is

very often the result of spasm of the duodenal

musculature or it may be the result of spasm of the

pylorus which has been set up by duodenal ir-

ritation.

In this connection it should be stated that Brune-

meier and Carlson,^® Ivy, and Brickner and Mitch^^

have shown that stimulation of the duodenum in-

hibits the motility of the stomach and they have

concluded that the duodenum possesses a mechan-

ism for controlling the motor drive of the stomach.

It would appear, therefore, that the duodenum is

able not only to return objectionable contents to

the stomach but it can hold it there. This will ex-

plain the huge quantities of fluid that can be re-

peatedly recovered from the stomach in obstruc-

tion and the presence of a six hour stomach residue

in ulcer of the duodenum with no mechanical ob-

struction at the pylorus.

Inasmuch as the physiologists have given us this

much information regarding the normal and the

irritated duodenum, I feel that we should try to

give it clinical application. I have already quoted

Ivy as saying it is probable that a reversed peri-

stalsis can be caused by anything that increases

the irritability of the mucosa or the musculature

of the duodenum. I have also quoted Dragstedt

and Dragstedt and others as saying that the duo-

denum is extremely susceptible to external pressure.

These are very significant statements, and, if true,

indicate that we must study the duodenum very

carefully and with special reference to both irri-

tation and pressure, whenever we are operating in

this region.

Cholecystitis, for instance, is a disease that mani-

fests itself very largely by symptoms of a disturbed

digestion, and almost all of the symptoms that

characterize the disease have been demonstrated

by physiologists to have their origin in the duo-

denum. I have studied the pathology of a long

series of cases of cholecystitis with definite refer-

ence to the symptomatology and believe I am cor-

rect in the conclusion that cholecystitis produces

digestive disturbances in direct proportion to the

degree in which it causes a duodenitis, or adhesions

that irritate, deform or press upon the duodenum.
I believe, furthermore, that I have proved that an

operation which deals with the gallbladder alone

and leaves adhesions behind will fail to cure the

digestive symptoms from which the patient had
previously suffered. I have made the same ob-

servations regarding the cure of digestive symp-

toms in the operative treatment of duodenal ulcer.

I feel quite sure that adhesions can disturb the

mixing movements of rhythmic segmentation, stop

peristaltic waves and cause reversed peristalsis.

There is one other motor element in the duo-

denum that should be mentioned. Burget,^® Gra-

ham’*'^ and others have shown that the tonus and

motility of the duodenum plays a fundamental

role in the passage of bile from the gallbladder

and bile passages, and Ivy says it is quite pos-

sible that hypertonus, amotility and reversed move-

ments of the duodenum may be important factors

in disease of the biliary pasages. The sphincter

of Oddi would seem to be the element concerned.

Mann^’^ says that this sphincter is an anatomic

and physiologic reality and that its function is not

to prevent the gallbladder from emptying but to

cause it to fill. He has also shown that it takes a

minimum pressure of 5.0 cm. of water and a maxi-

mum pressure of 67.5 cm. to overcome this sphinc-

ter, while Ivy^® has observed in his cholecysto-

kinin experiments that a spastic duodenum can

cause enough hypertonicity of the sphincter of Oddi

to prevent the evacuation of bile.

I have now discussed the four important motor

functions of the duodenum, namely, rhythmic seg-

mentation, peristalsis, reversed peristalsis and the

mechanism for controlling the motor drive of the

stomach. I have shown that these normal functions

are easily disturbed and have given the experi-

mental evidence that it is a disturbance of these

motor functions that produces most of the symp-

toms of so-called stomach trouble. The central

idea of the entire presentation has been to locate

this group of symptoms definitely in the duodenum,

explain their origin and point to the clinical use

that can be made of this information.

BIBLIOGRAPHY
1. Alvarez: Mechanics of Digestive Tract, 1928.

2. Luckhardt, Phillips and Carlson: Am. J. Physiol.,

1919, 50:57.

3. Wheelon and Thomas: Am. J. Physiol., 1922, 59:72.

4. Ivy: Radiology, 1927, 9:47.

5. Dragstedt and Dragstedt: J. A. M. A., 1922, 79:612.

6. Mann: Vir. Med. Mo., 1927, 54:1.

7. Keeton: Arch. Int. Med., 1925, 5:93.

8. Henderson: J. A. M. A., 1925, 85:1462.

9. Friedman, Strauss and Arens: Radiology, 1925, 5:93.

10. Thoring and Smith: Trans. So. Surg. Ass., 1917,

30:176.

11. Ivy: Am. J. Physiol., 1925, 72:99.

12. Bloomfield and Keefer: J. A. M. A., 1927, 88:707.

13. Brunemeier and Carlson: Am. J. Physiol., 1915,

36:191.

14. Brickner and Mitch: Internat. Clin., 1926, 2:241.

15. Burget: Am. J. Physiol., 1925, 74:583.

16. Graham: Proct. Inst. Med., Chicago, 1926, 6:88.

17. Mann: Am. J. Surg., 1929, 7:453.

18. Ivy: Am. J. Surg., 1929, 7:455.



80 FRONTAL SINUSITIS KLEMPTNER Vol. XXIX. No. 2

TRE.\TMENT OF FRONT.\L SINUS
INFL.AMMATIONS *

Louis H. Klemptner, M.D.

SEATTLE, WASH.

Practically all acute cases of frontal sinus in-

flammation are recovering under conservative treat-

ment, even if the symptoms are very trying, as is

true of most of the chronic cases. Only in the

latter quite frequently succor must be obtained

from endonasal operations, as removal of polyps,

of the anterior end of the middle turbinate, sub-

mucous operation, probing and washing of the

sinuses.

There is a great difference of opinion as to

how frequently probing of the frontal sinus can be

done successfully. Mosher, in a university exten-

sion course in this city, stated that it cannot be

done. Barnhille and Phillipps in the latest edition

of their book allow a limited number. Denker and

Hayek give 50 per cent possibilities and more if

endonasal operations are performed.

From my personal experience I can state that suc-

cess grows with the experience. Flexible probes or

cannulae should be used, any force being avoided as

the lamina cribrosa is not far off. IMiddle turbinate

and middle meatus are cocainized, cannulae intro-

duced in the hiatus directed upwards, forwards,

and in most cases slightly inwards. A flow of pus

will frequently guide the probe.

I am showing you a few slides from patients

with the cannulae in situ and the reports give the

indications for their use.

1. This is the slide of Mrs. C. J., who was hit by a

bullet in the forehead twenty years ago. Lately she com-

plains of severe headache and her attending physician asked

me to ascertain, if there was any pus in the left frontal

sinus. The nasal cavities are free. Translumination shows

clear sinuses. The roentgenogram shows small particles of

lead in the region of the left frontal sinus and forehead.

The frontal sinuses are small but clear. The end of the

introduced cannula is in the entrance of the left frontal

sinus (figs. 1 A and B). I probed and washed the sinus

with saline; no pus was found.

2. Mrs. F. S. complained of headache and profuse dis-

charge from right nasal side. No discharge visible in either

nasal side. Translumination shows a darker right frontal

sinus. Roentgenogram shows large frontal sinuses, right

slightly blurred, antra small and dense. In both frontal

sinuses are cannulae (fig. 2). No secretion was found in the

frontal sinuses when washed out.

3. John L. had severe right sided frontal headache for a

whole week which would not subside under ordinary

treatment. Pain on pressure on the forehead. The septum is

deflected to the right, pus in the right middle fossa. Right

frontal sinus and antrum appear dark on translumination.

Roentgenogram shows a blurred right nasal side and the

• Read before the PUget Sound Academy of Oph-
thalmology and Otolaryngology, Seattle, Wash., June
17 , 1929 .

cannula in the right frontal sinus (fig. 3). The first wash-
ing produced much pus and headache improved immedi-

ately. In another week the patient was well.

4. W. K. suffers a few days from severe headaches

after a cold. The right upper lid is drooping and swollen,

the eye is congested, there is lachrymation and photo-

phobia. Vision of right eye 8/10, of left 6/6. The fundus is

normal. Pressure on right forehead is painful.

Slight deviation of septum to right, very little pus in

middle fossa. Translumination show’s both frontal sinuses

dark, also right antrum. Roentgenogram of both frontal si-

nuses is blurred, the right more so, the right antrum cloudy.

Cannula introduced in right frontal sinus (fig. 4) . The right

antrum had been washed out but no pus was found.

Copious pus was evacuated, when I washed the frontal

sinus. In a few days the left frontal sinus was affected too.

Both nasal sides were washed out several times. That was
one year ago. The same patient had a similar attack not

long ago which lasted a whole month.

Seldom the frontal sinus alone is affected, the

anterior ethmoid cells being frequently diseased,

or frontal and maxillary sinuses of the same side.

Hence it is difficult to decide, if the antrum is

not serving as a reservoir for the frontal sinus.

Different other combinations are possible.

5. In the next case antrum and frontal sinus of the

same side are involved. Richard L. had stomach trouble

for a few months. Besides he had severe headaches and
right sided purulent nasal discharge. He had deflected

septum with pus in right choana.

Translumination showed right frontal and maxillary

sinuses dark. Roentgenogram gave blurred right side with

cannula high up in the right frontal sinus (fig. 5). Pus in

antrum and frontal sinus. I removed the anterior end of

middle turbinate before I was able to w’ash out the frontal

sinus. The patient was from out of town, left in a few’ days
improved. I have not heard from him since.

6. .\nother case of antrum and frontal sinus infection.

Mrs. John S. had for five months a foul smelling discharge

from left nasal side. One month ago a dentist removed
two left upper molars and tried to wash the antrum
through an alveolar opening.

A fistula through the alveolus of the second upper

molar leads in the antrum. The septum is deviated to the

left. The left middle turbinate is considerably swollen and
releases large amounts of foul smelling pus when lifted

up. Roentgenogram shows clouded left sinuses and the

cannula in situ (fig. 6). I removed anterior end of middle

turbinate and washed antrum and frontal sinuses. Patient

recuperated.

But matters do not always go smoothly.

7. Mr. L. M. complained of headache and blurred vision

of right eye for last three months. Is unable to concen-

trate in his work. Pressure on right forehead is painful.

Edematous right middle turbinate, pus in middle fossa,

rough bone in region of anterior ethmoid cells, pus in

frontal sinus and foul smelling pus in antrum.

Translumination shows dark right side. Roentgenogram

shows the whole right side blurred, the cloudy right frontal

sinus very large, extending to left with the cannula in it

(fig. 7). Wassermann negative. I performed Denker opera-

tion of right antrum with removal of anterior end of mid-

dle turbinate and ethmoid cells, washing of frontal sinus.

Treatment lasted six months. Headaches disappeared, eyes

improved, but there is still some discharge from the nose.
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I will now present a few cases with double sided

affections.

8. Mrs. O. D. suffered for many months from headaches,

stomach trouble and profuse discharge from both nasal

sides. Patient is considerably underweight, ver>- anemic.

Pus in both nasal sides.

Translumination shows right side dark, left less so.

Roentgenogram shows all sinuses blurred on both sides

but especially antra; cannula in right frontal sinus (fig. 8).

Wassermann negative. Denker operation on right side.

Polyps were found in the antrum. Removal of right eth-

moid cells, anterior wall of right sphenoidal sinus, which is

filled with polyps and washing out of both frontal sinuses.

Treatment lasted for eight months, but patient got perfectly

well with no discharge and general health good.

9. Here is another case of double sided affection. Mrs.

O. P. has had since childhood profuse purulent discharge

from both nasal sides, obstructed nasal breathing, head-

aches. Foul smelling pus in both nasal sides, deflected

septum to right, enlarged polypoid degenerated middle tur-

binates, foul smelling pus in both antra.

Translumination shows both sides dark. Roentgenogram

shows sinuses blurred on both sides and cannulae intro-

duced in both frontal sinuses (fig. 9). Double sided Denker

operation. Polyps were found in both antra. Washing out

of frontal sinuses. Treatment lasted for two months. Head-

aches disappeared, some discharge left.

A quite interesting case is the following. How
consert'ative treatment combined with endonasal

surgery are sometimes sufficient to bring to a stand-

still and cure a threatening rupture of an ethmoid

empyema is demonstrated in a case of sinistral pan-

sinusitis of a twelve year old girl. This patient

was treated three years previously for a sinistral

highmoritis.

On Februarj- 21, 1927, patient had a cold with high

temperature, severe left sided headache and left nasal

discharge. Four days later the left eye started to protrude

and turned outward, the upper lid got swollen and ^e
was seeing double. The left nasal side was overflowing

with pus. The middle turbinate was swollen and released

a profuse discharge of pus when lifted. The vision of right

eye was 6/6, of left 8/10. The fundus normal. Crossed

double \-ision. Roentgenogram showed blurred left side

(fig. 10).

I removed the anterior end of middle turbinate, eth-

moid cells and washed the frontal sinus. In a few days the

secretion got less, the eyeball started to recede, the swelling

to subside and in two months the patient was well.

Ruptures mostly occur in chronic cases with acute e.vacer-

bations, as was the case here.

In the beginning of the paper I stated that prac-

tically all acute cases of frontal sinus infection

are getting well under conserv'ative treatment and

I have the authority of Denker, who claims that

in twenty years of practice he had no external

operation done in an acute case. But here is the

slide of an eighteen year old boy with acute frontal

sinusal empyema, where I operated externally.

11. This boy was suffering for three weeks from a

severe left sided headache. The left upper lid is so swollen,

that it is hard, immovable and totally covers the eye.

The left forehead and left side of the face are swollen.

Temperature is 101°. All visible parts in the left side of

nose are congested. Very little discharge. Breathing through

left side blocked.

Translumination and roentgenogram show blurred left

frontal sinus (fig. 11). I evacuated a considerable amount
of pus through an e.vternal opening on the inner third

of anterior wall of left frontal sinus, after which the

patient got well.

CONCLUSIONS

1. Practically all acute cases of frontal sinus

inflammation and most of the chronic cases are

getting well under conservative treatment.

2. Roentgenography is most important to ascer-

tain the size of sinuses but not convincing for di-

agnosis.

3. Blowing out and washing out of the frontal

sinuses are of great help for diagnosis and treat-

ment but should not be practiced indiscriminately.

A DRESSING FOR FR.\CTURE OF FEMUR
IX AX IXFAXT

D. Homer Junkin, M.D.

IDAHO FALLS, IDA.

While delivering a difficult breech presentation

the right femur of the infant was fractured near the

junction of the upper and middle thirds. A num-

ber of dressings were applied but the position in

each instance was unsatisfactory. The dressing de-

scribed below proved very satisfactory in this case.

Figure 1 illustrates location of fracture. A plaster cast

is placed about pelvis and on thigh to point of fracture

(fig. 2). The cast should not extend below the lower end

of the upper fragment. Moleskin adhesive tape is applied

from a point just below the site of fracture to the ankle

and firmly secured by overlapping strips and gauze bandage.

A tubular pasteboard (fig. 3, a) is placed against the

pelvic cast. The circular carton in which the hospital roll

of adhesive is received was used by the author. It was

cut off at a point corresponding to the infant’s ankle.

Over the tubular pasteboard plaster is applied and e.x-

tended in a U shape at the end of the tube to provide

support for traction (fig. 3, b). A rubber band is attached

to the wooden block at the end of the moleskin strips and

a wooden tongue blade used to twist the rubber until

sufficient traction is obtained to reduce deformity. A small

scale (fig. 3, c) was placed, as shown in drawing, and a

two and one half pound pull, as observed with the fluoro-

scope, was found sufficient to reduce the deformity. Fig. 4

shows actual photograph of this case.

SUMMARY

The child was comfortable and could be carried

with ease.

Fluoroscopy w’as greatly simplified by this con-

venient dressing.

The material used is usually available.

Union was complete in four weeks without de-

formity.
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Fig. 4

PRACTICAL GIGLI SAW CARRIER

Dorrell G. Dickerson, M.D.

SEATTLE, WASH.

This carrier is simple, inexpensive; possesses

flexibility; is safe and practical. It is constructed

of copper and can be bent at any desired angle.

As illustrated, the groove is deep enough to house

the gigli saw and the notch just behind the blunt

head holds the loop in place.

The blunt, smooth head serves as an efficient

dural separator and insures separation of the dura

from the inner table without danger of tearing the

dura. On account of the rounded edges, there is no

danger of tearing the dural vessels during the pas-

sage of the carrier.

In sawing out a bone flap the carrier can be

left in place and prevents any possibility of the

saw injuring the dura. It is held by an assistant,

the long handle enabling the hand to be held away

from the saw.
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EDITORIAL

HEALTH CONDITIONS IN UNITED STATES

The recent summary of health conditions in the

L’nited States during 1928, submitted to Congress

by Surgeon General Cumming of the Public Health

Service, contains many interesting data which could

profitably be considered by all citizens. The birth

rate for 1928 was lower than for 1927, the respec-

tive figures being 19.7 and 20.7 per 1,000, while

the death rate was higher, being 12.1 per 1,000 for

1928 as compared with 11.4 for 1927. The infant

mortality rate was also higher, being 67.9 per 1,000

births for 1928 against 64.6 for 1927.

This increased death rate for 1928 is mainly ac-

counted for by the influenza epidemic of that year.

Being first reported on the Pacific Coast, it spread

rapidly to the East, reaching its maximum for the

whole country about the first of the year 1929.

In many parts of the country the disease was so

mild that physicians hesitated to report it as influ-

enza, yet the general death rate rose far above

normal during the epidemic.

The most disgraceful death rate in this country

is the prevalence of smallpox. During 1928 there

were 38,000 cases reported, an increase of 3,000

over the previous year. It is a strange situation

that year after year more cases of smallpox are re-

ported in the United States than in any other

country in the world except British India. Yet it

is common knowledge that by vaccination and re-

vaccination the disease could be stamped out in a

few years, if there were cooperation on the part of

the public. More cases of cerebrospinal meningitis

were reported than in any year since 1918. This

disease appears to increase and decrease during sev-

eral years duration and for the last five years has

been increasing.

The year 1928 showed a new low death rate for

typhoid fever. While at the beginning of the pres-

ent century this disease was responsible for 34

deaths per 100,000 population, during 1928 forty-

three states gave a death rate of only 4.8 per 100,-

000. This record is a tribute to the practical ap-

plication of the principles of modern sanitary

science as carried out by health officers and others

interested in sanitation. A similar report is made
concerning tuberculosis which, during 1928, pre-

sented the lowest death rate recorded for this dis-

ease by the Public Health Service. WTiile in 1900

in the death registration area the death rate from

tuberculosis was more than 200 per 100,000 popu-

lation, during 1928 this was reduced to 77.5.

Though pellagra is a rare disease in the states of

the Northwest, in some Southern states its death

rate ranges from 50 to 42 per 100,000 population.

Reports show that undulant fever is much more

prevalent than formerly realized. At least 649 cases

of this disease were recognized during 1928. Tula-

remia has become a well recognized disease, 480

cases with eight deaths having been officially re-

ported, while many other additional cases were

known to have existed. These annual reports from

the Public Health Ser\dce provide a valuable con-

tribution to the knowledge of the conditions of

disease in this country.

MEMBERSHIP IN STATE ORGANIZ.ATIONS

.At the meeting of the .American Medical Asso-

ciation in Portland last July, Dr. Olin West, secre-

tary of the Association, in his annual report to

the House of Delegates presented a table, showing

the percentage in each state association of its mem-

bership to the licensed physicians of the state.

New Hampshire appears at the head of the list

with 87 per cent membership and District of Co-

lumbia at the foot with 35 per cent. Washington

is twelfth with 72 per cent, while Oregon stands

forty-seventh with 49 per cent and Idaho forty-

eighth with 45 per cent. One naturally inquires

why this variation in adjacent states. The explana-

tion probably lies chiefly in the methods of financ-

ing the state organizations, which present an inter-

esting field for speculation. The Washington system

provides for the payment through the treasurers

of the county societies of five dollars per member

as state association dues. Each county society col-

lects dues for its own purposes, ranging from a

minimum of a few dollars per member to a maxi-

mum of twenty-five dollars in King County for

those who have been in practice for more than six

and less than twenty-six years, the fee for the two

latter groups being sixteen dollars, this fee also

including that for the state association.

In contrast to this system the Oregon state so-

ciety has annual dues of twenty dollars per mem-
ber, which includes membership in the public
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health league and medical defense fund. This sum

is paid directly to the treasurer of the state society

without reference to the county societies, each of

which collects dues for its own purposes. In the

Idaho assosciation where a similar plan is fol-

lowed, the dues are forty dollars per year, all mem-

bers likewise doing their share in supporting the

public health league and medical defense fund.

If all members in Washington had membership

in these two organizations, their dues would be

increased by the sum of thirty dollars. At the

present time these memberships are optional, so

that all do not participate as in Oregon and Idaho.

If these items were included in the annual dues,

probably there would be a noticeable decrease in

the Washington membership, as is noted in the

other states. The question of voluntary or required

support of these important additional organizations

has been a subject of considerable controversy in

the states where they exist. It is not intended at

this time to discuss this matter but to offer this

explanation for the different percentages of mem-

bership in the state organizations observed in these

three adjacent states. If the members in Oregon

and Idaho were materially increased in number,

the amount of state dues would doubtless be pro-

portionately decreased, while if a greater number of

Washington members were to support the public

health league and medical defense fund, the cost

to each for these purposes would be correspond-

ingly less.

CORRECT NOMENCLATURE
During recent years medical terms have been

multiplied in such astonishing numbers that no one

individual can be expected to keep pace with all

of them. The latest editions of medical dictionaries

announce the introduction of several thousand new

words, with the exclusion of those that have be-

come antiquated. Nevertheless an observant and

scholarly writers desires to exhibit familiarity with

new words and their correct terminology to as

great an extent as possible, and therefore he will

aim to follow accurate nomenclature. Yet it is

well known that large numbers of physicians are

extremely careless in the pronunciation, spelling

and phraseology of medical terms. One of the words

most widely employed in incorrect usage is x-ray.

When Roentgen discovered the mysterious emana-

tions from the vacuum tube whose characteristics

were unknown, they were named “x” to indicate their

unknown qualities. The word x-ray was soon ex-

panded and came to be employed as an adjective,

verb and noun with several meanings, regardless

of the commonly accepted terminology of English

speech. The following sentence might represent its

careless use. “The x-ray man, having determined

to employ x-rays, proceeded to x-ray the broken

limb, thus producing an x-ray of the site of the

fracture.” What a nightmare this must appear to

the meticulous grammarian. To remedy this objec-

tionable situation the grammarians have estab-

lished a group of terms based on roentgen as the

root, which meet all requirements of correct Eng-

lish expression. Thus the above sentence would be

expressed as follows. “The roentgenologist by mak-

ing use of roentgen rays proceeded to roentgenize

the broken limb, thus obtaining a roentgenogram of

the site of the fracture.” If one considers roentgeno-

gram a clumsy word it can be abbreviated to roent-

gram which will also be correct. When one consults

the most recently published medical dictionary, he

will find “x-rays” dismissed with three words, “see

roentgen rays,” thus abolishing it as a medical term.

One might be puzzled as to the use of the

hyphen in these words. The rule established is that,

used as nouns, roentgen ray and roentgen rays omit

the hyphen. When employed as an adjective the

hyphen is employed. One could thus speak of

roentgen-ray therapy. In the interests of simplicity,

however, it is preferable to omit ray in the adjec-

tive and speak of roentgen therapy. This usage is

based on the recommendations of the Subcommit-

tee on Nomenclature to the Section on Radiology

of the American Medical Association, which was

published in The Journal September 29, 1928. The

following extracts from the report appeared on this

occasion:

As “roentgen therapy” is preferable to “roentgenologic

therapy,” so we prefer “roentgen diagnosis” to roentgeno-

logic diagnosis.” As “roentgen” is being advised as a pre-

fix, it seems unwise to combine “ray” with it. For example,

“roentgen diagnosis” and “roentgen therapy” seem more

logical than “roentgen-ray diagnosis” or “roentgen-ray

therapy.”

The use of the word “x-ray” should, in a broad sense,

be limited to its application to physical problems and to

apparatus, as the “x-ray tube” and “x-ray apparatus.” The
singular form, x-ray, should be used as an adjective, as

x-ray tube, and the plural form, x-rays, as a noun to

indicate the radiant energy emitted by the x-ray tube.

One should never state, for example, that “the x-ray has

many practical applications,” but, rather, “x-rays have

many practical applications.”

THE WOMAN’S AUXILIARY
The Woman’s Auxiliaries of the American Medi-

cal Association and state medical associations are

in a position to take an active part in advancing
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the interests of public health and other enterprises

with which the medical profession is associated.

Results obtainable depend upon personnels of the

different organizations and the objects inspiring

them to activities. The Auxiliary of the American

Medical Association has adopted certain plans and

purposes, the carrying out of which aim to pro-

mote public welfare and good health of the nation.

These are set forth as presented on page 88 of this

issue. Woman’s auxiliaries exist in connection with

the Oregon and Idaho associations but there is

none for the Washington organization. It is well

known that women are successful as a rule in

perfecting any enterprise in which they are earnest-

ly engaged. Therefore, the details outlined in this

communication are worthy of the careful consid-

eration of all physicians.

REVISION OF THE PHARMACOPOEIA
Every ten years an edition of the Pharmacopoeia

of the United States of America is published, con-

taining a wealth of information essential for the

successful practice of medicine and the promotion

of information among the medical profession. The

Eleventh Decennial Convention will meet in Wash-

ington, D. C., May 13. The constitution of this

convention specifies the personnel of its member-

ship. The states of the Northwest officially come

in contact with this gathering through authorized

memberships from incorporated medical colleges,

incorporated state medical associations and incor-

porated pharmaceutical associations. If the physi-

cians in our section of the country desire to aid in

the advancement of medical science by cooperating

in this enterprise, it might be advisable to consider

delegates representing the respective state associa-

tions for the purpose of participating in the deliber-

ations of the convention.

MEETING OF THE AMERICAN COLLEGE
OF PHYSICIANS

The fourteenth annual meeting of the Ameri-

can College of Physicians in Minneapolis this

month will be one of the important gatherings

for medical men of this country. As this organiza-

tion has developed, it has included the outstand-

ing and leading internists of all sections. What-

ever specialty any physician may follow, he must

be grounded in the principles of internal medicine

and what is comprised under this heading is a part

of his daily practice. Hence the subjects discussed

at this greai gathering will be of interest to every

practitioner, whether in general practice or follow-

ing some special line. Those privileged to attend

this meeting should take from it much that will be

of service in the general practice of their profes-

sion. The program includes men from all parts of

our country and from Canada. Our Northwestern

states will be represented by papers presented by

Drs. Ralph C. Matson of Portland and Frederick

Epplen and J. L. Jacobson of Seattle.

MEDICAL NOTES
The Futh International Congress of Physiotherapy

will be held at Liege, Belgium, Sept. 14-18. Full members

will include doctors in medicine and science, who alone

will have the right of reading papers and participating in

discussion. .Associate members will include delegates from

various institutions, as well as manufacturers of apparatus

and wives of fuU members. Papers wUl be presented in

five sections, including physical education, hydrology, cli-

matology, electrology and actinology. Every speaker may
use his native language, but they will be requested to speak

in a language understood by a majority of those present.

Sailings have been reserved for members who desire to at-

tend the Congress. Information relative to sailings and the

Congress itself can be obtained from Dr. William B. Snow,

1650 Broadway, New York City.

OREGON
Health Board Meets. The Oregon State Board of

Health held one of its regular meetings in Salem, Jan. 14.

Dr. W. P. Morse of Salem was elected president of the

board to fill the vacancy due to the death of Dr. Harold

C. Bean. It was voted to cooperate with the Common-
wealth Fund of New York which has offered to aid in the

establishment of full time county health units in the state.

Health Board Member .Appointed. Governor Norblad

on Jaunary 8 announced the appointment of Dr. M. E.

Irvine of Lebanon as a member of the state board of

health to succeed the late Dr. Harold C. Bean.

.Appointed to Health Board. Dr. H. H. Foskett, of

Portland, has been appointed a member of the state board

of health. He succeeds Dr. C. J. Smith, whose term has

expired.

Retires from Practice. Dr. F. W. Cummings of Eugene

recently announced his retirement from active practice. He

has lived in Eugene for the past twenty-one years.

Dr. L. F. Griffiths, chief of the medical stafi at the

Oregon State hospital in Salem, was confined recently by

illness at the Portland Medical hospital.

Portland City and County Medical Society met in

the Medical building auditorium Jan. IS. The guest of

honor was Dr. Arthur C. Scott of the Southern Surgical

Association from Temple, Tex., who spoke briefly on the

subject of cancer.

Jackson County Medical Society held its annual ban-

quet at Hotel Medford in Medford, Jan. IS. Dr. W. W.

Holt acted as toastmaster. Wives of the members were

guests of the society. .Among those who made after-dinner
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speeches were Dr. R. E. Green of Medford, president-

elect; Dr. E. B. Pickel, Medford, and Dr. D. M. Brower of

Ashland.

Staff President Elected. Dr. M. H. Smith of Astoria

has been elected president of the medical staff of the Co-

lumbia hospital of that city.

Dr. 0. O. Alenderfer has been elected president of the

staff of the Community hospital at Medford.

Wedding. Dr. Darrel C. Bollam and Miss Helen Bernice

Benson, both of Portland, were married in that city,

Dec. 30.

WASHINGTON

Postgraduate Lectures .Announced. The list of lec-

tures has been announced for the annual University of

Washington postgraduate medical course, which is to be

held in Seattle July 10-18. The four speakers are Dr.

Edmund Starr Judd, of the Mayo Clinic, Rochester, Minn.;

Dr. Thomas Addis, professor of medicine at Stanford Uni-

versity Medical School, San Francisco, Calif.; Dr. Karl

Meyer, director of the Hooper Foundation, San Francisco,

Calif., and Dr. Joseph Brennemann, chief of staff of the

Children’s Memorial hospital, Chicago, 111.

Low Diphtheria Death Rate. Dr. E. T. Hanley, Se-

attle commissioner of health, has called attention to a new

record for diphtheria mortality with only two deaths from

this disease during 1929. The record of four diphtheria

deaths in 1928 was the lowest figure for any city of Seat-

tle’s population during the year. This remarkable result is

attributed to stringent quarantine regulations and segre-

gation of germ carriers.

The Smallpox Situation. An increase in smallpox

prevails in all sections of the country. Washington is no

exception. During the first week of January the number

of cases reported was double that of the previous year.

The Public Health League is attempting to stir up interest

in the subject of vaccination. For this purpose it has

sent to all physicians a supply of stickers containing the

slogan, “Smallpox is increasing. Vaccination prevents.” It is

requested that they make use of these on all forms of

communications to their patients.

New Hospital Announced. Final plans have been drawn

and construction is expected to be completed early in the

new year on the $35,000 general hospital at Anacortes.

The hospital project, which was started by the Anacortes

.American League post, has been financed by the sale of

stock to citizens of the community.

Veterans’ Hospital Head Named. Dr. Harry Rubin

recently arrived in Tacoma to assume charge of the United

States Veterans’ hospital at American Lake. He succeeds

Dr. Eugene St. .Antoine. Dr. Rubin was formerly attached

to the Veterans’ bureau at Palo Alto, Calif., as clinical

director.

City Physician Appointed. Dr. William M. Lee, for-

merly connected with the Columbus hospital in Seattle,

has been appointed physician to the Spokane health de-

partment to fill the vacancy caused by the death of Dr.

David H. Ransom.

Coroner’s Aid Appointed. Dr. Allen P. Hughes, of

.Auburn, has been made resident deputy coroner of King
county. He succeeds Dr. M. J. Lacy who is leaving .Auburn.

Aviation Officer Named. Dr. H. A. Earner of Bremer-

ton has been appointed medical officer for aeronautics in

the local district, under the direction of the Department of

Commerce.

President of Staff. Dr. C. A. Veasey, Jr., has been

elected president of the staff of St. Luke’s hospital, Spokane.

Dr. J. W. Henderson of Longview is convalescent from

an operation for appendicitis, performed in Spokane Dec.

26. He was stricken on Christmas day while visiting rela-

tives in Colville.

Dr. George T. Henwood of Deer Park has been con-

fined to a Spokane hospital by a severe illness.

Retires from Practice. Dr. J. W. Straight of Mt. Ver-

non has retired after having spent ten years in practice in

that city. After a trip to California he intends to make

his home in Mt. Vernon. His practice has been taken over

by Dr. Clarence E. Kjos, formerly resident at the Brook-

lyn (New York) Eye and Ear hospital.

Dr. Minnie Burdon of Seattle left recently for Europe,

where she will spend several months in postgraduate study

at Vienna and other medical centers.

Dr. W. M. Karshner of Puyallup, accompanied by his

wife, sailed early in February from New York for a

cruise of the Mediterranean.

Dr. W. I. Firey, formerly of Phoenix, Arizona, has

opened offices in the Brooklyn Building, University district,

Seattle.

Seattle Surgical Society held its annual meeting at Se-

attle, Jan. 17-18. The guest of honor was Dr. Arthur C.

Scott of Temple, Texas, whose work on surgical removal of

cancerous tissues by actual cautery has attracted world

wide attention. He gave several addresses on surgical sub-

jects and conducted a clinic. A clinical demonstration of

patients was also given by members of the society. A ban-

quet at the Olympic hotel culminated the program. Dr.

D. V. Trueblood is president of the society and Dr. Paul

Gunby secretary.

Lewis County Medical Society held election of offi-

cers at a banquet meeting at St. Helens hotel in Chehalis

Jan. 17. The following were chosen: President, H. L. Petit

of Chehalis; vice-president, H. B. Cravens of Pe Ell;

secretary-treasurer. Rush Banks of Centralia.

Clark County Medical Society held the regular month-

ly dinner and meeting at the Evergreen hotel in Vancouver

Jan. 14. Dr. J. Earl Else of Portland, Ore., was the guest

of the society and delivered an address.

Wedding. Dr. Harold J. Greer, of East Stanwood, and

Miss Esther Leola Urstad, daughter of the late Dr. Oscar

Urstad of East Stanwood, were married in Seattle Dec. 26.

IDAHO

Hospital Remodelled. Extensive improvements to the

private hospital of Dr. R. .A. Lower at Priest River have

recently been completed, converting it into a modern insti-

tution with surgical and roentgen-ray facilities of the latest

type.

Hospital at Cottonwood Planned. A committee of

citizens of Cottonwood have recently been engaged in

soliciting funds for the establishment of a modern hospital

in that city. It is stated that the new institution is now
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assured. It will be managed under the direction of St.

Gertrude’s convent, which owns a building that is to be

remodelled for hospital purposes.

South Side Medical Society met in Twin Falls, Jan. IS.

\ scientific program took place. Election of officers for

1930 resulted as follows: President, Dr. W. F. Passer;

vice-president. Dr. H. W. Clouchek; secretary-treasurer,

Dr. H. N. Leete, all of Twin Falls.

Dr. Lelakd Frazier of Rupert has moved to Burley

where he will engage in practice.

OBITUARIES
Dr. H.arold Cedric Bean, Portland, Ore., president of

the State Board of Health and prominent internist, died

at the Good Samaritan hospital following an operation,

aged 40 years. He was bom in Eugene, Ore., in 1889 and

graduated from The Johns Hopkins University School of

Medicine, Baltimore, Md., in 1916. He served with the

Canadian army in the World War, later being transferred

to the American Expeditionary Forces, when the United

States entered the conflict. On his return from France he

practiced for a short time at Happner and subsequently

moved to Portland. He occupied the position of assistant

clinical professor of medicine at the University of Oregon

Medical School.

Dr. Allen Pendleton Noyes, Portland, Ore., died at

the Good Samaritan hospital in that city Jan. 8, following

a prolonged illness, aged 40 years. He was bora in Astoria,

Ore., in 1889 but spent his early youth in Portland. He
graduated from the University of Oregon Medical School in

1912. After several years of postgraduate study in the East

he returned to Portland, where he became associated with

Dr. E. J. Labbe in the practice of obstetrics and gyne-

cology. He was a member of the faculty at his alma mater.

Dr. Menzo B. Mattice, pioneer physician of Sedro-

Woolley, Wash., died at the Memorial hospital in that

city Dec. 25, following an illness of but a few hours, aged

74 years. He was born in Albany, New York, in 1855, and

graduated from Albany Medical College in 1881. He lo-

cated at Sedro-Woolley in 1889 and practiced almost con-

tinually there until his retirement three years ago.

Dr. Albert F. Isham, a pioneer physician of Caldwell,

Idaho, died at his home in Long Beach, Calif., Jan. 7.

He was a graduate of the University of Vermont College

of Medicine, Burlington, Vt., in the class of 1882. He lo-

cated at Caldwell in 1883 as surgeon for the Union Pacific

railroad. He remained in active practice for many years,

at the same time carrying on other business activities. At

one time he served as mayor of Caldwell.

Dr. George Osman Keck, Lapwai, Idaho, for the past

eight years in charge of the sanitarium at the Nez Perce

Indian agency, died suddenly, Jan. 12, aged 54 years. He
was born in 1875, and graduated from Jefferson Medical

College, Philadelphia, Pa., in 1900. He was engaged in sani-

tarium work in the East for several years before coming

to Idaho. He also practiced for several years in Hoquiam,

Wash.

Dr. Daniel R. Coryell, Myrtle Creek, Ore., died at his

home Jan. 2, following a long illness, aged 72 years. He
was bora at Vernon, 111., in 1857, and graduated from

Willamette University, medical department, Salem, Ore.,

in 1883. He had practiced at Myrtle Creek for the past

fourteen years.

Dr. Howard Searight, pioneer physician of Clayton,

Wash., died at his home in Spokane Dec. 29, aged 71

years. He was born in 1858, and graduated from Western

Reserve University School of Medicine, Cleveland, Ohio, in

1882. He had resided in Spokane for the past fifteen years.

Dr. Edwin P. Wallace, retired physician of Cusick,

Wash., died at Spokane Jan. 6, aged 81 years. Since his re-

tirement in 1921 he had resided in Spokane.

OFFICIAL HEALTH PROGRAM OF THE WOMAN’S
AUXILIARY OF THE AMERICAN MEDICAL

ASSOCIATION

I. public hygiene

Fundamentals upon which auxiliary work for improve-

ment of public hygiene should be based:

1. Recognition of the fact that public health work is a

highly technical job, requiring scientific, technically trained

workers. That health work undertaken by lay women with

no knowledge of the public health problem as a whole is

necessarily fragmentary and ineffective.

2. Recognition of the fact that every state, county and

city is entitled to a scientific full-time health department

(organized not to treat the sick, but to prevent disease

and promote health), adequately financed, free from po-

litical domination, and providing continuity of service to a

trained personnel so long as work is efficient.

3. Recognition of the fact that the first and most funda-

mental job for lay organizations like the auxiliary is to

secure such scientific full-time health departments and

adequate health protection in their states, their counties,

their cities or towns.

4. Recognition of the fact that where efficient, full-time,

scientific health departments do not exist (and only about

ten per cent of the rural districts of the United States have

anything approaching adequate health protection), health

activities must be initiated and carried on by volunteer un-

official agencies
;

but that all such work should be so

planned and administered as to serve as stepping stones

toward the full-time official health department, and that

when the full-time official health department, with work-

ers trained for public health work, has become an ac-

complished fact, lay organizations should support and co-

operate with the official workers and should be willing to

take orders from them.

5. Recognition of the fact that no health department,

state, county or city, can do effective work without intel-

ligent cooperation of the public; that such public coopera-

tion depends upon widespread health education; that lay

organizations can do this educational work, and are needed

for it; and that the auxiliary can be one of the most

valuable tools for an official health department to use in

this work, because it can, by its education of the public

concerning official health department’s work and needs, be

the means of gradually eliminating or preventing political

interference with an efficiently working department, and

thus insure to it uninterrupted service.

Most volunteer agencies do not yet realize the wasteful-

ness of their individualistic efforts. One of the first things

the auxiliary should do is to work for a change of attitude

in other volunteer women’s organizations.
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Health officials know that it is not always the work

which makes the greatest emotional appeal to the public

which most needs to be done. Unfortunately most women

do not know this. This is something the doctors’ wives

might well undertake to teach other women.

The National Auxiliary recommends, therefore, that each

State Auxiliary undertake, under the direction and with

the help of the Public Health Committee of the State

Medical Association and of its Advisory Council a study

first of all of the fundamental principles of health promo,

tion and disease prevention; second, of the set-up consid-

ered essential by public health experts for an effective state

health department, of qualifications of personnel, adequate

budget and the like; and, third, of the state health

conditions; that it devise means of acquainting all the

state board members with the result, and that recom-

mendations for educational work by the county auxiliaries

be based upon the conditions found.

In states where all is well and time has developed good

official health machinery and good health conditions, gen-

eral knowledge of the fact will tend to prevent interruption

of the excellent work, and will be a source of satisfaction to

the women of the state.

In those states where there is much yet to be done,

this investigation will indicate what sort of work needs

doing first. For. example:

a. In those states which are not in the Birth Registration

Area, the auxiliaries would without doubt wish to tackle

as their first job the ninety per cent birth registration

problem.

b. In those states in which the state health department

believes the “County Health Unit” to be the solution of

the rural health problem, the county auxiliaries should be

encouraged to take as their chief work such persistent and

widespread education of the public as will gradually create

a general demand for the full-time county health de-

partment.

c. In those states where the rural health work is directly

done, “long distance” by the state health department, the

county auxiliaries, if willing to work, and work under the

directions of the state health department, can carry on in-

tensive local health education work which would be impos-

sible for the state department without intelligent local

cooperation.

To those auxiliaries which agree with these ideas the

committee recommends the following outline of study:

1. Vital statistics. Their value. Compare the vital sta-

tistics of the state with those of other states. Compare the

vital statistics of the different counties of the state. Com-
pare the vital statistics of the cities with other cities in the

state, and in the United States.

2. The State Health Department; its organization and

program: a. For general state work. b. For cooperating

with the counties in improving county health conditions.

3. The value of the Public Health Nurse.

4. The County Health Unit as a possible solution of the

rural health problem.

Community-wide Conditions Which Affect Health

5. Milk: Milk standards, why necessary, what milk

standards your community needs. How are these needs

being met?

6. Housing: Your community housing laws. Housing

conditions as they have developed under these laws and as

they affect health. Improvements needed.

7.

General sanitation and its relation to the death and

morbidity rates. Sewage disposal. Water. Garbage. Flies.

Dust and street cleaning, etc.

n. PERSONAL HYG'ENE

The improvement of personal hygiene in any community
is almost entirely a matter of education. Here again the

auxiliary members must first educate themselves before

they can take a safe part in educating the public. The com-
mittee, therefore, recommends that the auxiliary study

programs shall include such subjects as health promotion,

prenatal care, child welfare, infant and preschool hygiene,

school hygiene, mental hygiene, social hygiene. The advan-

tage to the public of general compliance with health regu-

lations. The periodic health examination. Control of com-
municable diseases.

The entire program should close with a survey of all

the private agencies doing health work in the community,

and a discussion of the possibility and desirability of cen-

tering the direction of all such work in a full-time, scientific

health department, under which the private agencies, while

still maintaining their identity, would work in complete

cooperation.

MODEL HEALTH EDUCATIONAL CENTER
INSTALLED AT EUGENE, ORE.

The beginning of the new year marked the establishment

of a model health educational center for Lane County

and further recognition of Eugene as the center of the

central Willamette Valley. The new center, which was

established through the combined efforts of the Lane

County Medical Society and the Southern Willamette Dis-

trict Dental Society, is located in attractive offices at 865

Olive Street.

The organization, which has been installed by the local

medical and dental professions, follows the model “Oregon

Plan” of local medical and dental organization, developed

by Clyde C. Foley, Executive Secretary of the Oregon

State Medical Society. The type of organization is a com-

bined health educational center for the lay public and a

centralized cooperative business office for the medical and

dental professions. The “Oregon Plan” has worked out so

successfully that it has attracted the attention of many of

the national medical journals, and inquiries from all parts

of the United States are being received in regard to it.

The plan is receiving wide recognition as a model system,

and organizations similar to the Eugene project are being

patterned in many eastern, southern and middle-western

states. The adoption of the plan here indicates the progres-

siveness of Lane County physicians and dentists, inasmuch

as Eugene is the first city of its size in the United States

to have such an organization.

This plan provides a centralized system for caring for

certain business aspects of medical and dental practice

through the official societies of the two professions. An up-

to-date medical and dental society has three functions.

First, the postgraduate education of the physician and den-

tist, which means keeping the busy physician and dentist

abreast of the great progress constantly being made in

medical and dental science; second, the education of the

lay public as to the aims of medical and dental science,

and to an intelligent understanding of the simple rules of
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healthful living, as well as to a sound discrimination be-

tween the scientific methods of the trained physician and

dentist and the unscientific treatments and nostrums of

the charlatan; and, third, the carrying of certain business

services for physicians and dentists which can best be han-

dled by cooperative effort through their own professional

societies.

These three functions, which in many other cities and

states are handled through numerous independent, overlap-

ping organizations and activities, are coordinated w'ith all

services and activities centralized under the official direction

of the medical and dental societies. This has never been

done elsewhere. This society was the first to use this

centralized system. The dentists of the state have recently

joined the doctors in this cooperative organization, which

now serv'es the dental as well as the medical profession

in all its departments. The feature of this new headquar-

ters, in which the public will be most interested, is the free

public health information bureau and reading room. This

bureau makes available a wide variety of reading mate-

rial including health books, magazines, posters and pamph-

lets on such topics as the care of the teeth, posture, play,

diet, annual health e.xaminations, care of the baby, personal

and home hygiene. The bureau also has available many
pamphlets and posters exposing various forms of quackery

and worthless patent medicines.

Another function of this bureau will be to safeguard the

public against charlatans and quacks by supplying bio-

graphic data concerning the training of doctors and dentists

and furnishing lists of members of the medical and dental

societies who are engaged in various special branches of

practice. This information is made available through the

Oregon Medical Blue Book, the official hand-book of the

medical profession of the state, which is published by the

Oregon State Medical Society.

The new public health information bureau is also pre-

pared to consult with governmental officers and welfare

organizations in matters relating to public health. In this

way the knowledge of the trained physician and dentist

will be available to the community to assist in the solution

of its health problems. The bureau will likewise be ready

to assist teachers and schools in planning health instruction

and in supplying materials for school health study. Clubs,

churches and other groups are free to call upon this bureau

for assistance in planning programs of health talks and

motion pictures through a speaker’s bureau, consisting of

members of the medical and dental societies.

The business services of the new medical and dental

headquarters include a collection and credit bureau, in

which the physicians, dentists, nurses and hospitals will

cooperate in maintaining a clearing house of credit infor-

mation
;

an employment registry for nurses, technicians

and office assistants; a professional information bureau,

through which the queries of physicians and dentists re-

garding opportunities for graduate study, the interpreta-

tion of state and federal regulations, etc., are answered;

and a medical and health book and stationery department

which handles medical books and journals, and various

printed forms used in the offices of physicians, dentists

and hospitals.

Within a very short lime a doctors’ and dentists’ day
and night telephone exchange will also be installed. This

will have detailed information as to the whereabouts of

every physician and dentist member and thus make it

possible for the people of Eugene to keep in touch with

their doctors and dentists both day and night every day in

the year. Another function of this emergency exchange will

be to locate and send out the patient’s family doctor in

cases of sudden night emergency. In this way the people

of Eugene will be certain of being cared for promptly in

any extremity which may arise. New features will be added

to Eugene’s health center from time to time, for the whole

organization is most flexible and stands ready to adopt

whatever measures will best fulfill the responsibility of

the organized medical and dental profession to the public.

The new health center will be the official headquarters

of the Lane County Medical Society and the Southern

Willamette District Dental Society and their scientific

and business meetings will all be held here. Officers of the

medical society who have been active in the organization

of the new project are Dr. Irvin R. Fox, President, Dr.

C. D. Donahue, Vice-President, and Dr. Harry G. Talbot,

Secretary. Officers of the dental society who have cooper-

ated with the physicians are Dr. W. E. Moxley, President,

and Dr. Wright B. Lee, Secretary. Eugene also has the

distinction of having three officers in the state medical and

dental associations; Dr. E. L. Zimmerman, Vice-President

of the State Medical Society, Dr. William Kuykendall, who
is a member of the council of the State Medical Society

and state delegate to the American Medical Association,

and Dr. C. B. Willoughby, President of the State Dental

Association.

The new health center will be under the direction of a

committee of physicians and dentists consisting of Drs.

Charles E. Hunt, Chairman, L. S. Kent, retiring President

of the Lane County Medical Society, E. L. Zimmerman,

Wright B. Lee, S. L. Schw'ering, and W. N. Dow of

Springfield. The organization wil be under the general

supervision of Clyde C. Foley, Executive Secretary of the

Oregon State Medical Society. Clarence L. Fitzwater, w'hose

family are old-time Lane County residents, will act as

field representative for the new organization. Maud Van

Carmen will be in charge of the office. The reading room

and public health information bureau will be conducted

under the direction of Mrs. David T. Bauman, a recent

graduate of the scientific department of the state univer-

sity here.

Cystitis Emphysematosa. The four cases of cystitis

emphysematosa in W'omen, with the case histories and essen-

tial observations at necropsy, reported by Ralph G. Mills,

Rochester, Minn. {Journal A. M. A., Feb. 1, 1930), provide

a basis for comparison and analysis, thus making it possi-

ble to detect important etiologic factors. Cystoscopic ex-

amination had been performed in one patient only eighteen

days before death, without the presence of vesicles being

detected, if they existed at the time. Two other patients

had nephritis, and the fourth W'as without urinary symp-
toms of any kind. The presence of marked evidence of
cystitis, both acute and chronic, and of hemorrhage, both
recent and old, indicates conclusively that cystitis had
existed for a considerable period before death. It would be
impossible to decide whether the gas vesicles developed
early or late in the inflammatory process. The author feels

that cystitis emphysematosa should be considered a patho-
logic entity, but it remains to be determined whether or not
it is a clinical condition, and if so of what significance.
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REPORTS OF SOCIETY MEETINGS

NORTH PACIFIC PEDIATRIC SOCIETY
The midwinter meeting of North Pacific Pediatric So-

ciety was held Jan. 25 at Seattle, president W. F. Patrick,

Portland, presiding. Thirty members and guests were in

attendance.

The morning session, at the Children’s Orthopedic hos-

pital, was devoted to scientific papers.

Dr. C. F. Eikenbary of Seattle gave an address, illus-

trated by motion pictures, on the treatment of tuberculosis

of the hip by fusion.

Dr. Herbert Coe of Seattle displayed patients exhibiting

the end-results of cleft palate operations.

Two cases of pachymeningitis hemorrhagica interna were

described by Dr. Norman Clein of Seattle, while Dr. Jas.

W. Rosenfeld of Portland gave the clinical x-ray autopsy

findings in an infant with congenital dilatation of the

uterus.

Dr. D. M. Dayton of Tacoma described his experi-

ences in the use of luminal for the control of infantUe

pylorospasm.

Following a luncheon at Boulevard Inn, at which those

present were the guests of the Seattle Pediatric Society,

the meeting was resumed at the Olympic hotel.

Dr. Arthur Gray of Seattle discussed “The Cause, Symp-

toms and Treatment of High Acid Urines Not True

.\cidosis.”

Dr. E. J. Barnet of Spokane talked on “The Use of

Luminal in Infant Feeding,” his paper and that of Dr.

Dayton being discussed together.

A paper on “Congenital Syphilis, Some Interesting Fea-

tures,” by Dr. C. F. Covernton of Vancouver, B. C., was

read by title.

Dr. Laurence Selling of Portland, a guest of the society,

talked on “Recent Views on Tic,” in which he called at-

tention to the fact that a considerable proportion of these

cases are really organic in nature and are the result of a

previous infection in the region of the striate bodies of

the brain.

A banquet at the Olympic hotel ended the meeting. Dr.

H. H. Skinner of Yakima gave a travelogue, illustrated by

motion pictures, on his recent visit to hospitals and pedia-

tricians in Japan, Russia and Western Europe.

OREGON
POLK-YAMHILL-MARION MEDICAL SOCIETY

Pres., D. R. Ross; Secty., W. W. Baum
Polk-Yamhill-Marion Medical Society held its annual

meeting at Salem, January 7. The following officers were

elected for the year 1930: President, Dr. G. C. Knott, Inde-

pendence; Vice-President, Dr. F. K. Power, Salem; Secre-

tary-Treasurer, Dr. W. W. Baum; Counselors, Drs. F. R.

Bowersox, Monmouth, and H. K. Stockwell, Salem.

The program of the evening was a paper by Mr. Andrew
Miller, Secretary of the Westcoast Bancorporation, Port-

land, on “Investments.”

PORTLAND CITY AND COUNTY SOCIETY
Pres., F. A. Kiehle; Secty., H. P. Rush

Portland City and County Medical Society met at the

Medical-Dental Building auditorium, Portland, Jan. IS.

Dr. J. Guy Strohm delivered an address on the subject

of “Kidney Stone and Allied Conditions.” Dr. Franklin P.

Johnson talked on “Hydronephrosis.” “Some Points in Kid-

ney Pathology” was discussed by Dr. C. H. Manlove.

WASHINGTON

GRAYS HARBOR COUNTY SOCIETY
Pres., H. L. Hall; Secty., K. D. Graham

Grays Harbor County Medical Society held its annual

meeting last month at Aberdeen. The following officers

were elected for 1930: President, E. B. Riley, Aberdeen;

vice-president, A. M. Skarperud, Aberdeen; secretary-

treasurer, L. R. Lightfoot, Aberdeen; censor, J. B. Kinne,

Aberdeen. Representative to State Medical Association an-

nual meeting, A. E. Anderson, Aberdeen; alternate, H. C.

Randolph, Aberdeen

JEFFERSON COUNTY MEDICAL SOCIETY
Pres., J. F. Delaney; Secty., H. C. Miller

A general meeting of Jefferson and Clallam counties so-

cieties was held at the Marine Hospital, Port Townsend,

January 21. Eighteen physicians were present from the

two counties. The following program was presented after

the dinner. The papers read and the cases reported were

by the staff of the United States Marine Hospital.

“Gonorrhea, Some of Its Effects.” Dr. Ralph Gregg.

“Syphilis, Incidence and Effects.” Dr. Paul W. Spickard.

“Pulmonary Lesions, with Brief Discussion of Typical

Cases Illustrated by Roentgen Rays.” Dr. Harold D.

Lyman.

“Appendicitis. Findings in Fifty-nine Consecutive Cases

with Pathology Confirmed by Laboratory Findings.” Dr.

O. H. Cox.

KING COUNTY MEDICAL SOCIETY
Pres., B. T. King; Secty., H. L. Goss

A general meeting of King County Medical Society

was held in the auditorium of the Medical-Dental Building,

Seattle, Jan. 6, with President B. T. King in the chair.

Abount one hundred fifteen members were present. Min-

utes of the meeting of Dec. 2 were read and approved.

Applications for membership were received from the

following: J. L. Ash, J. W. Baker, A. L. Balle, R. B.

Bramble, L. H. Edmunds, C. M. Helwig, G. M. James,

R. H. Loe, J. K. Martin, J. W. McDowell, F. E. Parsley,

V. W. Ritter, D. J. Thorp and J. N. Wilkinson.

Reports were received from the chairmen of the follow-

ing committees: Program, membership, entertainment, pub-

licity, legislative, welfare, pathology, city health, bulletin

advisory, location advisory, university extension, ethics,

hospitality. On motion these reports were accepted as read.

The secretary-treasurer gave a report on the income

and expenditures of the society for the past year, including

its assets and liabilities. The report was duly approved and

accepted. Dr. King gave his report as retiring president.

Dr. George E. Price delivered a paper on “Epidemic

Encephalitis, Ten Years After.” The disease at present is

mild compared to the epidemic of ten years ago. The symp-

toms were classified. There is a marked predominance of

the motor symptom group, the Parkinsonian syndrome

constituting over half the cases. A group of patients were

exhibited, illustrating the principles under discussion.

A letter was read from Fire Marshall Lang relative

to the ordinance forbidding the use of inflammable roent-
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gen-ray films. A motion was passed that the president ap-

point a committee to take up with Fire Marshall Lang the

matter of their storage.

Dr. Karl Meyer, professor of bacteriology, University of

California, was introduced. He presented observations made

during a four month’s visit to Europe, while making a

sur\-ey of public health activities. In Great Britain health

ofi&cers are considered the medical leaders. Health activi-

ties are much superior to those in the United States.

Germany b spending large sums on pubUc health service

with a vast corps of trained workers, while Austria is

doing the same with borrowed money. In Italy marvelous

changes are being made in behalf of the improved health

of the people. Results of such efforts were cited. Undulant

fever as seen in this country is different from that in

the Mediterranean. It is found mostly in rural districts.

Opinions differ as to the value of vaccine. Dr. Meyer
stated that medical instruction is dead in Vienna, while

London, Berlin and Switzerland present vastly more ma-
terial and teachers.

The following officers were elected for 1930: President-

elect, D. J. McCurdy; secretary-treasurer, A. J. Bowles;

trustees, G. C. Miller and J. T. Whitty.

PIERCE COUNTY MEDICAL SOCIETY
Pres., C. F. Engels; Secty., W. B. Penney

The regular meeting of Pierce County Medical Society

was held in the Washington Building, Tacoma, December

10, 1929. Dr. C. F. Engels in the chair. Minutes of the

last two meetings read and approved.

Dr. D. H. Bell demonstrated an audiometer and spoke

of its value and use in hearing tests. Discussion by Drs.

A. E. Hillis, A. W. Howe and C. V. Lundvick.

A paper on “Sodium Amytal, Its Use in Surgery,” was

presented by Dr. James H. Eagan, who gave a report on

cases in which it had been used at St. Joseph’s Hospital.

His conclusions were that it is valuable both from the

standpoint of the anesthetist and of the patient. This paper

was discussed by Drs. L. J. Hunt, G. E. Griffith, W. B.

Penney, C. F. Engels and A. W. Howe.
Miss Helen Wilcox, E.xecutive Secretary of the Public

Health League, gave a talk on the work of the League and
the problems confronting it in the future.

SKAGIT COUNTY MEDICAL SOCIETY
Pres., W. L. Jackson; Secty., W. N. Hunt

Skagit County Medical Society has elected officers for

the ensuing year as follows: President, W. L. Jackson,

Burlington; vice-president, R. W. McKinley, Burlington;

secretar>’-treasurer, W. N. Hunt, Burlington. S. W. Hol-

ton of Sedro-Woolley was named delegate to the State

Medical .Association meeting.

SPOK.ANE COUNTY MEDICAL SOCIETY
Pres., Carroll Smith; Secty., R. M. Schulte

Spokane County Medical Society held its annual meet-

ing and election of officers at Spokane, Jan. 17. Dr. Carroll

Smith, retiring president, occupied the chair.

Officers for 1930 were elected as follows: President,

C. B. Ward; president-elect, William Pennock; secretary,

Robert P. DeRiemer; treasurer, E. L. Reger; board of cen-

sors, E. S. Jennings. R. E. .Ahlquist and C. M. .Ander-

son. The board of trustees is composed of R. G. Andres,

George .Anderson, Carroll Smith, J. G. Cunningham and

Frederick Whitaker.

W.ALLA WALLA V.ALLEY MEDICAL SOCIETY
Pres., J. T. Rooks; Secty., C. J. Johanneson

Walla Walla Valley Medical Society held its monthly

meeting at the Marcus Whitman hotel, Walla Walla, Jan. 9.

The meeting was largely attended, including the follow-

ing doctors from Spokane who arrived by airplane: E. J.

Lawrence, A. M. Codd, C. B. Ward, E. P. Condon, J. W.
Windell, R. E. Shanks, George Hoffman, George Anderson,

Joseph Aspray and W. E. Grieve. A banquet preceded the

meeting of the society.

Dr. C. B. Ward of Spokane gave an address on “Tumors

of the Lips, Both Benign and MaUgnant.” He recommend-

ed roentgen ray and radium in preference to surgery for

treatment because practically no scars and deformities re-

main and results obtained are equally as good as from

surgery. Motion pictures illustrated cases before and after

operation.

Dr. A. A. Matthews of Spokane read a paper on “Meth-

ods of Treating Varicose Veins.” He featured particularly

the injection treatment, calling attention to the rapid heal-

ing of varicose ulcers of the lower extremities after this

form of treatment.

Dr. J. W. Ingram of Walla Walla discussed “Prostatect-

omy with End-results.” He reviewed twenty cases he had

treated during the past two years. He emphasized the im-

portance of adequate examination and study of the case

before operation.

BOOK REVIEWS

Edited by KENEL.M WINSLOW, M.D.

Synopsis of the Practice of Preventive Medicine. .As

Applied in the Basic Medical Sciences and Clinical In-

struction at the Harvard Medical School. Cloth. 194 pp.

Harvard University Press, Cambridge, Mass, 1929.

The chief object of the book is to give the medical

student information concerning prevention of disease in

the individual in connection with his various courses from

the beginning in the basic medical sciences to the later

work in the main clinical subjects and specialties. As

Edsall has noted in his introduction, instruction is now

given in special departments teaching preventive medicine

applied to the mass of people (Department of Public

Health), but teaching prevention of disease in the indi-

vidual has not entered hitherto sufficiently into the curricu-

lum of all the departments in the school. This volume is

intended as a textbook in embryo for suggestions are

asked for, and the whole book is interleaved with blank

pages for notations leading to its improvement.

The object of the book is unquestionably desirable and

laudable but the result is very disappointing, to say the

least, as a textbook or even synopsis for general use in

medical schools. Each of twenty different departments in

the medical school has contributed its quota to the making

of the book, apparently without taking much account of

what the other nineteen supplied. This has resulted in in-

numerable duplications and reduplications of matter in

the text. Typhoid fever may be taken as an example,

although like instances occur throughout the book, which
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is discussed by the bacteriologist, internist, pediatrist, etc.,

all with the same viewpoint, prevention of disease. There

is in consequence constant repetition.

The teaching is mostly very brief, fragmentary and in-

complete, and sometimes contradictory, as when one de-

partment insists that vaccination should be done by mul-

tiple puncture and the other by oldtime scarification.

Moreover, it is impossible to discuss a subject meticu-

lously and thoroughly when one knows a number of

others are going to touch more or less casually on the

same topic. Nobody feels great responsibility for the result.

Then, when a subject is so divided among twenty dif-

ferent contributors, omissions must occur, and they have.

This is noticeable in the most important matter of pre-

vention of cancer. No notice has been taken of precancerous

conditions of the breast. Under dermatology the danger of

malignancy in pigmented moles, keratoses and Paget’s

irritation of the nipple are omitted, but some allusion is

made to the matter under surgery. The subject of preven-

tion of cancer should be treated as a whole by one au-

thority, as Bloodgood has been doing for over a decade.

In works by many authors the chief fault is inequality in

ability, style and sense of proportion. The space allotted

should depend upon the value of the subject. Harvard has

certainly a model of what such a work should be in

Christian’s Oxford Medicine, so admirable in uniformity of

style, in high levels of contributions, and in proper allot-

ment of space to the importance of the subject.

The most distinguished living surgeon in this country

today facetiously remarks that, “You can tell a Harvard

man anywhere, but you can’t tell him much.” As the

reviewer is a Harvard graduate of the days when J.

Collins Warren operated in a long blue frock coat with

brass buttons, he may be permitted to do a little telling

in the way of suggestions about this book. First, all impor-

tant subjects should be discussed in a single section under

a single department, and references to this subject be made
in the text by other departments, instead of discussing it

all over again. Second, all the infectious diseases should

be included under medicine, and the whole matter of

cancer of all parts of the body be considered under surgery

because it becomes surgical when discovered. Third, it

would simplify the book very much, if the matter now
included under anatomy, physiology, parasitology, pharma-
cology, physical diagnosis and syphilology were omitted

under these headings and were incorporated under the major

clinical subjects, where they naturally belong when ap-

plied in practice. Fourth, the entire book should be re-

vised by one man after securing all available data from
each department and each department read what all the

others have contributed. The authors of the matter from
each department should sign their names to their articles,

giving them more authority and making the writers re-

sponsible for the statements in the text. All matters are

now synonymous, which is not surprising. The book
would probably be much improved if such responsibility

existed.

Whether sexual hygiene is purposely omitted because of

the relics of puritanism lurking in the classic shades of

Harvard is uncertain, but it seems a great mistake as

incalculable damage is done to persons through ignorance

of the same. The reviewer was as ignorant of the subject

as a four months’ fetus, when he graduated from medi-

cal school.

There remain a few minor criticisms to be noted. On

page 65 the use of agar is discouraged as “roughage,” a

rather rough description of a jelly. Concerning periodic

health examinations it is emphasized that early diagnosis

is essential. In fact, this is the very essence of preventive

medicine and should be stressed throughout the book.

But in a nation-wide periodic health examination the very

men who should do the work, owing to their ability,

would probably be excluded by politics and there would

be great danger of unduly alarming the people if these

examinations were done by inexperienced men, as was so

often the case in heart examinations in the army in the

late war. Physicians should encourage such examinations

among their own patients and families.

Under spinal anesthesia the statement that it is pro-

duced “in the lower part of the trunk and legs” should

be changed to below the diaphragm. It is ideal for opera-

tions on the gallbladder or stomach in many cases. Also

its great advantage in operations for intestinal obstruction

should be noted in preventing drowning of the patient

on the table, or the production of pneumonia from flooding

of the lungs by antiperistalsis, as lately pointed out by

William Mayo. The discussion of many subjects is omitted

or too brief. That of focal infections in the sinuses, teeth,

tonsils, prostate and cervix is most important. The de-

partment of gynecology occupies but little over a page and

devotes but seven lines to prevention of cancer. The symp-

toms and differential diagnosis of cancer of the cervix and

fundus should be briefly but clearly described, and the

many cases where a useless uterus should be removed,

when a positive diagnosis of cancer of the body is prob-

able from a symptomatic standpoint, but can only be dem-

onstrated by the pathologist.

The prevention of food poisoning should be considered,

especially milk. Under pediatrics it is stated that bovine

tuberculosis can readily be excluded in certified herds.

Perhaps, theoretically, but practically never, as we have

found over and over again, and as was demonstrated at

the celebrated farm at Montclair. Also it is stated to be a

“great question whether to use raw, boiled or pasteurized

milk” for infants. This reminds one of Hamlet’s “to be

or not to be, that is the question,” because by boiling

milk there will be no question as to being or living. De-

ficiency diseases should be treated as a whole under a single

department and allergy also in asthma, etc.

Taken as a whole this volume, even as a synopsis, is

altogether too sketchy, incomplete and unsystematic as a

textbook representing one of the great medical schools of

the world. One sympathizes readily with the editor who

denies this to be a textbook but only a depository for

emphasizing points in the curriculum of the Harvard Medi-

cal School. Dean Edsall, on the other hand, in his intro-

duction, hopes the book will “prove useful in this and

other schools” as “a small collective textbook of preven-

tive medicine.” Heaven forbid! But as criticism has been

freely asked, it is as freely given. The book can be enor-

mously improved, as at present it seems but a collection of

rather casual, random, incomplete suggestions from twenty

different departments of the medical school, none of which

was sufficiently interested to see that the result reflected
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credit upon the institution. Compared to the numerous

textbooks of many of the teachers in the school it is indeed

a travesty. It seems wholly unnecessary, with the aid of all

departments of the great Harvard Medical School, that

such an undertaking should require outside assistance to

produce a wholly admirable textbook on a subject which

chiefly depends on large clinical experience of able men and

knowledge of well proved scientific medical facts. This criti-

cism is authorized by our motto, “Veritas.” Winslow.

Sterilization for Human Betterment. A Summary of

Results of 6,000 Operations in California, 1909-1929.

By E. S. Gosney, B.S., LL.B., and Paul Popenoe, D.Sc.
Cloth. Price $2.00. 135 pp. with .Appendices. New York.
The Macmillan Co., 1929.

This monograph deals with the subject of sterilization

in all its aspects, compulsory sterilization of the insane

and mental defectives, of criminals and voluntary. In the

state of California there have been 6,255 ofiicial steriliza-

tions in the last twenty years, three times as many as in all

the rest of the states, so that this summary of results

and conclusions is of value, especially since the research

has been in charge of so eminent and well qualified an

authority as Mr. Popenoe.

It is interesting to know that Washington adopted an

eugenic sterilization law in 1909 which has been in effect

ever since but has been virtually unused, there being only

nine official sterilizations to date. This is practically the

same story in most of the other states, although interest

has been revived in carrying out the law, particularly in

Kansas, Oregon, Nebraska, Minnesota and Wisconsin.

All aspects of this problem are thoroughly and inter-

estingly covered and the usual objections to sterilization

answered convincingly. The importance of this problem is

obvious, when we consider that conservatively speaking,

four per cent or 4,800,000 of the people of the United

States will at some time in their lives need the care of an

institution for mental diseases for some form of insanity.

When in addition we consider the great mass of feeble

minded, anything that can be done, which is sanctioned

by good sense and good morals to prevent this accumula-

tion of common misery and degeneration, demands some

attention. One of the most interesting parts of this book

is that which deals with voluntary sterilization for per-

sonal, social or eugenic reasons in those who are not in

institutions.

The appendices contain a bibliography, several original

papers and discussions and a summary of the state laws

and supreme court decisions. This book should be of in-

terest not only to the student of sociology and eugenics

but to anyone who is interested in the problem of human

betterment. Hepler.

The Neck. By Percy D. Hay, Jr., M.D. With Intro-

duction by Henry K. Pancoast, M.D. Annals of Roent-
genology. Edited by James T. Case, M.D., Ex-President

of The .American Roentgen Ray Society. Volume 9.

104 pp. $8.00. Paul B. Hoeber, Inc., New York, 1930.'

This is a very interesting volume in that it deals par-

ticularly with the soft tissues of the neck, a subject which

has been practically overlooked in the regular texts. There

has been a careful study of the normal soft tissue shadows

of the neck in various age periods as well as a comparative

study between the sexes.

The book is profusely illustrated, showing the conditions

which can be diagnosed by the rather simple but careful

technic used by the author. Among such are retropharyn-

geal abscess, various malignant and benign growths of the

larynx and pharynx, ulcerations, diverticula and foreign

bodies. Such a careful study of even a small portion of the

body cannot help but aid in diagnosis and this book

should be read by every radiologist. H. B. Thompson.

The Blood Picture and Its Clinical Significance. (In-

cluding Tropical Diseases.) A Guidebook on the Micro-

scopy of Blood. By Professor Dr. Victor Schilling,

Physician-in-Chief, The First Medical University, Chari-

te, Berlin. Translated and Edited by R. B. H. Gradwohl,
M.D. Director of the Pasteur Institute of St. Louis,

etc. Seventh and Eighth Revised Edition. With 44 Illus-

trations and 4 Color Plates, 408 pp. $10.00. The C. V.

Mosby Company, St, Louis, Mo. 1929.

This is an excellent and exhaustive treatise on the mi-

croscopic examination of the blood. The first part deals

with technic and contains very valuable descriptions of

the steps in all the examinations that are of practical

value. In the second part the author takes up the theor>^

of the blood picture and carefully describes the morphology

of the various cellular elements as found in normal and

pathologic conditions. Much attention is given to the dif-

ferential leucocyte count and the diagnostic and prognostic

significance of the nuclear changes in the neutrophiles with

descriptions of the “regenerative shift” and “degenerative

shift.” The different types of leucocytes and their signifi-

cance are explained. The “hemogram” is an outline of the

blood picture, giving the relative number of the various

types of cells so arranged that any “shift” from the normal

is readily apparent. Numerous hemograms appear through-

out the book illustrating the blood picture under discussion.

The different anemias and leukemias are described and

the differential diagnoses given. One section deals with the

blood picture of the infant and child as compared with that

of the adult.

The third part gives fundamental principles for the clin-

ical use of the blood picture, discussing blood pictures of

special diagnostic importance and the clinical, symptomatic,

and prognostic interpretation of the hemogram. The last

part gives a large series of selected cases, illustrating the

practical use of the blood picture and the hemogram. The

book is a valuable addition to the physician’s libran,-.

Magnusson.

Research and Medical Progress and Other Addresses.
By J. Shelton Horsley, M.D., Attending Surgeon, St.

Elizabeth’s Hospital, Richmond, Va. 208 pp. $2.00. The
C. V. Mosby Company, St. Louis, 1929.

Anyone familiar with the author’s contributions to the

field of surgery will anticipate pleasure and satisfaction in

reading these essays. They deal with various subjects in

the realm of medicine and surgery and each offers fascinat-

ing reading. The topics are suggestive, as “The Ideals of the

Surgeon,” “Shall Surgeons Tell the Truth?” and “Politics

and Medicine.” Each is a brief contribution offering food

for thought that is well worth the brief period required

for reading.
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Pathogenic Microorganisms. A Practical Manual for Stu-

dents, Physicians and Health Officers. By William Hal-

lock Park, M.D. Professor of Bacteriology and Hygiene,

University and Belleveue Medical College, etc.. New York
City. Anna Wessels Williams, M.D., Assistant Director

of the Bureau of Laboratories of the Department of

Health, and Charles Krumweide, M.D., Assistant Director

of the Bureau of Laboratories, etc. Ninth Edition, en-

larged and thoroughly revised. With 21 Engravings and
9 Full-page Plates. 819 pp. $6.50. Lea & Febiger,

Philadelphia, 1929.

This book needs no introduction to the general practi-

tioner, since it has been one of the most reliable te.xt-books

in the market for some years. In this edition part one deals

with general bacteriology and the study of bacterial moulds

and yeasts. Part two considers the individual study of the

pathogenic organisms, while part three discusses applied

bacteriologic treatment and study of applied sanitation.

The chapters dealing with the pathogenic cocci are particu-

larly good, especially those discussing the pneumococcus and

streptococcus. This book in its present edition is better

adapted to bacteriologic and laboratory workers than to

the general practitioner. Nickson.

A Textbook of Physiology for Nurses. By William
Gay Christian, M.D., Professor of Anatomy, Medical
College of Virginia and Charles C. Haskell, BA., M.D.,
Professor of Physiology and Pharmacology, Medical
College of Virginia. Second Edition, 153 pp. $2.00. The
C.V'. Mosby Company, St. Louis, 1929.

A knowledge of physiology is essential for all who deal

with human ailments, including nurses as well as physicians.

This volume presents the essentials of this subject in pleas-

ing form, stated concisely. Chapters devoted to circulation,

respiration, functions of different organs, as well as the

special senses offer an opportunity to familiarize one’s self

with the fundamental principles existing in physiology. If

a nurse absorbs the information contained in this small

volume she will possess a working knowledge of this

subject.

Handbook of Bacteriology for Nurses. By Harry W.
Carey, .\.B., M.D., Former Assistant Bacteriologist, Ben-
der Hygienic Laboratory, New York, etc. Third Re-
vised and Enlarged Edition. Illustrated with Forty-three
Engravings and One Colored Plate. 282 pp. $2.25. F.
A. Davis Company, Philadelphia, 1930.

The author states that this enlarged volume is intended

not only as a text but for reference as well. Bacteria are

classified according to their morphology and biology. The
principles of infection, immunity and allergy are explained

concisely and with clearness. Pathogenic bacteria are de-

scribed individually as to their morphology, distribution,

infection and treatment. Essential facts are presented. This

volume should be of value to all nurses seeking information

on this subject.

The Surgical Clinics of North .America. (Issued serially,

one number every other month.) Volume 9, Number 6.

(Lahey Clinic Number—December, 1929.) 188 pages

with 51 illustrations, and complete Index to Volume 9.

Per Clinic year (February, 1929, to December, 1929.)

Paper, $12.00; Cloth, $16.00. Philadelphia and London:
W. B. Saunders Company.

This number contains reports on anesthesia, gastroenter-

ologj', medicine, orthopedics, urology, ear, nose and throat.

Eight contributors discuss various phases of thyroid dis-

eases. Lahey calls attention to the distinction between ac-

tivating and apathetic thyroidism. The activating form is

familiar to ev'eryone on account of its obvious symptoms.

The apathetic patient, on the other hand, does not exhibit

the flushed, anxious and agitated condition of the former.

There may be little tremor and a relatively low metabolic

reading. It is frequently associated with cardiac decom-

pensation, producing the picture termed “thyrocardiac.”

Sise gives his impression of the anesthetics, sodium amytal

and avertin. The former is quite well known to the pro-

fession. The latter, tribromethylalcohol, a German prepara-

tion, is administrated by rectum. The patient may be

sound asleep within two minutes, more commonly, how-

ever, taking five to ten minutes. There is a fall in blood

pressure and the pulse slowed. Respiration is depressed

and there is muscular relaxation. .Anesthesia is prolonged

but less so than with amytal. The writer thinks that either

of these is suitable for light anesthesia or preliminary-

narcosis but they are unsuitable for deep anesthesia. Many-

other interesting subjects are discussed.

The Medical Clinics of North America. (Issued serially,

one number every other month.) Volume 13, No. 3.

(New York Number, November, 1929.) Octavo of 272

pages with 58 illustrations. Per Clinic year, July, 1929,

to May, 1930. Paper, $12.00; Cloth, $16.00 net. Phila-

delphia and London: W. B. Saunders Company.

Many interesting medical subjects are reviewed in this

volume. Harris considers social aspects of otosclerosis, call-

ing special attention to its familial characteristics. He

quotes a family of four generations, all of whom had

impaired hearing, most being of a pronounced character.

There is disagreement as to the pathology of this condi-

tion but all are agreed as to its being incurable, although

it has been intensively studied from various angles. Bul-

lowa discusses the serum treatment of the pneumococcus

pneumonia. He lists fourteen types of the disease, citing

cases of several forms successfully treated by suitable

serums. Caro and Riordan describe cases of varicose ulcers

and eczema of the extremities cured by the injection treat-

ment of the varicose veins. Many other instructive chnics

are reported.
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MANAGEMENT OF OCULAR '

EMERGENCIES**

James M. Patton, M.D.

OMAHA, NEB.

The general discussion of ocular disease may

offer little that is of interest to the man in general

practice but occasionally emergencies arise in con-

nection with the eye which must be met, and as

the vision of the patient often hangs on whether

the emergency is properly met, the consideration

of this subject is not out of place. Blindness is a

terrible affliction and the responsibility for its pre-

vention often lies with the family physician.

INJURIES

The large proportion of ocular emergencies arise

from injuries of various types. Corneal abrasions,

wounds from impacted foreign bodies and super-

ficial burns usually heal promptly with little or no

resulting opacity, but occasionally an apparently

innocent wound becomes infected or is infected at

the time of injury and the cornea is damaged or

lost from what seemed like a very insignificant

lesion. All corneal wounds should be considered

serious until they prove themselves otherwise by

healing and only then can the physician relax his

vigilance. The prompt removal of any foreign sub-

stance, frequent irrigations with boric or normal

salt solution, hot fomentations to promote cell re-

pair and a light dressing should be used in all cases

* Read before the Thirty-Seventh Annual Meeting of
Idaho State Medical Association, Lewiston, Ida., July
.^-S, 1929.

* From the Department of Ophthalmology, University
of Nebraska Medical College.

where the epithelium is broken. The lacrimal drain-

age system should be carefully inspected. If there

is a history of chronic watering, the tear sac should

be explored and if infected should be destroyed

or removed at once. If this is impractical, measures

should be taken to render it as free from danger as

possible. The patient should be impressed with

possible seriousness of the condition and his co-

operation secured. Any suggestion of infiltration

at the base or margins of the wound should be

taken as a danger signal and the patient referred

to some one familiar with the management of

corneal infections.

Chemical burns of the cornea are relatively fre-

quent, due to the wide spread commercial and do-

mestic use of these agents. Many of the common

acids used in manufacturing operations, battery

fluids, refrigerating solutions, especially ammonia,

lime, concentrated lye, cleansing powders, and anti-

septics are immediately destructive to corneal tis-

sues. The laity should be frequently reminded of

this fact and “danger” notices should be attached

to all containers of caustic chemicals. The cauter-

izing action of these agents, whether phenol, alka-

line or acid, is minimized or even neutralized en-

tirely by profuse irrigation with water. But the ir-

rigation must reach the chemical. Merely splash-

ing water on the closed lids is of little or no value.

If the irrigation is done properly, the danger may

be over by the time the physician reaches the

patient.

A guarded prognosis should be given even in

apparently mild chemical burns, as there is no way
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of determining the extent of tissue injury at the

first examination.

Blood in the anterior chamber, hyphemia, wheth-

er spontaneous or the result of external violence,

is always alarming to the patient and should be

given prompt attention. Usually if traumatic in

origin and if there is no penetration of the globe

or secondary increase of tension, a double bandage

with the patient quiet in bed will usually clear up

the vision in a few days. If the hemorrhage is the

result of a blow, the possibility of retinal rupture

or detachment must be considered and the quiet

and double bandage continued until the physician

can satisfy himself that the retina is intact, and

even then the patient should be cautioned against

stooping or straining for a week or so longer.

Penetrating wounds of the eye, whether with or

without an intraocular foreign body, are grave

emergencies and should be given most careful at-

tention. If the penetrating agent is probably with-

in the eye, prompt measures should be taken to

localize it with the aid of the roentgen ray, if this is

available, and if the foreign body is magnetic in

character, an attempt should be made to remove it

as soon as possible. If it is nonmagnetic, that is,

glass, copper, tin, etc., it is sometimes better to

leave it alone than to attempt its removal. Heavy

objects such as B.B. shot or small chunks of lead

usually cause so much irritation that the eye must

be removed anyhow but even this need not be done

at the first examination. Unless the foreign body

has so completely destroyed the eye that there is no

possible chance of giving any sight, the patient

usually appreciates any effort on the part of the

physician to preserve what sight there is left or

even to avoid removing the globe. It is usually best

not to advise radical measures until we are sure

that everything has been done within the realm of

safety to keep the eye.

If we are quite sure that the object causing pene-

tration is not within the eye but has been caused

by a knife, wire, etc., if the patient can be sent to

some one who is specializing in the diseases of the

eye, it is perhaps the most conservative thing to do.

Wash out the conjunctival culdesac wdth a mild

antiseptic such as 10 per cent argyrol or 1 per cent

mercurochroine, apply a double protecting bandage

to put the injured eye at rest, and warn the pa-

tient against strain of any sort and refer as

promptly as possible.

If, on the other hand, it is not practical to send

the patient to an oculist, it does not relieve the

general practitioner of the responsibility of doing

what he can to save the eye. If the patient is an

adult, the eye can be anesthetized, first, by dropping

in a few drops of three per cent cocain which will

usually enable the patient to allow a thorough in-

vestigation of the wound. Nervous patients and

children should be given a general anesthetic. If

it is a clean perforation of the cornea or sclera

without any prolapse of intraocular structures, cau-

terization of the wound with trichloracetic acid, a

double bandage, rest in bed and general treatment

mentioned later is probably all that will be neces-

sary. If there is vitreous or uveal prolapse, anesthe-

tization should be more complete, accomplished by

carefully touching the operative field several times

with a small cotton applicator moistened with ten

per cent cocain.

When the area is quite insensitive, a sliding con-

junctival flap should be prepared, with the sutures

in place. The prolapse and adjacent tissue should be

cauterized with trichloracetic acid applied carefully

on a small finely drawn out cotton applicator, the

prolapse grasped with fine forceps, drawn out slight-

ly, and excised as close to the cornea or sclera as

possible. The wound is again cauterized with tri-

chloracetic acid and covered with the previously

prepared conjunctival flap. Mercurochrome (1 per

cent) or argyrol (10 per cent) is then instilled in the

culdesac, a double bandage applied, and the patient

put to bed. If from the history or appearance of

the wound there is a possibility of an intraocular

foreign body, a localizing roentgenogram should

be taken.

If you have access to a roentgenogram operator

who is accurately familiar with one of the geometric

methods of localization, an exposure should be made
at once. If, on the other hand, the geometric method
is not available or if there is any question of the pa-

tient being able to cooperate, contact localizers

should be applied to the conjunctiva as close to the

upper and lower corneal limbus as possible. Small

open rings of No. 26 suture wire may be clamped onto

the conjunctiva or, what is probably better, a small

loop of the wire or a thin sliver of sheet lead may
be clamped onto a silk suture, the needle passed

through a fold of the conjunctiva as close to the

cornea as possible, and the opaque substance drawn
tight against the conjunctiva and the suture tied.

An anteroposterior and transverse exposure should

then be taken, the localizers showing the exact

position of the upper and lower corneal margins
and the position of a foreign body easily and ac-

curately determined from these two known points.
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If a magnetic foreign body is located within the

globe, the patient should be referred to an oculist

who is familiar with the technic of removing foreign

bodies with the electromagnet.

If we could be sure that the agent causing the

wound was sterile, we would be relieved of much

anxiety but this very rarely is the case, so the

eye must be treated as though it was infected.

With this in mind, the patient should be given

rather large doses of sodium salicylate (from ninety

to one hundred and twenty grains to the average

adult per day), mercury by inunction and foreign

protein intramuscularly.

SYMPATHETIC OPHTHALMIA

If the patient is free from pain, it is perhaps

just as well not to disturb the eye until after the

second day, although a careful removal of the

dressing and the administration of a drop or two

of a mild antiseptic would probably do no harm

after the first twenty-four hours. If there is no in-

fection, the wound will heal up promptly and in a

very few days the patient will be practically free

from danger. On the other hand, if the eye stays

red and is tender or if there is evidence of intra-

ocular infection on ophthalmoscopic examination,

then the question of a possible sympathetic opthal-

mia must be considered. Even if the eye is quite free

from congestion, the remote possibility of sympa-

thetic ophthalmia should be explained to the pa-

tient who must assume the responsibility for keep-

ing the globe. Most patients have rather inexact

memories so it is better to write out your opinion

and give it to the patient in order that he can refer

to it from time to time both for his good and your

protection. In every case the patient should keep

in close touch with his family physician and report

at once, if the eye is at all congested or tender or

if there there is any reduction of vision. This is a

most treacherous condition and considerable dam-

age may be done to the good eye before the patient

is aroused to the fact that there is much the matter.

PROTECTING GLASSES

This brings up the question of protection. In

every case where an individual has but one eye or

where through his occupation he is exposed to

flying objects as are carpenters, machinists, stone

workers, etc., he should be strongly urged to wear

protecting glasses. In our experience fully ninety

per cent of the injuries which affect the eyes

would have been prevented, if the patient had been

wearing suitably fitted protecting spectacles at

the time.

The objection is raised that the glass of the

spectacle may be broken and thus injure the eye.

This is a very rare accident and for every eye that

is injured by broken spectacles, there are literally

thousands saved from injury by their use, and

usually the force which is sufficient to break the

glass would destroy the eye completely, if it were

not for the protection afforded by the lense. How-

ever, the danger from broken spectacle glass can

be entirely eliminated and the protective value of

the lens greatly increased by the use of the so-

called “laminated” or “nonsplintering” glass. This

consists of two sheets of optical glass held together

by a transparent binder which holds the fragments

together in case the lens should be cracked by a

flying object.

PURULENT OPHTHALMIA

Turning now to these emergencies which are not

due to external violence, perhaps a gonorrheal in-

fection of the eye either in the new-born or the

adult causes as much anxiety as any of the condi-

tions that we meet with. As a rule the laity are

fairly well informed as to the danger associated

with this condition and report promptly if they

suspect an infection. Nevertheless, occasionally we

see advanced cases at the first examination.

It is not so very long since an infection of this

character, especially in an adult, was looked upon

with the gravest concern. Partial or complete de-

struction of the cornea was not an unusual thing,

even when treated by those with the most experi-

ence. Within the last few years this danger has

been greatly minimized through the use of intra-

muscular administration of foreign protein. Of

course, with this treatment the local care of the

eye must not be disregarded. Frequent irrigations

sufficient to keep the eye free from discharge, a

local antiseptic such as one per cent mercurochrome

which is perhaps the best, or ten per cent argyrol,

instilled every three or four hours and the applica-

tion of a neutral ointment to the edge of the lids

to prevent adhesions from the sticky pus, should be

used in every case.

If but one eye is involved, the well eye should

be protected with a suitable shield, preferably one

of transparent celluloid (used roentgen-ray film

from which the emulsion has been removed by dip-

ping in hot water does very well, and is always

available), made into a flat cone as described by the

author {Journal A. M. A., Sept. 24, 1927, Vol. 89,

p. 1058), cut to fit the patient’s face and fastened

in place with collodion or adhesive tape. This al-

lows the patient to get about and permits frequent
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examinations for evidence of infection. These mea-

sures are important, but we are convinced that

the careful use of foreign protein is the most po-

tent agent we have found in the treatment of this

condition. It is our custom to use boiled milk,

ranging from to 3 c.c. in the newborn to 5,

10, or 15 c.c. in the adult, according to weight and

resistance.

Other foreign proteins may be equally good,

such as diphtheritic antitoxin or antityphoid vac-

cine but milk is always available and gives excel-

lent results. It is our custom to take rather new

whole milk, boil it for five minutes in a double

boiler, allow it to cool to body temperature and

then inject it rather deeply into the gluteal muscles.

In some instances a very marked improvement in

the condition of the eyes can be noted in twelve

hours after the administration of the protein. It is

our experience, however, that the treatment must

be continued for several days, even though the

symptoms have apparently subsided. The applica-

tion is usually repeated in eighteen to thirty-six

hours, based on the local improvement noticed.

KERATITIS

There is an ocular complication which occurs

in patients who are suffering from prostrating gen-

eral conditions which should be kept in mind. I

refer to the corneal exposure which may occur

when the patient is comatose or in a supposedly

moribund state. The general condition is so grave

that all thought of the eye is forgotten. The cornea

becomes dry from exposure and may even break

down and perforate without the patient or the

physician knowing it. These cases usually die but

occasionally one recovers only to find himself part-

ly or totally blind through the failure of the phy-

sician or nurse in charge to protect the cornea.

In every case where the patient fails to keep

the lids closed when the eyes are at rest, whether

this inability is due to extreme prostration or

paralysis, the lids should be fastened shut with ad-

hesive strips or, if the trouble is due to a paraly-

sis, the margins of the lids should be held together

with sutures or by a blepharoplastic operation.

Extensive corneal ulcerations are always alarm-

ing and usually the patient is willing enough to

consult his physician, but occasionally considerable

damage is done to the vision by recurrent rather

small ulcerations which are due to some toxic con-

dition in the system. Most frequently nasal pathol-

ogy is the cause but occasionally the trouble can

be traced to septic teeth, diseased tonsils or even

more remote focal infections. Of the rapidly de-

structive ulcers the type due to the pneumococcus,

with its advancing overhanging infiltrated margin

and exudate in the anterior chamber, is the most

easily recognized. In some cases this ulcer seems

to progress in spite of all treatment, but a number

of very helpful special methods of treatment have

been devised such as the use of ethylhydrocuprion,

the thermophore of Shahan, etc.

Thorough cauterization with full strength tri-

chloracetic acid or even with the electrocautery is

often of value and, as suggested by Dr. Harold

Gifford, an incision into the anterior chamber

through the entire thickness of the cornea, ahead of

the advancing margin of the ulcer, very often

stops its progress. This cut should be reopened two

or three times each twenty-four hours in order to

promote free leakage from the anterior chamber

and, if the cut does not provide sufficient drainage,

it may be necessary to burn a hole through the

floor of the ulcer into the anterior chamber with

the electrocautery. Other forms of local and gen-

eral treatment must not be neglected, such as

atropine, frequent irrigations, the use of local anti-

septics as mercurochrome (1 per cent), subcon-

junctival injections of mercuric cyanide, the ad-

ministration of sodium salicylate, if the iris is seri-

ously involved, and the intramuscular administra-

tion of a foreign protein. Locally, hot fomenta-

tions for a half hour three to five times a day are

of great benefit and should always be used.

ACUTE GLAUCOMA

While we usually think of glaucoma as a chronic

disease, the management of a fulminating acute

case may well be considered under the head of an

emergency. The intense neuralgic pain, often as-

sociated with extreme prostration, nausea and vom-

iting, the sudden loss of vision, the hard eyeball

and hazy cornea are sufficient to arouse the great-

est apprehension on the part of both patient and

physician. In some cases the prostration is so se-

vere that neither the patient nor the physician dis-

covers that the eye is in any way involved. Not

infrequently patients are treated for a day or

more for the relief of the neuralgic headache and

gastric disturbance before the local ocular symp-

toms are discovered. Every case of prostrating

neuralgic headache should always suggest the pos-

sibility of acute glaucoma.

Prompt measures are essential, if relief of pain

and restoration of vision are to be hoped for. If

the tension does not react promptly to the use of a
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myotic (preferably eserine sulphate, one grain to

the ounce), an emergency decompression should be

attempted. As it is exceedingly difficult to secure

satisfactory local anesthesia in an eye so deeply

congested, it is usually better to give the patient a

light general anesthetic and then insert a narrow

cataract knife subconjunctivally into the anterior

chamber between the iris and cornea, making an

incision sufficiently long (two or three millimeters

at least) to insure drainage into the subconjunc-

tival space. If the anterior chamber is exceedingly

shallow as the result of the glaucoma, then it is

perhaps better to do a posterior sclerotomy, either

subconjunctivally by sliding the point of the knife

for a considerable distance under the loose con-

junctiva before penetrating the sclera or else by

laying back a conjunctival flap and making the

scleral incision afterwards. Both of these proce-

dures are emergency measures and, unless the phy-

sician has had considerable experience, the patient

should be referred to someone who is especially

skilled in the management of these most diffi-

cult cases.

Occasionally when a patient presents himself to

the physician with a badly inflamed painful eye, it

is difficult to determine whether the condition is

an acute glaucoma or an acute iritis. Usually the

contracted pupil, deep anterior chamber, muddy
iris and history of pain after midnight should

identify the latter, but in view of the fact that

the treatment of the one is sure to aggravate the

other, it is well to make as positive a diagnosis

as possible before proceeding.

CATARACTS AND SIMPLE GLAUCOMA

-Although simple glaucoma, due to its gradual

onset and progress, is not ordinarily an emergency,

when it is associated with incipient cataract it may
require very prompt action, if vision is to be pre-

served. Many a patient with beginning cataract has

gone home with the instruction to wait until the

vision is greatly reduced before returning for op-

eration only to find, when he consults the oculist,

that the eye is hopelessly damaged by simple

glaucoma.

Simple glaucoma should be suspected in all cata-

ract cases, where the vision is less than can be

accounted for by the lens opacities, and when pos-

sible, all cases of incipient senile cataract should

be checked up at least every three months with

this condition in mind. Young children with trau-

matic cataracts will sometimes develop hyperten-

sion which due to the difficulty of examination, and

lack of subjective symptoms may be unsuspected

until serious permanent damage to vision has oc-

curred.
CONCLUSION

1. Simple corneal abrasions are potentially seri-

ous and if neglected may result in the loss of

the eye.

2. A penetrating wound must be treated as

though infected until proved otherwise.

3. Properly fitted spectacles will protect the eyes

from at least 90 per cent of all forms of ocular

injury and should be worn by all persons with but

one useful eye.

4. Sympathetic ophthalmia is most insidious and

may cause serious damage before recognized either

by physician or patient.

5. Corneal ulcers, acute iritis and glaucoma may

be emergencies that must be promptly and effec-

tively met, if vision is to be retained.

6. Do not let cataract cases go blind from simple

or secondary glaucoma. Be suspicious.

CARE OF -ACUTE OTITIS MEDIA*

Ira E. Gaston, -A.B., AI.D.

PORTLAND, ORE.

In view of the great frequency of an acute infec-

tion of the middle ear and because it so frequently

leads to very distressing complications, we should

give serious thought to the problems of prevention.

First, let me recall to your minds very briefly

the principal causative factors. -Acute otitis media

may result from any inflammatory condition of

the upper air passages. At the head of the list I

would place the common cold because of its marked

prevalence. Infection of the middle ear is also a

common sequela of the exanthemata, especially

measles and scarlet fever. It occurs very often in

some epidemics of influenza. Whooping cough and

diphtheria are less frequent causes. Aliddle ear dis-

ease frequently results from infection of the nasal

accessory sinuses, from swimming and diving, and

from injudicious blowing of the nose, particularly

during an acute infection. Improper nasal douch-

ing and nasal operations may result in infection of

the tympanum.

The chief predisposing causes are the presence of

adenoids, obstruction of the nasal passages, and

what seems to be an hereditary disposition toward

catarrhal and suppurative affections of the upper

respiratory tract. Apparently the patency of the

eustachian tube and the condition of the ciliated

* Read before the Fifty-fifth .Annual Meeting of Ore-
gon State Medical Society, La Grande, Ore., May 16-

18, 1929.
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epithelium lining the tube have considerable influ-

ence upon the development of infections in the mid-

dle ear. Naturally a short wide-open tube with in-

active cilia would favor the passage of infected

material into the tympanum.

In all conditions, where there is an acute in-

flammation of the upper respiratory tract, the main-

tenance of adequate ventilation in the nasopharyn.x

will help very materially in preventing extension

of the infection to the middle ear. The nasal as-

tringents, of which ephedrine is the best, are most

effective in securing this result. If an acute infec-

tion is present in the nasopharynx, the nasal anti-

septics, as metaphen or argyrol, should be used

also. Forcible blowing of the nose should be pre-

vented during acute upper respiratory infections.

This is particularly important during the conges-

tive stage of measles. Swimming should not be in-

dulged in during acute nose and throat infections

and proper care should be practised at all times to

prevent the forcing of water into the eustachian

tubes while swimming or diving. The removal of

infected adenoids and tonsils and nasal obstruc-

tions, and the elimination of paranasal sinus infec-

tions will go a long way toward lessening the occur-

rence of infections in the ear drums.

Of great importance in the care of acute otitis

media is early diagnosis. The disease is most preva-

lent in children because at this age conditions which

favor infection of the middle ear are most likely

to occur, and it is at this age that early diagnosis

is most difficult. Particularly in infants even the

most severe types of infection of the tympanum
commonly produce no symptoms whatever point-

ing to the ear. For that reason no e.xamination of

an acutely ill infant or young child is complete

without a careful inspection of the ear drums. In

the case of patients who are old enough to localize

their pains we are apt to get a history of definite

distress in the ear. But even in these cases certain

types of infection, notably the streptococcus mu-

cosus, may advance insidiously with little or no

pain in the ear and escape detection until serious

complications have arisen.

In most cases of acute otitis media inspection of

the ear drum will reveal unmistakeable signs, such

as congestion and bulging of the tympanic mem-
brane which leads very early to obliteration of the

handle and short process of the malleus. In very

fulminating inflammations one may find bullae

filled with a serosanguineous fluid on the surface

of the tympanic membrane or on the walls of the

proximal portion of the external auditory canal.

On the other hand, infections of low virulence may

produce such slight changes in the ear drum as to

be difficult to distinguish from the normal. There

may be only a moderate thickening of the tympanic

membrane with a loss of its normal lustre and a

moderate injection about the handle of the mal-

leus. Often there is also to be seen dilated blood

vessels on the surface of the membrane extending

from the periphery to the umbo. A moderate bulg-

ing of the membrane may be seen, due to collection

of fluid in the tympanum. This is a typical picture

of the so-called adenoid catarrh of children, or the

acute catarrhal otitis media of adults, and from

the otoscopic picture alone it is often impossible

to determine whether we are dealing with an in-

fective process in the early stages, or with a ca-

tarrhal process.

In most cases, however, there are other symp-

toms present which will help in deciding the issue.

In an infected process there is usually an appre-

ciable rise of temperature and usually symptoms

of an acute infection in the nasopharynx. Besides,

the pain in an infective process is generally more

acute than in a catarrhal condition. An external

otitis may produce congestion of the tympanic

membrane and often considerable pain, but this

condition is distinguished from acute otitis media

by the absence of fever and bulging of the drum

head. On the other hand, we not infrequently en-

counter cases with a fulminating inflammation, in

which the changes in the tympanum are very slight.

The condition is not uncommonly found in infants

where there is a virulent infection of the mastoid

antrum, with only a moderate dullness of the tym-

panic membrane and more or less congestion and

sagging of the posterior superior wall of the exter-

nal meatus.

In other cases the only objective sign may be

acute congestion and bulging of Schrapnell’s mem-

brane. The otoscopic picture produced by a strep-

tococcus mucosus infection is usually that of a

markedly thickened dull membrane with little or

no congestion and only slight bulging. In fact,

there is usually very little fluid in the tympanum

in these cases. The typical case of acute otitis me-

dia with marked pain in the ear and marked con-

gestion and bulging of the tympanic membrane can

hardly be overlooked, but we must be constantly

on our guard lest we miss the atypical case, which

may result in serious consequences for the patient.

As before stated, it may not be possible to de-

termine with certainty at the first examination

whether or not the patient is developing an infec-
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live process in the ear drum. In these cases fre-

quently repeated examinations should be made to

determine whether or not the condition is pro-

gressing. Very mild types of infection of the ear

drum may resolve and clear up without drainage

through the tympanic membrane. As soon as the

diagnosis of a progressive infection is reasonably

established, however, an adequate paracentesis

should be done. It is true that a considerable num-

ber of cases will rupture spontaneously, either with

or without the use of ear drops, and clear up with-

out any serious complications. But it is also true

that the great majority of patients who come to

operation for mastoiditis are those in which drain-

age through the ear drum has not been established

early. We must not forget, however, that some

cases will develop a surgical mastoiditis even with

the earliest possible drainage through the tympanic

membrane, due to the virulence of the infection

and to the conformation of the cavities.

In doing the paracentesis a mere puncture of the

tympanic membrane is usually not sufficient. A
wide incision should be made, generally through

the posterior inferior quadrant. If there is no evi-

dence of fluid in the posterior portion of the tym-

panum and there is considerable bulging and con-

gestion of Schrapnell’s membrane, the incision

should be made through the superior quadrant. It

not frequently occurs in infants that there is little

or no bulging of the tympanic membrane but con-

siderable congestion and sagging of the posterior

sup>erior wall of the external canal. In these cases

the incision should be carried through the posterior

quadrant of the membrane into the proximal por-

tion of the posterosuperior wall. This incision

sometimes serves to drain the infected mastoid an-

trum, and may obviate an external antrotomy.

Paracentesis may be performed with no anes-

thetic with the use of local anesthetic, preferably

cocaine, menthol and phenol in equal parts; or

under a general anesthetic, preferably nitrous oxid,

ethylene or ethyl chloride. In infants it is prob-

ably best to use no anesthetic. In older children

and adults the temperament of the patient must

be considered, as the local anesthetic does not

make the operation painless when the tympanic

membrane is congested.

.\fter the paracentesis free drainage should be

encouraged by frequent cleansing of the external

auditory canal. The dry treatment, with a wick

drain in the external canal, may be used if a skilled

nurse is in attendance; if not, frequent syringing

of the canal with warm boric acid or saline solution

is best. The use of hydrogen peroxide drops before

irrigation usually helps to clear out the thick dis-

charge. The treatment should be repeated every

two or three hours in severe cases, drying the canal

as well as possible after each irrigation, and placing

a pledget of sterile absorbent cotton, rolled to the

shape of a cone, into the external portion of the

canal.

The skin about the canal should be kept clean to

avoid irritation from the discharge. The use of

antiseptics in the external canal, such as anilin

dyes, mercurochrome, argyrol, etc. are of ques-

tionable value in clearing up the infection in the

middle ear. It is important to avoid chilling of the

affected ear, as this tends to increase the conges-

tion in the tympanum and mastoid antrum and

thus retards the drainage. In children it is well to

use a light hood with a pad of cotton over the

discharging ear at night. If there is considerable

fever and prostration, confinement to bed is ad-

visable, and general supportive measures should be

employed in all cases.

Attention to acute infections of the nose and

throat will usually have a favorable influence upon

the progress of the infection in the ear. Some au;

thorities, notably Turner of Edinburgh, advocate

the removal of adenoids in children at the same

time the paracentesis is performed. Undoubtedly it

is desirable to secure good ventilation of the eu-

stachian tubes, but it is questionable if one is jus-

tified in performing an adenoid operation in the

presence of an acute infection in the nasophar3mx.

In cases where the infection in the ear continues

after the acute condition of the nose and throat has

subsided, and particularly when the aural discharge

tends to become chronic, with no symptoms of sur-

gical mastoiditis, the adenoids should be removed,

and in most cases also the tonsils. Intranasal pa-

thology, such as sinus infections and nasal ob-

structions, if present, should be given attention

in these cases. Some authorities advocate the use

of autogenous vaccines in cases which are subacute

and tend to become chronic.

Perhaps the most important and the most diffi-

cut question to decide is the indications for open-

ing the mastoid. Unquestionably a considerable

number of mastoid operations are performed un-

necessarily. It is not uncommon to see patients who

have had pain in the ear for two or three days or

less, with marked tenderness over the mastoid an-

trum, and sometimes over the tip of the mastoid

as well, and at times with considerable periosteal

thickening over the mastoid process. This early
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tenderness is what .Alexander of Vienna has termed

“mastoidism.” The temperature may range from

100° or 101° in the adult to 103° or 104° in the

young child. There may be considerable prostra-

tion, and in the young very often symptoms of

meningeal irritation due to the extension of the

inflammation through the ununited sutures in the

roof of the attic. These are not indications for a

mastoid operation but for an adequate paracentesis.

The great majority of these cases will clear up, if

free drainage is established through the ear drum.

It is probable that every case of severe infection

of the tympanum is accompanied by infection of

the mastoid antrum, and probably also by an ex-

tension of the inflammatory process into the mas-

toid cells. If the external cortex is thin, there is

likely to be early tenderness of the periosteum

over the mastoid bone. Often there is very little

discharge during the first twelve to twenty-four

hours after paracentesis, and little improvement in

the patient’s condition. Usually by the second day,

however, a free flow of seropurulent material has

begun; the pain in the ear is considerably less; the

temperature is lower; and there is a noticeable

improvement in the general condition of the patient.

In cases with severe symptoms, if improvement

is not manifest within three or four days after

paracentesis, operation of the mastoid should be

seriously considered. Particularly in the case of

infants with severe toxic symptoms from an acute

aural infection, external drainage of the mastoid

antrum should not be delayed, if there is not

prompt improvement in the patient’s condition after

adequate paracentesis.

.According to Politzer, the size of the tympanic

antrum in the new-born infant is actually greater

than in the adult; hence, there is a considerable

surface for absorption of toxic products from this

cavity. You are no doubt familiar with, the reports

of Dean, Marriot, Lierle, and many others, work-

ing in the field of pediatrics, in which they have

shown that an acute infection of the mastoid an-

trum in infants very often produces severe toxic

symptoms, amounting in some cases to the cholera

morbus syndrome. They have found that most of

these cases can be saved by prompt drainage of the

infected mastoid.

In cases with no severe toxic symptoms and nc

evidence of extension to the intracranial structures

or sigmoid sinus or involvement of the facial nerve,

expectant treatment should be followed, maintain-

ing free drainage through the external auditory

canal. This type of treatment can be continued

five or six weeks, if there are signs of gradual im-

provement. It is usually unwise to allow a discharg-

ing ear to continue longer than six weeks on ac-

count of the danger of impairment of the hearing.

In these cases with free drainage from the an-

trum and mastoid cells through the tympanum

there is little danger of an extension of the infec-

tive process to the meninges or sinus within the

first two or three weeks. However, if the infection

has been present a week or ten days before drain-

age is established, there is much more likelihood

of an extension beyond the mastoid cells. .A factor

of great importance in this connection is the type

of organism present. The streptococcus mucosus

capsulatus and pneumococcus are very prone to in-

sidiously destroy the thin plates of bone separat-

ing the mastoid cells from the cranial cavity and

sigmoid sinus. The streptococcus hemoljdicus also

often extends beyond the confines of the mastoid,

but in so doing usually sets up severe toxic symp-

toms. The streptococcus pyogenes, which is the

most common t)q)e of organism found in the middle

ear and mastoid, is less apt to errode the bone.

It is an advantage to have a bacteriologic study

of the case from smears and cultures taken at the

time the paracentesis is done. In all severe cases

both the white and red count and the hemoglobin

estimation should be done. A white count of 20,000

or over with a high percentage of polymorphonu-

clears usually indicates something more than a

simple mastoiditis. On the other hand, particularly

with a hemolytic streptococcus infection, a low

white count with a rapidly decreasing red count

and hemoglobin percentage is usually an indication

of rapid extension of the infective process. Radio-

graphs of the mastoids, except in infants, are of

considerable help in determining the extension of

the infective process, and of more importance in

determining the presence or absence of destructive

processes in the bony walls of the cells.

Pain is usually an important symptom. Other

signs being equal, if pain deep in the ear does not

subside soon after paracentesis, or if it recurs

later, mastoid operation should be advised earlier

than when pain is absent. If the pain is referred

upward from the ear toward the vortex or back-

ward toward the occiput, it is likely to indicate a

deep extension of the infective process. Tender-

ness and swelling over the mastoid process, if oc-
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curring late, is definite evidence of extension of the

infection through the external cortex. Swelling su-

perior and anterior to the auricle usually means

the involvement of cells in the base of the zygoma.

The absence of these signs, however, in the presence

of positive symptoms of extensive infection in the

mastoid, such as continued pain, fever, leucocy-

tosis, purulent discharge and congestion and sag-

ging of the tympanum and posterior superior wall

of the external meatus, is usually of more serious

importance, because it indicates an infection of the

mastoid cells confined under a thick external cor-

tex, and this condition favors a deep extension of

the infective process.

In cases of acute purulent otitis media, in which

there are no serious complications and in which

one has no definite reason to suspect an early

development of such complications, it is usually

best to treat conservatively for at least ten or

twelve days. In fact, patients usually do better

postoperatively, if they can be given a little time

after the onset in which to build up an immunity

toward the infection. If after that length of time

there should be no signs of improvement, such as

a definite lowering of temperature and lessening

of the congestion about the ear drum, one should

advise mastoidectomy. At this period a profuse dis-

charge is not in itself an indication for mastoid

operation, if the other symptoms are subsiding.

.At times all of the symptoms may subside tem-

porarily in a condition that is really surgical. For

example, in the case of a child who gave a history

of vague discomfort in the ear over a period of

two weeks before paracentesis was performed, the

temperature returned to normal; the congestion

about the ear drum subsided, and the discharge

had almost stopped on the tenth day after drain-

age was established; but two days later all the

symptoms returned with increased intensity and

mastoidectomy revealed an extensive coalescent in-

fective process. In another case an adult, who ex-

hibited all the symptoms of extension of the in-

fection through the wall of the sigmoid sinus seven

days after the onset, and in whom radiographs in-

dicated destruction of bone about the wall of the

sinus, recovered without mastoid operation. Every

case of acute purulent otitis media is a potential

surgical mastoid, and should be watched carefully

and a guarded prognosis given until it is well on

the road to recovery.

726 Medical-Dental Building.

BR.AIN ABSCESSES OF OTITIC ORIGIN*

Frank A. Plum, M.D.

HONOLULU, T. H.

Every physician in his practice sometimes en-

counters the patient with either the acute or chronic

discharging ear. The problem of deciding upon the

correct treatment to institute is sometimes most

difficult. Occasionally serious situations arise with

but little warning, the sequelae of which may be

most grave.

For example, in the infant a primary jugular

bulb thrombosis may arise over night, following an

acute otitis media without mastoid complication.

In the child an acute mastoid may suddenly de-

velop or a lateral sinus thrombosis. In the young

adult with a discharging ear we may be suddenly

confronted with the horrid spectre of a deep seated

intracranial abscess.

The abscesses of otitic origin for practical pur-

poses may be limited to the extradural abscess, the

subdural, abscess of the temperosphenoidal lobe

and of the cerebellum. The last two are of the

greatest importance as the extradural and subdural

abscess may be but steps in their development.

Brain abscesses in most cases arise by direct ex-

tension but not always. They may be blood-borne.

Eagleton has recently reported a case of a metas-

tatic abscess following trauma in a man who two

days before had been operated upon for hemor-

rhoids.
ANATOMY

An important anatomic structure that must be

considered is the tentorium cerebelli. It arises in

part from the inner margin of the petrous portion

of the temporal bone, encloses the lateral sinus and

passing upward and inward forms a distinct boun-

dary, dividing this space into supra- and infra-

tentorial regions.

Directly over the roof of the mastoid antrum

is the tegmen tympani, the weak point in the wall

and the area where infection usually breaks through

when it passes upward into the supratentorial space.

It is by this route that our temperosphenoidal lobe

abscess may be expected to develop.

On the inner side of the petrous portion of the

temporal bone is the saccus endolymphaticus. An

acute purulent labrynthitis may break through at

the point and produce an abscess of the cerebellum.

An abscess of the cerebellum may also arise secon-

darily to a lateral sinus thrombosis. In this case

our pathology will be infratentorial.

Read before Territorial Medical Society of Hawaii,
Honolulu, T. H., April 26, 1929.



106 BRAIN ABSCESS—PLUM Vol. XXIX. No. 3

DIFFERENTIAL DIAGNOSIS

When we anticipate an intracranial lesion we

must bear three things in mind: (1) tumor, (2)

meningitis, (3) abscess.

Tumor can usually be ruled out by the history.

It is usually slow in onset, progressive over a period

of months. The headache is not so severe, eye

symptoms come on slowly; no fever, patient not

septic, no history of otitic pathology.

Meningitis at times presents more difficulty. The

spinal puncture will show a high cell count. There

is usually considerable fever and the mental condi-

tion will be active. There is an irritability but the

mental alertness will continue until the final coma.

Headache is severe and vomiting constant. We
should try to rule out meningitis by testing rigidity

of the neck, Kernig’s sign, Brudzinski’s sign, tache

cerebrale, Babinski’s sign and clonus.

Brain abscess is one of the most difficult prob-

lems of diagnosis that can be encountered, and one

in which exact localization is of greatest impor-

tance. The symptoms are obscure and few in num-

ber in many cases. Without operative interference

it is almost 100 per cent fatal, and yet needless

surgery may cause great damage. Surgically the

problem is almost that of tumor but with infection

added.
GENERAL SYMPTOMS

One of the earliest changes to be noted is the

mental depression that has come over the patient;

then a slow cerebration becomes manifest. Ques-

tions will be answered correctly but the answer is

slow in coming. Then will come a failing memory,

listlessness, loss of sustained attention. He will

live like one in a dream.

This condition in a person with chronic otorrhea

or following a mastoid forces the surgeon to con-

sider abscess. A little later a whole train of symp-

toms may develop, as fever, headache, restlessness,

nausea and vomiting, increase in deep reflexes and

a slow pulse.

The fever is not apt to be higher than 99 °- 100°

unless meningitis is also present. It may be sub-

normal for a part of the time. The fever is rarely

higher than is found with otitis media or a mastoid.

Headache is due to three causes and is intense:

(1) general toxemia of the infection, (2) increase

in intracranial pressure, (3) localized meningeal

irritation.

Restlessness. This is due to the headache. He
becomes sleepy and stupid but the extreme head-

ache prevents him from sleeping. He continuously

tosses and moans in distress. Politzer says, “suspect

abscess when a patient with a septic meningitis is

dull and apathetic instead of being irritable.”

Increase in deep reflexes is the rule. They are

rarely diminished.

Facial paralysis. This may be considered to be

due to direct extension of the otitis media to the

seventh nerve in the fallopian canal. It is only due

to cortical involvement in very large abscess and

is then a late symptom.

Slow pulse indicates an increase of intracranial

pressure. It may fall to fifty or sixty or under when

lying down. With a temperature of 101° it may be

seventy-two or above, a relative decrease in rate.

(This is important to note.) A drop in the pulse

rate of an operated case usually means faulty drain-

age. An occasional falling of the pulse to subnormal

with a normal or elevated temperature is a most

valuable sign.

Eye symptoms are varied. With posterior fossa

lesions, the choking is of greater degree than ante-

rior. One outstanding eye symptom noted by Eagle-

ton and particularly associated with brain abscess

is the rapid changing in the form fields and espe-

cially the hemianopic indentations of the discs, an-

tedating violent outburst and changing from day

to day.

Cerebrospinal fluid. Yerger has done some inter-

esting work on fluid studies. He found the cell

count to be increased in all intracranial inflamma-

tion. In extradural abscess and in sinus thrombosis

the cell count ranges from 25 to 250. In subdural

abscesses and brain abscesses the range is from 250

to 2500. Any count above that has proven to be

meningitis. The pressure is but slightly increased.

Nausea and vomiting are due to increased intra-

cranial pressure. It is greater in involvement of

the basal meninges.

Convulsions. Eagleton states that in his experi-

ence a sudden onset of convulsions in the presence

of a possible focus of infection has always proven

to be a cerebellar abscess. This is particularly true

in children.

PATHOLOGY OF BRAIN ABSCESS

The symptoms come from pressure and from

toxic absorption. The abscess begins as a small

point and enlarges, not by displacement of brain

tissue but by destruction and replacement of broken

down tissue in its formation. It exerts pressure in

all directions. There is always an accompanying

encephalitis, which entails pressure from a sur-

rounding edema. This shifts continually and pro-

duces the very frequent changes found in the visual

form fields. The majority of the abscesses are
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encapsulated, the walls at times reaching a thick-

ness of three-eighths of an inch, according to

Phillips.
AGE OF PATIENTS

Intracranial abscess occurs mostly between the

ages of ten and thirty years. Tod collected one

hundred cases in children under ten years of age.

Of these he found temporosphenoidal lobe abscess

in 87 per cent and cerebellar in 13 per cent. Among
adults he found temporosphenoidal lobe in 65 per

cent and cerebellar abscess in 35 per cent. Korner

and others emphasize the significance of pain, more

or less localized at the site of the abscess upon

percussion of the head. They consider this a sign

of great importance.

TEMPOROSPHENOIDAL LOBE ABSCESS

Kennedy describes the temporal lobe as a vast

unchartered region with only one known bilateral

center, that of taste and smell placed in the un-

cinate lobules. One unilateral center of auditory

memories lies in the transverse gyrus of Heschl.

He states, “Speech defects only occur in the tem-

porosphenoidal lobe lesions, when destruction has

taken place in the transverse gyrus of Heschl and

the posterior three-fifths of the superior temporal

convolution.” This he states is contrary to text-

book teaching. Also, “of all the speech defects due

to massive left sided lesions, the outstanding fea-

ture is the depression of the power to recollect

names, especially persons, places and things.” No
mistakes may be made in ordinary conversation

but the patient is instantly at loss to name objects

presented. This is due to a deterioration of the

function in the association tracts within the visual

and auditory centers.

Location of Abscess. The temporosphenoidal lobe

abscess itself lies deep in the brain substance and

tends to large size and is usually found in the

white matter in the center of the lobe. Frequently

the actual pathway of the infection may be found

leading up from the tegmen tympani.

McEwen has pointed out that in case motor

paralysis develops it will be from below, upward

and on the opposite side; first the face, then the

arm, then the leg. Before paralysis sets in there

will be first fibrillations or mild spastic contraction,

then weakness, then the paralysis. This progress

of symptoms is diagnostic in itself of a temporo-

sphenoidal lesion. Should the pressure be directed

downward toward the base of the brain, the third,

then the fourth and then the sixth nerve would be

involved in the order named.

An abscess pressing directly inward would in-

volve the internal capsule and cause sudden paraly-

sis of the extremities of the opposite side. This

might be mistaken for an apoplexy, if the otitic

condition were not remembered. An encephalitis of

the temporosphenoidal lobe could involve the fibres

of the optic radiation and produce an homonymous
hemianopsia.

ABSCESS OF THE CEREBELLUM

These abscesses are, of course, infratentorial.

They are usually small and superficial and occupy

the brain substance in close approximation to the

mastoid and petrous portion. Occasionally they

may be deeply placed in the cerebellum, being

large, even occupying a position posterior to the

lateral sinus.

Characteristic symptoms. (1) Spontaneous nys-

tagmus, (2) rombergism, (3) deviation of the

pointing test, (4) dysdiadokokinesia (a disturbance

of coordinated movement on the same side as the

cerebellar lesion), (5) yawning and slow speech,

(6) optic neuritis, (7) headache usually occipital

but sometimes frontal, (8) disturbances of con-

sciousness less common and less profound than in

temporosphenoidal lobe lesions but may be ob-

served.

Spontaneous nystagmus. In labyrinthine disease

after the initial storm, the spontaneous nystagmus

gradually subsides and disappears after a few days.

In cerebellar abscess it continues as long as the

lesion or the patient survives.

Rombergism. The patient tends to fall toward

the side of the lesion.

Deviation of the pointing test. This is im-

portant in cerebellar lesions and may be used in

conjunction with the Barany tests. The patient

may past point with the finger on the side involved.

He may have difficulty in locating the tip of his

nose or in locating parts of one lower limb with

the heel of the lower limb involved.

In dysdiadokokinesia the affected side shows a

slow, awkward and imperfect pronation and supina-

tion. Flex the hip and knee, then suddenly extend.

In cerebellar lesions the movement can only be per-

formed slowly and gradually. These unilateral dis-

turbances occur on the same side in cerebellar le-

sions.

Purulent labyrinthitis is frequently the precursor

of cerebellar abscess. If the hearing as shown by

bone conduction is not seriously impaired, we may
rule out a general purulent labyrinthitis. Any pa-

tient who has been operated on for a lateral sinus

thrombosis should be watched for a cerebellar

abscess.

Occipital headache and some rigidity. of the neck
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may be present in both cerebellar abscess and in

incipient meningitis. Lumbar puncture should be

done frequently and the fluid studied.

It should be remembered that occasionally in an

acute meningitis the lumbar puncture may be clear

and with few cells. This is usually due to a mas-

sive blocking of the subarachnoid space in the cis-

terna magna, blocking off the subarachnoid space

of the cord from the brain space. In this case a cis-

ternal puncture should certainly be done before

meningitis is ruled out.

OPERATIVE TREATMENT

The operative treatment is based entirely upon

drainage of the source of infection and upon the

abscess itself. It is first advisable to lower the in-

tracranial pressure by spinal puncture, remove 30-

40 c.c. Next is to do a radical mastoidectomy.

There is a division of opinion regarding the drain-

age of the abscess cavity. Should it be done through

a separate clean wound or through the mastoid

wound. Both routes have advantages and disad-

vantages.

If done through the mastoid wound, dura in re-

lation to the tegmen tympani, lateral sinus or pos-

terior fossa, as the case may be, should be thor-

oughly laid bare. Note whether the dura is tense,

bulging or pulsating; any discoloration, or any

signs of granulation tissue. The dura should be in-

cised anteroposteriorly so as to avoid dural vessels.

\ generous opening in the dura is advisable.

In the cerebellum the knife should be entered

in a direction inward and slightly backward, to

bring its point into the cerebellum just behind the

saccus region. It is withdrawn slowly without any

lateral motion. If the exploration is negative, the

knife may be passed directly backward, then back-

wards and outward behind the lateral sinus. If

still no pus is found, the occiput should be opened

and the cerebellum again explored. In exploring

for a temporosphenoidal lobe abscess the dura is

opened and the knife passed vertically upward into

the brain, but it should not go deeper than two

inches because of danger of entering the ventricles.

McKenzie states, “Experience has shown that

exploration of the brain through a mastoid wound

either into the cerebellum or cerebral hemisphere,

if ordinary precautions are used, does not lead to

ill effects. Meningitis is not likely to follow, nor is

brain abscess set up, if not already present.” He
also advises “a free and not a small dural incision.”

.Abscess may be subdural, cortical or subcortical.

The subarachnoid space directly over abscess is not

usually walled off.

In opening through a clean wound, various meth-

ods of procedure are again used. Grant advises

opening over abscess with trephine, inserting a

small piece of cotton soaked with mercurochrome

and waiting for forty-eight hours and then tapping.

King unroofs the abscess, produces adhesions, then

does an actual decompression, removing the dura

and cortex of brain distal to abscess. This results

in a hernia of the abscess wall. The disadvantage

is that a defect remains with a pulsating brain only

covered by skin.

Cushing advises that the abscess be marsupial-

ized by stitching its wall to the dura. This is a

modification of King’s method. In deep abscess it

is best to tap. The brain is not accustomed to

handling infection. Dandy prefers to simply tap

the abscess a number of times if necessary. He

thinks that this gives less cerebritis.

The heavier the capsule the better the prognosis.

Postpone operation until signs of pressure develop.

Avoid entering an acute abscess if possible. The

actual incision of the dura and exploration of the

brain is painless and may be undertaken without

an anesthetic.

In closing may I leave these thoughts for your

consideration.

1. Every neglected cause of chronic otitis media

is a possible future brain abscess.

2. A dull stupid mental condition instead of an

alertness in a meningitis case makes one seriously

consider abscess.

3. The occurrence of hemianopic indentations

and rapid form changes in daily visual fields is

pathognomonic of brain abscess.

4. A fourth nerve paralysis localized the lesion

to the posteria fossa.

5. A spontaneous nystagmus, lasting for days

associated with cerebrooccipital meningitis and gen-

eral signs of abscess, is diagnostic of an abscess oi

the cerebellum.

6. A vertical nystagmus at any time is absolute-

ly proof of an intracranial lesion, either tumor or

abscess.

7. An otitic infection with gradual onset of a

paralysis on the opposite side, involving first the

face, then the arm and then the leg, is almost posi-

tive proof of a temporosphenoidal lobe abscess.

8. If an optical aphasia (knows an object but

unable to name it) develops in a right handed per-

son wdth a left chronic otitis media, it is almost

positive evidence of a left temporosphenoidal lobe

abscess.
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CHRONIC DUODENAL STASIS

H. L. Bockus, M.D.

PHILADELPHIA, PA.

(Concluded)

II. Duodenal Stasis Dependent Upon
Organic Disease

Duodenal stasis not due to mesenteric occlusion

is of peculiar interest because of its rarity and of

the diagnostic difficulties which are encountered.

Congenital bands or membranes and periduodenal

adhesions, pancreatic disease, enlarged glands due

to carcinoma, tuberculosis or syphilis, duodenal

malignancy, diverticulosis, duodenal ulcer, upper

gastrointestinal syphilis and pressure from a tumor

or inflammatory mass are the more important etio-

logical factors.

PERIDUODENAL BANDS OR MEMBRANES

Duodenal stasis dependent upon constricting

bands or membranes involving the terminal duo-

denum closely simulates the stasis of mesenteric

pressure. Duval mentions three types. (1) The

iMayo membrane unites the inferior surface of the

transverse mesocolon to the right side of the first

jejunal loop. Closure of the duodenojejunal angle

may result. (2) The posterior parietal peritoneum

may be connected by fibres to the third portion of

the duodenum, causing dilatation and stasis proxi-

mal to their duodenal attachment. (3) A thicken-

ing of the ligament of Treitz over the superior

duodenal fossa may constrict the duodenojejunal

angle. Sloan reports the cure of a number of cases

of duodenal ulcer merely by separating bands in

this neighborhood.

Congenital bands or membranes are in my opin-

ion a very rare cause of sufficient duodenal stasis

to be of clinical importance. The differentiation be-

tween mesenteric occlusion and stasis due to a

membrane attached to the terminal duodenum

would be impossible in most instances. The Hayes’

maneuver under the fluoroscope would probably

have an identical result, namely emptying the duo-

denum. The obstruction is in almost the same situ-

ation in both types of stasis.

The following is the report of a case in which

congenital adhesions or bands involving the ter-

minal duodenum and transverse colon must be con-

sidered as a possible etiologic factor. Unfortunately

confirmation by inspection of the viscera was not

possible.

Case 1. W. H., white boy fourteen years of age, has

always been unusually free from infectious diseases and
colds. During the intrauterine life of the patient, his mother
lost her first born as a result of a tonsil operation and

remained ill throughout her pregnancy with this child. The

labor was difficult and a cranial injury to the forehead and

mastoid region resulted.

Straining, choking and belching started at birth. He was

taken off the breast on this account but the symptoms

persisted. The boy had typical epileptiform convulsions

every three or four weeks, from nine months to seven

years of age. They have been infrequent since that time

but still occur. He complained of frequent spells of weak-

ness and exhaustion relieved by belching. Explosive belch-

ing attacks occur very often. He can eat only very small

quantities of food and eats between meals because of

hunger. The boy lacks energy and has an increased capacity

for sleep. He was taken out of public school, being unable

to keep up with his studies. He is doing fifth grade work

in a private school.

Pig. 7. EJsophagus dilated. Small stomach. Enormous
dilatation of duodenum.

The physical and genital development is that of a boy of

eight years of age. He is left handed, has a prominent nose

and closely set eyes. The incisor teeth are notched. They

are erupted very irregularly. The palate is high. Tonsils are

enormously hypertrophied. Heart and lungs and abdominal

examination are essentially negative. A marked hypochlor-

hydria was found by gastric analysis. The stomach emptied

in normal time. There was no bile regurgitation or occult

blood. Urine and feces negative. Blood count normal except

for lymphocytosis. Blood chemistry normal and serology

negative.

Roentgen-ray examination by Dr. B. Widmann revealed

a very small stomach, having a capacity of only four

ounces. There was no sphincteric action at the cardia;

the esophagus remained filled and seemed considerably di-

lated. The duodenum was enormously dilated down to

the crossing of the spine. It was as large as the stomach.

No retention in stomach or duodenum at six hours. The
midportion of the transverse colon was fixed in a position

corresponding to the duodenal obstruction (fig. 7).

Definite constitutional inferiority is suggested by physi-

cal examination and mentality. With this in mind the gas-

trointestinal anomalies seem in keeping. They are: (1) Di-
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lated esophagus apparently due to gastric over flow, (2) ab-

normally small stomach, (3) extreme dilatation of duo-

denum to juncture of third and fourth portions, (4) fi.xa-

tion of the transverse colon corresponding with the point

of duodenal obstruction. A congenital band or membrane

or some congenital anomaly of the mesentery seems the

most likely explanation. In view of the enormous dilatation

of the duodenum, the absence of dilatation of the stomach

is difficult of explanation.

The hepatoduodenal membrane of Harris is at-

tached to the first or second part of the duodenum.

If obstruction were produced, it would cause dila-

tation and stasis proximal to the second portion of

the duodenum. Roentgen-ray examination should

easily differentiate this type from mesenteric occlu-

sion or stasis due to terminal duodenal pathology.

The following case of stasis in the stomach and

cap might conceivably be due to a Harris mem-

brane or a low duodenal ulcer.

Case 2. A. A., male nurse, twenty-nine years of age, has

had symptoms for only five weeks. The chief complaint

is epigastric pain, coming on from two to three hours after

meals, relieved by eating. No nausea or vomiting. Physical

examination negative. Gastric analysis revealed a grade 1

hyperacidity. There was twelve hour food retention. No
bile or occult blood. Bile drainage normal. No anemia.

Roentgen-ray study showed enormous dilatation of cap

and stomach, and gastric hyperperistalsis. Barium was re-

tained in both the stomach and cap at six hours. There

are several things of unusual interest. The history suggests

duodenal ulcer. There is no filling defect resembling ulcer.

Dilatation of cap is greatly against it. The second and third

portions of the duodenum were not visualized. This rules

out mesenteric occlusion. A lesion of some sort is probably

present at the junction of the cap with the second portion

of duodenum. Ulcer is most likely; a Harris membrane is

possible. Symptomatic relief on a medical ulcer favors the

former but does not rule out the possibility of the latter

diagnosis.

GROSS PATHOLOGIC PROCESS CAUSING PRESSURE

ON THE DUODENUM

Cases of obstruction of the terminal duodenum

due to pressure of a pathologic process in the neigh-

borhood present interesting and often difficult prob-

lems in diagnosis.

Mesenteric glands may be of sufficient size and

so situated as to produce obstruction of the ter-

minal duodenum. Tuberculosis, malignancy, syph-

ilis and the lymphoblastomata must be borne in

mind.

The following is the summary of a case recently

reported in detail in the Medical Clinics oj North

America.

Case 3. A. J., colored male twenty-nine years of age,

was admitted to the Graduate Hospital, March 8, 1928.

He denies venereal infection. Married three years and has

two healthy children. The only past illness was an attack of

pleurisy in 1918.

The present illness started in December, 1927, with

pyrosis, belching and vomiting, attacks of aching pain and

soreness in the midabdomen associated with vomiting oc-

curring every two or three days. There is a questionable

history of the passage of “tarry stools” on several occa-

sions since the onset. No cough, dyspnea, or night sweats.

For several weeks previous to admission emesis followed

any attempt to eat, although no definite history of “re-

tention” vomiting could be elicited. He had lost fifteen

pounds since the onset of the illness.

He appeared emaciated, was dehydrated, and seemed

at least forty years of age. Temperature, pulse and respira-

tions were normal. The habitus was normal, the skin was

dry. A generalized and extensive adenopathy involving

the submaxillary, anterior and posterior cervical, inguinal

and axillary nodes was noted. The glands averaged a size

comparable to an almond and were quite hard. The pupils

were slightly irregular and reacted sluggishly to light. The

chest was of the phthisical type. Signs suggesting a partial

fibrosis of the left apex and the whole of the upper right

lobe were obtained. Gastric peristalsis was visible, and a

succussion splash indicated a dilated stomach contain-

ing fluid.

Laboratory data. Red blood-cells, 3,710,000; white blood-

cells, 10,250; hemoglobin, 63 per cent; lymphocytes, 47

per cent. Urine essentially negative. The Wassermann and

Kahn reactions were strongly positiv'e. The blood chemical

studies were negative except for evidence of alkalosis.

Sugar, 91 mg. per 100 c.c.; creatinin, 1.6 mg.; CO2 com-

bining power, 76 volumes per cent; urea, 23 mg.; whole

blood chlorides, 440 mg. The stool gave a Grade 4 reaction

for occult blood. It was alkaline in reaction and exhibited

no excess of fat. Parasites were not found. The gastric

analysis was unsatisfactory because of vomiting. The fast-

ing residuum contained a large quantity of gross food.

Bile present; HCl 45; acidity, 75. Gross blood, negative.

Occult blood, +2. The microscopy was negative except

for innumerable yeast-cells and food remains.

Gastrointestinal roentgenogram revealed an enormous

stomach which for the most part was inactive, resembling

extreme atony, but from time to time showed exaggerated

hyperactive peristalsis. There was 90 per cent retention of

the barium meal sLx hours after ingestion, 75 per cent re-

tention after twenty-four hours, and 40 per cent retention

in the stomach after forty-eight hours. The duodenal cap

could not be fiUed out normally under the fluoroscope, but

did show almost normal filling on several films. In addition

to the retention in the stomach after forty-eight hours,

barium was seen in the second and third portions of the

duodenum, which appeared dilated, and in several coils of

ileum. There were several large opacities visible on a

level with the fourth and fifth lumbar vertebrae which

were believed to be calcified mesenteric lymph nodes. They

were identical on each film.

The patient is a young adult negro with obvious ob-

struction at or near the pylorus, showing laboratory evi-

dence of alkalosis. Etiologically several conditions had to

be considered. In any patient, particularly in the male sex,

with a comparatively short (few months) progressive

history of digestive trouble associated with weight loss, in

whom upper intestinal obstruction is present, malignancy

must be eliminated. Gastric malignancy seemed very un-

likely to us because of the presence of a hyperacid gastric

residuum and the absence of a gastric defect by roentgeno-

gram. Cancer of the duodenum is extremely rare. The

hyperacidity and occult blood in a stomach containing bile

and occult blood in the stool might be explained by a

duodenal ulcer.

Roentgen-ray studies did not definitely support such a

diagnosis. There was no niche or defect in the duodenum
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which could be assumed to be due to ulcer. Duodenal

ulcer would hardly explain the forty-eight hour retention

in the second and third portion of the duodenum.

What part does the syphilis play? Syphilis of the stom-

ach is comparatively rare and proved syphilis of the duo-

denum almost unknown. The absence of a gastric defect

by roentgenogram and the presence of ample acidity mili-

tate against a diagnosis of gastric syphilis to account for the

gastric retention. In view of the generalized enlargement

of superficial glands, the possibility of luetic involvement of

the mesenteric glands causing pressure on the pylorus and

upper small intestine must be taken into account. Lastly,

the suggestion of an old tuberculous process in the lungs,

together with the visualization of large calcified mesenteric

lymph glands brings up the possibility of tuberculous

mesenteric lymphadenitis as the primary etiologic factor.

Obstruction caused by mesenteric glands either luetic or

tuberculous seem the most acceptable diagnosis.

Progress. With the marked gastric retention surgical in-

tervention seemed essential. This could not be attempted

until the chemical evidence of alkalosis was eliminated. A
10 per cent solution of glucose in 500 c.c. of salt solution

intravenously was ordered on March 9. It is our practice

to continue administration daily until the blood chemistry

is normal. Only five such injections were given because

of interruption by certain examinations up to March 19.

On that date the urea had risen to 35 mg., but the CO2 had

returned to normal. At the completion of the studies on

March 18 antiluetic therapy was instituted. Bismuth was

selected (sodium potassium tartrobismuthate) rather than

the arsenicals because of the uncertainty regarding the tu-

berculous process in the lung.

On March 18 the patient developed an acute follicular

tonsillitis with bacteremia due to the streptococcus hemo-

lyticus, which was quickly followed by a serofibrinous pleu-

ritis and pericarditis and death on March 19.

Autopsy revealed the following:

1. A large chronic ulcer involving the anterior and

lateral aspect of the first part of the duodenum. The base

of the ulcer consisted of fibrous tissue. No duodenal tissue

could be recognized. Chronic peritoneal adhesions existed

between the gallbladder and the duodenum and pylorus.

A marked thickening of the peritoneal coat of the gallblad-

der was noted. The stomach was enormously dilated, but

the pylorus did not appear to be sufficiently closed to

account for the degree of retention.

2. A generalized tuberculous lymphadenitis involving

the mesenteric glands was present. Several large glands the

size of limes were situated around the pylorus and head of

the pancreas and undoubtedly were making pressure upon

the pylorus and duodenum. A large scar of the spleen was

thought by the pathologist, Dr. Case, to be a healed

tubercle or infarct. Evidence of a healed tuberculous

process of the right upper lobe and adhesive pleuritis of

the left apex was found.

This case illustrates a rare cause for duodenal

obstruction. A history of pleurisy, signs of a

healed tuberculous process in the lungs, calci-

fied abdominal glands visible by roentgenogram

and a lymphocytosis were sufficient to cause a con-

sideration of tabes mesenterica. The duodenal ulcer

complicates the clinical picture somewhat, but did

not account for the gastric retention, which was

secondary to obstruction of the terminal duodenum.

That obstruction in the region of the terminal

duodenum may be mistaken for pyloric obstruction

is well illustrated by the following case (reported in

Medical Clinics oj North America):

Case 4. J. H., colored laundryman, age thirty-five years,

was admitted January 20, 1927, complaining of stomach

trouble for past four or five years. During this time at-

tacks of epigastric pain occurred two or three hours after

meals about once a month, not relieved by food or soda.

Duration of attacks about one day. The attacks were ac-

companied by vomiting for one year previous to admis-

sion, which relieved the pain. For the past three weeks pre-

vious to admission vomiting was incessant. A hard nodular

mass was felt in the left upper abdomen extending from the

left costal margin to the level of the umbilicus, descending

markedly with inspiration.

Gastric analysis: High normal acidity with marked biliary

regurgitation. Occult blood negative. Stool: positive for

occult blood. Blood chemistry: sugar, 70 mg. per 100 c.c.;

CO-, 68 vol. per cent; urea, 18 mg. per 100 c.c. Red blood

cells, 3,950,000. Hemoglobin, 65 per cent. White blood-

Fig. 8. Note dilatation of stomach with smooth sub-
traction defect on greater curvature.

cells, 8000; polymorphonuclears, 69; small lymphocytes, 28;

large lymphocytes, 2 ;
transitionals 1

.

On January 25 intractible vomiting and abdominal pain

persist. Blood chemistry reveals an alkalosis. CO2 80 vol.

per cent; blood chlorides 400 mg. per 100 c.c.; van den

Bergh, 0.8 unit. Glucose and saline were administered by

bowel and vein, which controlled the vomiting.

Roentgenogram (fig. 8) revealed an enormous dilata-

tion of the stomach without any visualization of the duo-

denum. A large smooth indentation was present on the

greater curvature of the stomach which resembled that due

to outside pressure. This portion of the stomach was not

fixed. Marked gastric retention was seen at twenty-four

hours. Bromsulphalein liver functioo test was normal.

Icterus index, 2 units; urobilinogen, normal.

The following conditions must be considered: (a) Ob-
struction at or near the pylorus associated with a high

normal acid curve and long history pointing toward duo-

denal ulcer; (b) the left lobe of the liver is the most

likely site of the mass which may be either luetic or malig-

nant, and is pressing on but is not attached to the stomach.
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Although the case was obviously surgical from the stand-

point of pyloric obstruction, we decided to try antiluetic

measures, feeling that if the mass were malignant it was

certainly inoperable. Sodium iodide, IS grains, was ordered

on alternate days intravenously, together wdth mercurial

inunctions. A hemolytic streptococcic bacteremia developed,

but the patient died before serum could be administered.

The mass which we had felt in the upper left abdomen,

about the size of a half orange, involved the jejunum, a

loop of ileum and transverse colon. Before dissection it

appeared as though a spontaneous anastomosis had oc-

curred between the jejunum and the transverse colon, but

this did not prove to be the case. The mesenteric lymph

nodes which were a part of the mass w'ere enormously en-

larged, two of them reaching a diameter of 5 cm. A section

of these glands showed the center to be of firm consistency,

having a homogeneous yellowish-white color.

Upon opening the stomach and small intestine no evi-

dence of disease was found in the stomach or upper duo-

denum which could account for the apparent pyloric ob-

struction. Just below the duonedojejunal junction the wall

of the jejunum was thickened to about three times its nor-

mal breadth and extensive fibrosis of the intestine and

mesentery tvas present. For an area about three cm. in

width the mucosa of this part of the jejunum was cov-

ered with numerous shallow ulcerations, varying in di-

ameter from 1 mm. to 1 cm. and giving the jejunum a

moth-eaten appearance. Several inches below a similar

ulcerated area was found. This condition resembled very

much that seen in acute suppurative gastritis. The ab-

domen was free from fluid and there w’as no evidence of

peritonitis.

The microscopic examination of the jejunum reported

by Dr. Eugene Case shows multiple chronic ulcerations

of the mucosa extending into the muscularis. The wall of

the intestine was much thickened and there was a dense

infiltration of large mononuclear wandering cells, many
of which are phagocytes, lymphocytes and plasma cells.

Lymph nodes of the mesentery showed a similar type of

infiltration. There was no resemblence to tuberculosis.

Lymph nodes were described as possibly gummatous and

the process on the jejunum possibly syphilitic.

One might advance the theory that a chronic leutic in-

volvement of the jejunum was the basic lesion with a

superimposed subacute streptococcic infection which might

have been lighted up by the intravenous administration of

the iodide. The necropsy revealed no other focus for the

hemolytic streptococcic infection. The inability to find

the treponema by the Levaditi method makes it impos-

sible to present this case as one of the jejunal syphilis.

The stomach was so enormously dilated in this

instance that the duodenum could not be seen flu-

oroscopically or on the films. It was naturally as-

sumed that the pylorus was the site of the obstruc-

tion. The pylorus and duodenum was patent down

to the duodenojejunal junction. A chronic inter-

stitial jejunitis and lymphadenitis probably luetic

was the cause of the obstruction. An acute ulcera-

tive jejunitis aparently developed while the patient

was in the hospital. This case is particularly in-

structive in that it illustrates the fact that lesions

of the duodenum may closely mimic pyloric ob-

struction. In extreme dilatation of the stomach the

Fig. 9. Enormous dilatation of duodenum showing out-
line suggesting pressure from upper right abdomen
due to hydatid cyst of liver.

Fig. 10. Twenty-four hour retention in stomach and
duodenum in case of hydatid cyst.

antrum may be so expanded anterior to the duo-

denum, that the latter structure cannot be seen.

This difficulty is not encountered in mesenteric oc-

clusion. The coexisting gastroptosis renders visual-

ization of the duodenum easy.
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Another very rare abdominal lesion causing duo-

denal stasis was seen six months ago. A large mass

occupying the upper right quadrant of the abdomen

made sufficient pressure on the duodenum to pro-

duce partial obstruction at the third part of the

duodenum. Twenty-four hour barium retention was

noted in the stomach and proximal duodenum. An
inspection of figures 9 and 10, reveals a duodenum

shaped like a half moon, its concave surface being

directed toward the liver. The mass was a large

hydatid cyst about the size of a cantaloupe, involv-

ing the right lobe of the liver.

The pressure of any large tumor mass in the ab-

domen may be sufficient to produce stasis in the

duodenum. A young woman was very recently seen

with roentgen-ray evidence of duodenal stasis due

to pressure of an enormous ovarian cyst.

Chronic pancreatic disease, either benign or mal-

ignant may produce duodenal stasis either by pres-

sure or adhesions involving the duodenum. Stasis

is probably present in many cases of enlargement

of the head of the pancreas, but it is rarely of

clinical importance.

Case S. J. C., white male, came to the clinic complain-

ing of fullness and helching immediately after eating and

also attacks of pain and soreness in the left hypochon-

drium from two to three hours after meals with relief by
eating. There was no loss of weight.

The physical examination was essentially negative. There

was a grade four hyperacidity with slight delay in evacuat-

ing the Ewald meal. No gross or occult blood in the stom-

ach or feces. Repeated attempts at duodenal aspiration

were unsuccessful. No anemia. Blood serology negative

and chemistry normal. Roentgenogram revealed a tapering

of the antrum and pylorus and a very wide duodenal

curve.

A diagnosis of carcinoma of the head of the pancreas

was entertained, but constant improvement on an ulcer

regimen ruled it out. There were no laboratory findings

to confirm the suspicion of chronic pancreatitis. The pa-

tient remains much improved after five years without a

definite diagnosis being made.

GROSS PATHOLOGY WITHIN THE DUODENUM
Primary malignancy of the duodenum is rare.

Eustermann®* found but fifteen verified cases of

primary cancer of duodenum at the Mayo Clinic

up to 1925. Only three of these occurred in the

infraampullary portion. Thus primary cancer of

the terminal duodenum is so rare that it can prac-

tically be ignored as a cause of duodenal stasis.

I have seen but one proven case of primary cancer

of the duodenum. It occurred in the second part of

the duodenum.

PERIDUODENAL ADHESIONS (ACQUIRED)

Periduodenitis dependent upon adhesions to the

gallbladder, although a rather important clinical

entity, is a rare cause of duodenal stasis. The ad-

hesions involve the duodenum in its first and sec-

ond portion, so that stasis if it occurs, will be

proximal to the third part. No difficulty should be

encountered in differentiating cholecystic periduo-

denitis from mesenteric occlusion, the whole of the

duodenum being widely dilated in the latter con-

dition. The most frequent cause of deformities of

the second portion of the duodenum is pathology

in the gallbladder.

Case 6. J. B., a male physician, forty years of age, had

been complaining of periodic attacks of pyrosis, regurgita-

tion, vomiting and anorexia for fifteen years. He was un-

derweight but showed nothing noteworthy on physical ex-

amination. Gastric acidity was slightly subnormal. Bile

was present in the gastric extractions. The emptying time

was somewhat delayed. Bile drainage revealed evidence of

a catarrhal cholecystitis. There was no blood in the stom-

ach or stools. A constant constricting type of defect was
present in the second part of the duodenum, with dilata-

tion proximal to the constriction. A diagnosis of adhesions

involving the second part of the duodenum, probably

cholecystic, was made.

Stasis in the upper duodenum is occasionally en-

countered in patients following operations on the

gallbladder. I have recently seen a patient with

multiple irregularities of the second portion of the

duodenum with dilation and six hour barium re-

tention proximal to the constriction. A cholecys-

tectomy had been performed three years previously.

Duodenal stasis may follow a gastrojejunostomy.

In two patients it was apparently dependent upon

jejunal ulcer constricting the jejunum distal to the

ostomy, causing enormous dilatation of the duode-

num and jejunum proximal to the ostomy.

DUODENAL DIVERTICULOSIS

Stasis may be confined to the diverticulum or

the pouch, because of its size and location, may

make traction or pressure on the lumen of the duo-

denum causing obstruction. Spriggs^^ in his classi-

cal article on intestinal diverticulosis describes find-

ing duodenal diverticua thirty-eight times in one

thousand consecutive radiologic examinations.

Case^’ has published a series of eighty-five cases.

Their combined statistics indicate the general char-

acteristics of duodenal diverticulum. The pouches

are usually single and the second part of the duo-

denum on the mesial surface is the commonest site.

It is more frequent in women and the average age

is about fifty-five years.

The differentiation between diverticulum and

stasis due to other causes is usually easy. An enor-

mous pouch of the terminal duodenum with a wide

mouth might be easily confused with mesenteric oc-

clusion of the duodenum, but careful fluoroscopy

and plating should enable one to make a differ-
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ential diagnosis. Duodenal diverticulum is very in-

frequent in the first portion. Only three per cent of

all duodenal diverticula occur there according to some

writers. The following case is of interest because of

the possibility of diverticulum in this situation.

Case 7. J. G. B., a white male thirty-four years of age,

had been experiencing attacks of late postprandial pain

and discomfort in the epigastrium for three years. The

chief complaint was quite suggestix'e of duodenal ulcer.

Other symptoms were gaseous dyspepsia, neuralgia, anor-

exia and fatigue. He was markedly under weight.

A gastric succussion splash was elicited below the um-

bilicus. Otherwise the physical examination was not note-

worthy. A normal acidity was found by gastric analysis

but the emptying- of the stomach was delayed. Duodenal

intubation was accomplished. Food rests were present in

the fasting duodenum as well as microscopic evidence of

catarrhal duodenitis.

By roentgenogram a large di%-erticulum was seen extend-

ing out from the base of the greater curvature of the cap.

Fig. 11. Large diverticulum extending from base of
cap on the greater curvature. Dilatation of duodenum
proximal to spine.

The whole of the duodenum was dilated down to the

point of its crossing of the spine. Barium was retained

in the pouch, second and third portions of the duodenum

and stomach at sLx hours (fig. 11). Marked antiperistalsis

was visible in the midportion of the duodenum and a diag-

nosis of mesenteric occlusion of the duodenum was made.

The pouching of the cap may have been dependent upon

mesenteric occlusion of the duodenum, the latter condition

causing distention of the duodenum with back pressure

against a pylorus which failed to relax.

Kampmeier^® reported a diverticulum in the same

situation in a young woman. The above case is re-

ported because of its unusual situation and the

concomitant mesenteric occlusion which might ac-

count for its presence.

DUODENAL STASIS .AND SYPHILIS OF UPPER
GASTROINTESTINAL TRACT

In a recent article®' on gastroduodenal pathology

in luetics mention was made of the high percentage

of cases showing multiple roentgen defects in the

esophagus, stomach or duodenum. Twenty-three

cases having syphilis, gastric symptoms, and evi-

dence of organic pathology by roentgenograms were

analyzed. Six of them fulfilled the accepted clinical

criteria necessary to the diagnosis of gastroduo-

denal syphilis. In seven other cases the lues seemed

to play some part in the clinical picture presented.

Of these thirteen cases, five had delay, dilatation or

obstruction of the terminal duodenum. The essen-

tial lesions in these cases were
: ( 1 ) gastric ulcer,

bleeding, (2) diffuse luetic fibrosis involving the

middle two-thirds of the stomach, (3) syphilitic

lymphadenitis of the mesenteric glands obstructing

the terminal duodenum (previously mentioned),

(4) duodenal ulcer, distal half of cap, (5) ulcer-

like defect in distal half of cap with achlorhydria.

In two of the five cases (1 and 2) marked

delay in emptying of the terminal esophagus was

also present. Three other cases, making five in all,

presented esophageal delay. This tendency toward

stasis in the esophagus and duodenum greatly ex-

ceeds any similar series of nonspecific lesions of the

stomach and duodenum. We concluded that duo-

denal stasis, when present in association with a gas-

tric or duodenal defect in a luetic patient, favored

the diagnosis of lues as the primary etiologic fac-

tor. One can only speculate concerning this ten-

dency toward duodenal stasis in gastric syphilis.

Luetic involvement of mesenteric glands similar to

that seen in case J. H. could account for the delay.

Fibrosis or thickening of the root of the mesentery

of the small intestine would likewise produce stasis

by pressure on the terminal duodenum. The cause,

whatever it may be, exerts its effect on the duo-

denum near its termination. It is proximal to this

point that the dilatation and stasis is seen.

GASTRIC HYPERMOTILITY

Extreme gastric hypermotility may induce a con-

dition which radiologically simulates duodenal sta-

sis. Almost immediately after the opaque mixture

enters the stomach it enters the duodenum which

appears dilated and may remain filled until the

stomach is almost empty.

Case 8. A. A., a very apprehensive neurotic young

Jewish man, complained of alternating attacks of con-

stipation and diarrhea, and epigastric gnawing for seven

years. Laboratory studies and physical examination were

essentially negative.
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Roentgen-ray study revealed a very striking gastrointes-

tinal hypermotility. A film taken ten minutes (fig. 19) after

the ingestion of barium shows the stomach more than

half empty and the head of the meal in the terminal

ileum. The whole of the duodenum seemed to be dilated.

No other abnormalities w’ere found except an extremely

spastic irritable colon. A diagnosis of neurogenic spastic

colitis was made. The subsequent observations seemed to

confirm this impression.

This case illustrates the marked degree of gas-

trointestinal irritability which is encountered in

cases of colitis of the neurogenic type. The appar-

ent dilatation of the duodenum was probably due

to distention as a result of rapid emptying of the

stomach. This type of hypermotility is seen in

some cases of achylia gastrica.

TOXEMIA AND UPPER INTESTINAL OBSTRUCTION

Certain characteristic biochemical changes are

seen in the more severe cases of obstruction of the

duodenum. This condition is described as alkalosis

or alkalemia and may cause severe toxic symptoms

and rarely death. The alkalosis may be quite

marked in the absence of symptoms.

The changes in blood chemistry are; (1) lessen-

ing in blood chlorides, (2) a shift of the acid base

balance to the alkaline side shown by an increase

in the carbon dioxide combining powder of the

plasma and an increase in hydrogen-ion concentra-

tion, and (3) a decrease in blood nonprotein nitro-

gen. These changes appear in the order given.

Practically, an estimation of either whole blood or

plasma chlorides, the carbon dioxide combining

power of the plasma and blood urea are the nec-

essary blood chemical studies. A whole blood chlor-

ide level of four hundred mg. or less, with a plasma

carbon dioxide of 60 plus and an elevation of urea

to 30-40 mg. is the ratio seen in mild cases.

It is not unusual for the blood urea to mount

well above one hundred mg. in severe cases. The

blood creatinine rise is very slight as compared

with the toxemia of nephrosis. If the plasma car-

bon dioxide reaches one hundred volumes per cent,

tetany may occur. The urinary findings in alkalosis

include a drop in the chloride excretion and a nor-

mal or increased urea output.

Cases of duodenal obstruction associated with

alkalosis are surgical. The alkalosis must be cor-

rected before surgery is undertaken. Measures to

combat the dehydration must be instituted. Daily

intravenous administration of chlorides and glucose

will usually suffice. In mild cases three or four in-

jections are often sufficient to overcome the alkalo-

sis and toxemia. Calcium and parathyroid should

be used if tetany is present. Simple duodenal stasis

not dependent upon organic obstruction is rarely

associated with alkalosis. An excellent review of

this subject has recently been made by my asso-

ciate, Shay.^®

BIBLIOGRAPHY

1. Von Rokitansky: Lehrbuch der Path. Anatomie, ed.

3, 3:1863.

2. Glenard: Del ’Enteroptose, Presse med., Beige, 1889.

3. Kundrat: Veber eine seltene Form der inneren In-

carceration, Wien. med. Wchnschr. 41:351, 1891.

4. Albrecht, P. S.: Uber arteriomesenterialen Darmver-

scheuss an der Duodenojejunal grenge und seine Ursach-

liche Beziehung zur Magene Weiterung: Virchow Arch. f.

path. Anat. 156:285, 1899.

5. Snitzler, Wien. Klin.: Rundschau, 9:579, 1895.

6. Robinson, B.: Dilatation of the Stomach from Pres-

sure of the Superior Mesenteric Artery, Vein and Nerve oii

the Transverse Segment of the Duodenum. Cincinnati

Lancet-Clinic, Dec. 8, 1900.

7. Conner, L. A.: Acute Dilatation of the Stomach, and

Its Relation to Mesenteric Obstruction of the Duodenum,

Tr. Assn. Am. Phys. 21:579, 1906.

8. Bloodgood, J. C.: Acute Dilatation of Stomach-

Gastromesenteric Ileus, Ann. Surg. 46:736, 1907.

9. Codman, E. A.: Chronic Obstruction by the Root of

the Mesentery, Bost. Med. and Surg. Jour., 168:503, Apr.

16, 1908.

10. Kellogg, E. L., and Kellogg, W. A.: Chronic Obstruc-

tion with Duodenojejunostomy as a Method of Treatment,

Ann. Surg. 73:578, May, 1921.

11. McKenty: Chronic Duodenal Stenosis, S., G and O.,

p. 444, 1924.

12. Barling, S.: Chronic Duodenal Ileus, Brit. Jour.

Surg., 10:501, 1923.

13. Vanderhoff: Dilated Duodenum, J. A. M. A. 69i5l0.

14. Melchior: Berl. Klin. Wchnschr., abstr. J. A. M. A.

p. 1611, Oct. 31, 1914.

15. Englebach, Wm.: Arteriomesenteric Occlusion of the

Duodenum, Jour. Roent., Vol. 1, May, 1918.

16. Jordan, A.: Brit. Med. Jour. 1:1225, 1912.

17. Wilkie, D. P. D.: Brit. Jour. Surg. p. 204, 1921 and
Vol. 2, 1922. Am. Jour. Med. Sc., May, 1927.

18 Duval, P., Roux, I. C. and Beclere, H.: The Duo-
denum.

19. Devine: Basic Principles and Supreme Difficulties in

Gastric Surgery. S., G. and O., Jan., 1925.

20. Barber: Ann. Surg., 62:433, 1915.

21. Turk: J. A. M. A. 69:515, quoted by Englebach.
22. Carnett, J. B.: Intercostal Neuralgia as a Cause of

Abdominal Pain and Tenderness, S., G. and O., May, 1926.

23. Hayes: Quoted by Kellogg.

24. Sloan, E. P.: Partial Obstruction at Duoden-jejunal
Junction as Cause of Ulcer of Duodenum, J. A. M. A.,

.\pr. 7, 1923.

25. Deaver, J. B.: Quoted by Duval et al.

26. Zoeffel: Quoted by Duval et al.

27. Sidel: Quoted by Duval et al.

28. Brocq: Quoted by Duval et al.

29. Moynihan, B.: Disappointments after Gastroenter-
ostomy. Brit. Med. Jour. 2:33, 1919.

30. Reinhard, W.: Die Arteriomesenteriale Duodenalver-
schluss., Deut. Zeitsschr. f. Chir. 168:319, 1922.

31. Bockus, H. L.: Jejunal Alimentation in Treatment
of Peptic Ulcer, J. A. M. A. 83:351, Feb. 2, 1924.

32. Stavely: S., G. and O., 11:288, 1910.

33. Eusterman, G. B., Berkman, D. M. and Swan, T. S.:

Primary Carcinoma of the Duodenum, Ann. Surg., July,
1925.

34. Spriggs, E. L, and Maryer, O. A.: Intestinal Diver-
ticula, Quart. Jour. Med. 19:73, Oct., 1925,

35. Case, J. T.: Diverticula of Small Intestine, J. A.
M. A. 75:1463.

36. Kampmeier: Amer. Jour. Med. Sci.

37. Bockus, H. L. and Bank, J.: Upper Gastro-intestinal
Disease Associated with Syphilis, Amer. Jour. Syph. 13:30,

Jan., 1929.

38. Shay, H.: Penn. Med. Jour., 32:627 (June) 1929.



116 ACIDOSIS HOFRICHTER Vol. XXIX. Xo. 3

ACIDOSIS

STUDIES AS PORTR.AYED IX HOSPIT.AL

C.ASE il.AXAGEMEXT *

C. H. Hofrichter, A.B., M.D.

SE.ATTLE, AV.ASH.

The term acidosis is a vague one and has fallen

into disrepute in recent years. It is used by the

lajmen to represent acid conditions within the

body in a very indefinite manner. In diabetes it is

used to distinguish a condition presenting acid

bodies within the urine and a group of clinical

symptoms. These bodies are known as the ketones.

When these ketones are found in the urine, it is

taken for granted that they also exist within the

blood. When present in the blood in sufficient quan-

tities they are incompatible with life.

The ketone bodies are:

1. B-o-XA-butyric acid CH- CHOH CH, COOH
2 . .Acetoacetic acid CEb CO CH- COOH

(called diacetic acid)

3. .Acetone CH3 CO CHs

The great offender of these three is acetoacetic

acid.

The chief source of the acetone bodies is from

the fatty acids which form in the catabolism of fat.

If one follows through the steps of the breaking

down of the fat within the body it is believed to be:

1 . Butyric acid

2. B-oxj’butyric acid

3. CO; and HcO

Some indi\-iduals seem to have difficulty in break-

ing down fat in this normal manner and this is par-

ticularly true of the diabetic indixddual. There is

a great variance in the ability of individuals to

utilize fat. Some will readily take care of twice as

much as others. Following great temporary stress,

such as in a postoperative period, many instances

of this difference in ability to metabolize fat will

be found through an acetonuria.

\’on Xoorden has sponsored the view that within

the diabetic the fats cannot be burned properly be-

cause of the lack of sufficient utilization of sugar.

In order for fats to be metabolized the carbohy-

drate fires must be burning vigorously, and then

in the heat of this metabolic activity the fats are

caught and utilized to a fruitful and satisfactory

conclusion. Once let the carbohydrate fires die

down and then the fats form abnormal toxic end-

products which may prove to be the cause of death

• Read before a Meeting of the visiting staff at
Seattle General Hospital, December 5, 1929.

of the individual. The course which the fats follow

in forming these toxic end-products is:

1 . Butyric acid

2. B-ox>-butyric acid CH, CHOH CH; COOH
3. .Acetoacetic acid CH; CO CH; COOH

(diacetic acid)

4. .Acetone CHs CO CHj

The protein is also a source of the formation

of the ketone bodies. The protein breaks up into

a glucose and a fatty acid portion. Fifty-eight per

cent of the protein molecule is converted into glu-

cose and 46 per cent into fatty acid. This fatty

acid is felt to be a source of acetone as well as the

fatty acid of the fat.

There are very definite changes within the blood,

when this condition of acidosis exists. These def-

inite changes may be determined, but there are

probably other changes which are very complex

and cannot be followed at the present time.

Within the blood are so-called buffer substances.

These are the salts of the carbonates and phos-

phates, the hemoglobin and the protein. It is the

function of these so-called buffers to combine with

the acid substances when they present themselves,

and so keep the reaction or hydrogen ion concen-

tration of the blood on a very even basis. A slight

change in the hydrogen ion concentration is not

compatible with life.

The chemical balance of the blood, or the hy-

drogen ion concentration, is maintained constant in

a large measure by means of the respiration, which

washes out of the blood the CO, in the quanti-

ties necessary.

-A. very delicate mechanism exists in this respect.

The CO, exists within the blood in two important

ways. It is dissolved as H,COs and acts as a weak

acid, and is combined in the blood as NaHCOj
and acts as a weak base. These two substances,

one an acid and one a base, balance each other.

If the acid portion H2CO3, consisting of the dis-

solved CO, becomes increased, the acidity stim-

ulates the respiratory center, there is a greater

minute volume of air handled, and the CO, is

washed out of the blood, thus restoring the normal

balance.

If the basic portion XaHCO, becomes too high,

the alkali can be excreted by the kidney. If, then,

an excessive acid condition exists mthin the blood,

the following phenomena take place:

1. Stimulation of respiration and washing out of

CO2 and the H2CO3 becomes lower.

2. Some acid combines with the alkali and is
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excreted through the kidneys. This lowers the

NaHCOa.

3. The percentage of COg in the expired air will

fall as this varies directly with the amount of CO2

within the blood.

If the functions of the body are pressed beyond

the above mentioned means of handling, one may

find that the kidney decomposes urea and pro-

duces ammonia which combines with and neutral-

izes the acid. Acid is also excreted by the kidney.

While this delicate and remarkable play of bal-

ance is constantly going on within the body, it is

apt to be misleading when one studies it as a guide

to the institution of adequate therapeutic measures.

For years many physicians felt that if the deli-

cate acid base balance were disturbed by the pres-

ence of too great quantities of acid, the proper

means to combat such a condition was the admin-

istration of alkalies in sufficient quantities to neu-

tralize the excess of acid. So alkalies were ad-

ministered. Very little outside of immediate neu-

tralization was accomplished, however. It remained

for someone to lay stress, not on the neutralization

of a formed acid, but to stop the sources from

which this acid was originating.

To grasp the fundamental factors as far as the

formation of acetone and acetoacetic acid are con-

cerned, we must focus our attention upon the

breaking down of fat and protein within the body.

-As stated in a previous paragraph, when the fats

break down properly the following steps are tra-

versed: (1) Butyric acid, (2) B-oxybutyric acid,

(3) acetic acid, (4) CO2 and H,0.

As also stated previously, when the fats do not

metabolize properly, then in the third step in place

of acetic acid, acetoacetic acid, or so-called diacetic

acid is formed. This acid progresses into acetone.

The steps then become the following: (1) Butyric

acid, (2) B-oxybutyric acid, (3) acetoacetic acid,

(4) acetone.

The acetoacetic acid is very toxic to the tissues

of the body, and when present in sufficient quanti-

ties it causes death. Death from such cause is not

infrequent, and the prevalence of acidosis with

ketone bodies is common. Recently the Metropoli-

tan Life Insurance Company reported 1,800 deaths

from diabetes. Out of these 919 had not had the

care which we know now to be the best for acidosis,

namely the administration of glucose and insulin.

In our therapy we must strive to prevent the

formation of acetoacetic acid, not to neutralize

it after it is once formed. The means by which this

is accomplished is very simple. For purposes of

precision let us state the matter this way: // car-

bohydrate is metabolizing properly in sufficient

quantities, acetoacetic acid and acetone cannot

be formed.

It is essential, then, to get carbohydrates in suf-

ficient quantities in some form into the patient

suffering from acidosis and to get it metabolized.

Carbohydrate may be provided in concentrated

form in emergences as: (1) Intravenous glucose,

(2) oatmeal gruel, (3) orange juice and sugar.

As long as the patient can swallow it is not nec-

essary to give intravenous glucose. Oatmeal gruel

is well borne. Urge the gruel in small quantities at

frequent intervals and support its administration

with adequate amounts of insulin. For each two

grams of carbohydrate retained, one unit of insulin

may be given. Quantities of carbohydrate must be

metabolized, as much as 200 grams in twenty-four

hours. It seems heretical to give a diabetic patient

in coma carbohydrate, but it is the metabolism of

the excess of carbohydrate in the body together

with the metabolism of the carbohydrate fed which

is going to eliminate the formation of what is caus-

ing the coma, namely, the acetoacetic acid.

When one is dealing with the acute emergencies

in acidosis, it is better to strip the therapy of all

the protein and fat possible. Glucose and insulin

are the life preservers to which we cling. It is

a tenacious struggle against death and, may I say,

a spectacular one. The reward which comes from

good management is life itself. It is one of the

great contributions of insulin that with it we can

force the metabolism of carbohydrate and then

literally work ourselves out of an acidosis.

After the immediate struggle is over, which

should not be longer than twenty-four to forty-

eight hours, one must alter the dietetic prescrip-

tion and add gradually the amount of protein and

fat which the patient can tolerate.

Three case records are presented to demonstrate

the practical workings of the principles here dis-

cussed. A word of explanation in regard to the

charts of these case records serves to make them

more readily understood.

The numerical charts are self-explantory and

carry the record of the urine, the dietetic orders

and quantity of insulin. The graphic charts are

compiled from the numerical. The numerals ex-

tending along the length of the charts represent

grams of total glucose, calculated according to the

Woodyatt method, grams of fatty acid and units
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Fig-. 1. Glucose-fatty acid ratio of H5:165-)-30 units
of insulin results in acidosis.
Glucose-fatty acid ratio of 191:133-)-40 units of in-
sulin eliminates acetone and sugar.
Extra units of insulin take care of 46 grams of
glucose and clears up the excess spilling through.

of insulin. The two heavy lines with 1:1.5 repre-

sent a diet with 100 grams of total glucose and

150 grams of fatty acid, calculated after Woodyatt.

These values of total glucose and fatty acid

have been chosen arbitrarily and fixed upon each

chart in an identical manner, so that subsequent

dietary prescriptions might have a background for
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Fig. 2. On a glucose-fatty acid ratio 284:68, accom-
panied by a heavy insulin dosage, a moribund patient
is restored to consciousness and the acidosis eliminat-
ed in approximately 36 hours.

comparison. This is not done in an effort to criticize

the excellently built and adequate standard of

Woodyatt, namely, that a glucose fatty acid ratio

of 1:1.5 is a safe one to avoid acidosis. The pur-

pose is to show that in the height of severe symp-

10/V4
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CASE No. 1

Date VoL .

C.C.

Sp .

Gr.
Alb. Ace-

tone
Sugar
%

Grams Q P P Cal. Glu. Fatty
Acid

Insulin Units

a.m. NOON P.M.

10/ 8/29 1044 — ++-h + .025 100 50 160 2040 145 165 15 0 15

9 1030 — .028 31.9 100 50 160 2040 145 165 15 0 15

10 1040 — .066 118.8 100 50 160 2040 145 165 15 0 15

11 1030 — -H -b -
f
- .04 43.2 100 50 160 2040 145 165 15 10 15

12 1032 — .04 150 50 125 1925 191 133 15 10 15

13 1040 — -
1

- .04 45.6 150 50 125 1925 191 133 15 10 15

14 1020 — - .00 2.0 150 50 125 1925 191 133 15 0 15

15 1020 — - .00 2.0 150 50 125 1925 191 133 15 0 10

16 1020 — - .005 3.6 150 50 125 1925 191 133 15 0 10

17 1030 — - .025 18 . 150 50 125 1925 191 133 15 0 10

CASE No. 2

Date VOL .

C .C .

Sp .

Gr.
Alb. Ace-

tone
Sugar
%

Grams C P F Cal. Glu. Fatty
Acid

Insulin Units

A.M. NOON P.M.

1/16/29 56 17 4 25 30

17 1040 + - -b++-b .02 250 50 50 1650 284 68 30 30 30

18 1029 - - .00 2.0 250 50 50 1650 284 68 30-20-20-30-20

19 1014 - - .00 2.0 250 50 50 1650 284 68 30-30-30-30

20 1016 - - .005 250 50 50 1650 30 30 30

21 1015 -
t
-- + 4- .01 250 50 150 2550 294 158 30 30 30

22 1010 - - .00 2.0 250 50 150 2550 294 158 30 30 30

23 1020 -h - - .00 2.0 250 50 150 2550 294 158 35 35 35

24 1010 - - .00 2.0 250 50 150 2550 294 158 35 35 35

25 1022 - - .00 2.0 250 50 150 2550 294 158 35 35 35

26 1020 - - .00 2.0 250 50 150 2550 294 158 35 35 35

27 1011 - - .00 2.0 250 50 150 2550 294 158 35 35 35

28 1010 - - .00 2.0 250 50 150 2550 294 158 35 35 35

29 1018 - - .00 2.0 250 50 150 2550 294 158 35 35 35

30 1013 - - .00 2.0 250 50 150 2550 294 158 35 35 35

31 1014 - - .00 2.0 250 50 150 2550 294 158 35 35 35

toms due to acidosis, we must temporarily resort to

ratios far a-field from the proverbial 1:1.5. We
must get rid of all the fatty acid we can and this

is done with high carbohydrate, low fatty acid

intake supported by adequate insulin dosage:

One graph represents the total glucose given

each day.

One graph represents the total amount of fatty

acid.

One graph represents the total insulin dosage.

The dates are recorded.

The percentage of sugar and qualitative acetone

readings are given.

Each chart represents one case, and one case has

four admissions into the hospital recorded.

Case 1. This case presents a child in acidosis. There is

no immediate, acute emergency present, but the acetone is

heavy, the child is drowsy, and the home has not ade-

quately done its part in caring for the individual. Adjust-

ment of the condition is necessary.

The first dietetic program of carbohydrate 100, protein

50, fat 160 results in a glucose-fatty acid ratio of 145:165

or 1:1-1. The supporting insulin was 30 units. This pro-

gram accomplished nothing. The acetone did not go below

three plus and the sugar output was heavy.

When the carbohydrate was raised materially and the

fats lowered, and the insulin slightly raised, the acetone

vanished. Notice how much more effectual the insulin is

when the acetone is eliminated. The extra ten units of

insulin takes care of the 46 grams of sugar added and the

excess which has been spilling through. Apparently the

needs here were for more carbohydrate, less fat and

more insulin.

Case 2. This case represents a spectacular recovery of a

moribund individual in a comparatively short period of

time. The glucose-fatty acid ratio is 285:68 or 1:0.24. The

dosage of insulin is high. This portrays the quick response

to a high carbohydrate diet with a large dose of insulin.

Case 3. This case represents a severe infection in a

patient suffering from diabetes mellitus. A diet of car-

bohydrate 60, protein 60, fat 170, with a glucose fatty

acid ratio of 1 : 1 .6 and an insulin dosage of 40 units did not

bring the acetone below two plus, or the sugar below .013.
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Fig. 3. When the glucose-fatty acid ratio was changed
from 108:160 to 216:74, there was immediate clearing
up of acidosis.

A heavy dose of insulin had to be used to support the
high carbohydrate feeding.

dosage of insulin which permits a percentage of sugar

of .013 is not adequate, but this is not the entire fault.

.\ radical change to a high carbohydrate, low fat program

accomplishes the elimination of the acidosis. This is worked

out with the approximate values of carbohydrate 180,

protein 40, fat 30, and insulin 100 units. Here the 1:1.S

ratio of glucose to fatty acid used must give way in the

storm of impending failure to an approximate ratio of

1 : 0 .20 .

Case 4. The factors for consideration in this instance

are many. In the first admission one sees the rapid re-

sponse as portrayed in the diminution of the acetone, when
subjected to pressure of high carbohydrate feedings and

high insulin administration. It is also interesting to notice

the disappearance of the albumin as the body chemistry

assumes a more natural balance. Apparently the kidney

is irritated by the necessity of excreting the abnormal end-

products of metabolism.

The second admission of this case into the hospital is

most interesting. There has been severe abdominal pain,

with vomiting and tenderness over the gallbladder. This in

the absence of acetone w'as diagnosed as cholecystitis with

cholilithiasis, and the presence in the hospital was for

cholecystectomy. The gallbladder was successfully removed
and the diagnosis substantiated.

Those interested in preparing cases of diabetes

for surgical procedures will find, by studying the

preparation in the days preceding operation, a

means of giving good metabolic support in the post-

operative period. The substance of the desire in

these cases is to get the liver as full of glycogen

as possible before starting, and to keep sufficient

glucose metabolizing in the postoperative period

to avoid the acidosis. One must be exceedingly

nimble in the postoperative period and inhibit the

development of the ketone bodies. These bodies

can appear in large quantities between two voidings

as seen upon the chart. Intravenous glucose may
be necessary for a short period in the postoperative

phase of management.

The third admission is again for acute acidosis with

ready response. This carries us back to the first admis-

sion. The response is considerably sharper in this effort.

The fourth admission was for observation for abdominal

pain. No acidosis was present. This case never did tolerate

fat well, and one always had to be exceedingly careful not

to feed too much of this food. The ratio of one gram of

total glucose to 1.3 grams of fatty acid was never pos-

sible here.

It is hoped that this report on these four cases

will serve to establish interest in those struggling

with the problems of acidosis, and give some sug-

gestions for the type of management best suited.
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CASE No. 4—FIRST ADMISSION

Date VOL.
c.c.

Sp.
Gr.

Alb. Ace-
tone

Sugar
%

Grams Q p p Cal. Glu. Fatty
Acid

Insulin Units

A.M. NOON P.M.

6/16/28 1020 Heavy ++++ .008 130? 10-10-30-20

17 1022 Heavy ++++ .005 Oatm eal gru el 45 q 15 m? 15-15-15-20-10-10-10-10-10-10

18 1010 Heavy + .028 126 60 100 1644 170 115 20 20 20

19 — Heavy - .00 2.0 126 60 100 1644 170 115 20 20 20

20 1020 Tr. + .00 2.0 126 60 100 1644 170 115 20 20 20

21 1010 F.T. + .00 2.0 126 60 100 1644 170 115 20 20 20

22 1010 — + .00 2.0 126 60 100 1644 170 115 20 20 20

SECOND ADMISSION

Date Vol.
c.c.

Sp.
Gr.

Alb. Ace-
tone

Sugar
%

Grams C P F Cal. Glu. Fatty
Acid

Insulin Units

A.M. NOON P.M.

9/15/28 1016 — - .04 100 40 25 785 126 39 10 10 10

16 1020 Tr. - .02 100 40 25 785 126 39 10 10 10

17 1020 F.T. - .00 2.0 100 40 25 785 126 39 10 10 10

19 1016 — - .00 2.0 Oatm eal gru el 10- 10-10-10

20 1012 — - .00 2.0 100 40 50 1010 128 63 10 10 10

21 1005 - - .00 2.0 100 40 50 1010 128 63 10 10 10

22 1 1010 F.T. - .00 2.0 200 50 75 1675 237 91 15 15 15

23
j

1008 — - .00 2.0 200 50 75 1675 237 91 10 15 15

24 1006 F.T. - .00 2.0 200 50 75 1675 237 91 25 0 15

25 1024 F.T. -f-++ .016 30 15 15

—
-t- .016

— .025

26 1022 Tr. - .02 15 15 15

— - .012

— - .02

27 1032 F.T. +-h+-t- .02 15-3 9-15-15r-15

— - .005

28 1024 F.T. - Tr. 151 49 51 1289 185 68 10-10-20-10-10-15

29 — - .00 2.0 151 49 51 1289 185 68 10-10-10- 10

10, 1/28 1020 - - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

2 1014 — - .00 2.0 151 49 51 1289 185 68 15-10-10-10-10

3 1018 — - .00 2.0 151 49 51 1289 185 68 10-10-10-15-10

4 1018 — - .00 2.0 151 49 51 1289 185 68 15-15-10-10-10

5 1011 — - .00 2.0 151 49 51 1289 185 68 15-1 5—10— i -10

6 1013 FT. - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

7 1010 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

8 1010 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

9 1022 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

10 1018 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

11 1012 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

12 1007 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

13 1005 - - .00 2.0 151 49 51 1289 185 68 lO-lO-lO-lO

14 1008 — - .00 2.0 151 49 51 1239 185 68 10-10-10-10-10

15 1010 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

16 1012 — - .00 2.0 151 49 51 1289 185 68 10-10-10-10-10

17 1010 — — .00 2.0 151 49 51 1289 185 68 10-10-10-10-10
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THIRD ADMISSION

8/ 6/29 1022 Tr. 4- + + + 25 20 20

7 1020 Tr. - 244 40 8 1136 268 25 20-20-20-20-20-20-20

8 1004 — - 244 40 8 1136 268 25 20-20-20-20-20-20-20

1010 Tr. -

1008 — -

9 1028 — - 244 40 8 1136 268 25 20-20-20-20-20-20-20-20

1006 — -

10 1023 — - 244 40 8 1136 268 25

FOURTH ADMISSION

9/ 9/29 1010 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

10 1006 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

11 1005 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

12 1020 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

13 1008 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

14 1010 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

15 1010 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

16 1006 F.T. - .00 2.0 100 40 60 1100 129 62 10-10-10-10

17 1005 Tr. - .00 2.0 100 40 60 1100 129 62 10-10-10-10

18 1004 Tr. - .00 2.0 100 40 60 1100 129 62 10-10-10-10

19 1005 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

20 1005 F.T. - .00 2.0 100 40 60 1100 129 62 10-10-10-10

21 1010 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

22 1006 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

23 1004 Tr. - .00 2 0 100 40 60 1100 129 62 10-10-10-10

24 1003 — - .00 2.0 100 40 60 1100 129 62 10-10-10-10

25 1004 Tr. - .00 2.0 100 40 60 1100 129 62 10-10-10-10

CH\TOUS CYST OF THE MESENTERY

Thomas M. Joyce, M.D.

Martin A. Howard, M.D.

John H. Fitzgibbon, M.D.

PORTLAND, ORE.

Cysts of the mesentery are considered quite rare.

In 1900 Dowd^ made an historical study of the

literature and found records of 145 cases. Since

then it has been estimated that between 200 and

300 cases of mesenteric cysts of all varieties have

been recorded. Real chylous cysts are rare indeed.

As early as the sixteenth century Benivieni,^ a

Florentine anatomist, described these cysts as “ana-

tomic curiosities.” Portal,® in 1803, classified the

number of cases that had been reported. In 1842

Rokitanskjd first described chylous cysts of the

mesentery at autopsy. In 1897 Moynihan® present-

ed nine cases of mesenteric cyst. Some of the men
who have more recently discussed chyle cysts are

Levison,® Lang^ and Clark.® Probably the last case

to be found in the literature is a chylous cyst of

the mesentery reported by Lang'^ in the Canadian

Medical Journal in May, 1928.

Because of the rarity of chylous cysts we thought

it advisable to place this case on record.

J. U., male, aged 39, Prussian, welding business.

Family history. Father died of carcinoma at 65. Mother

living and well. Wife living and well. Three children living

and well.

Past history. Negative except for influenza and pneu-

monia in 1918. No history of v'eneral disease.

Present complaint. Abdominal distress for two weeks.

Constipation for three or four months. Loss of appetite.

Loss of weight and strength.

Present illness. Until four months ago patient had always

been quite healthy with the exception of slight constipa-

tion. During the last four months the constipation has been

more marked, requiring more frequent laxatives. Recently,

however, he has had three to four loose stools a day.

About two weeks ago he began to have a dull ache,

accompanied by a cramping distress, throughout his abdo-

men, coming on just before and after meals. At times this

was also accompanied by a lower dorsal backache. Foods

seemed to increase the distress. There was no nausea and

no vomiting. For the last three weeks there has been a

definite fullness, pressure and rumbling throughout the

abdomen. During the last two months patient has lost

about fifteen pounds in weight and has lost correspondingly

in strength.

Physical examination. Patient was well nourished. Skin

was rather sallow. The head, neck, lungs and heart were

negative. Blood pressure was 110-74. Pulse rate was 72.

Palpation of the abdomen revealed an irregular mass in the
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upper left quadrant, about the size of a baby’s head; no

definite edge felt and no notches ;
moved slightly with

respiration. Rectal examination was negative. The reflexes

were active and equal. Urine was normal. Stools were

normal. Blood count showed the following: Hemoglobin

S4 per cent; erythrocytes, 3,216,000; leucocytes, 11,120;

polymorphonuclears, 63 per cent; small lymphocytes, 25

per cent
;

large lymphocytes, 6 per cent
;

transitionals, 2

per cent; eosinophiles, 2 per cent. Ewald test meal: S c.c.

removed
;

no blood present ;
free hydrochloric acid 29

;

total acidity 46; no bile present.

Roentgen-ray examination. A flat plate of the abdomen

showed a large shadow extending down below the ribs on

the left side, measuring five inches in diameter. The left

kidney, which was seen well above this shadow, was slight-

ly increased in size. A pyelogram showed both kidneys to

be of normal size and position, thus ruling out any kidney

lesion. Screening of the stomach revealed a large defect

on the greater curvature margin, a defect due to pres-

sure from the large mass in the left upper quadrant, an

outline of which could be seen on all films taken in the

Twenty-four hours after barium meal. The cyst is out-
lined in white ink. Note the pressure on descending
colon.

Standing position. One hour after the meal the stomach

was found to be empty. Barium enema showed only slight

pressure on the colon from the mass. The colon was above

and lateral to the mass.

Diagnosis. The differential diagnosis was (1) pancreatic

cyst, (2) mesenteric cyst, (3) omental cyst, (4) splenic

tumor. Because of the unusual mobility of the tumor, the

diagnosis of mesenteric or omental cyst was favored and

operation advised. However, the patient did not come to

operation until two months later (.\pril 4, 1929).

Operation. A left rectus incision was made. cyst about

10x7x4 inches was found on the left side of the mesentery,

just below the duodenojejunal juncture. It was quite

freely movable and appeared to be attached to the tail of

the pancreas. The cyst was carefully dissected out. It

proved to be a mesenteric cyst and was attached to the

pancreas only by a small adhesion. The posterior peri-

toneum was carefully sutured and the abdomen was closed

without drainage.

Postoperative history. Patient left the surgery in fine

condition, as there had been very little bleeding. He had

quite a smooth convalescence and left the hospital on the

sixteenth day.

Pathologic report. Gross: The specimen was an oval

mass, measuring 8x12x14 centimeters. It contained 500 c.c.

of thick, whitish fluid, strongly resembling thick cream.

Many fat droplets were visible. Microscopic: Sections of

the cyst wall revealed a structure composed of large

elongated and branching cells, fibrous in nature. There were

many small lymphocytes and many small channels having

the appearance of lymph vessels. Blood vessels were not

numerous.

Pathologic diagnosis. Large chylous cyst of the mesen-

tery, containing lymphoid cells and lymph vessels.

ETIOLOGY

^Mesenteric cysts occur in both sexes in about

equal numbers. They are seen most frequently in

persons between thirty and forty years of age, but

may occur at any age. It has never been deter-

mined whether they are of embryonic origin or

whether they are retention cysts, due to the efferent

lymph vessel being closed.

CLASSIFICATION

Tyler in his applied anatomy classifies them as

cystic tumors of the mesentery, usually of lymph-

atic origin, (a) Serous, contents clear and watery,

(b) Chylous, contents thick and creamy.

SYMPTOMS

The symptoms are often quite vague and usually

referable to the gastrointestinal tract. The patient

may complain of fullness, loss of appetite, nausea,

vomiting and constipation, the symptoms depend-

ing upon the size and position of the cyst. .A

common symptom is a dull, aching pain, often

accompanied by alternating diarrhea and consti-

pation. In certain cases a definite obstruction may
occur. The tumor mass is freely movable and one

is impressed with its extreme mobility. There is an

area of tympany in front of the tumor, due to the

gas-filled bowel. There is no palpable edge.

TREATMENT

The treatment is entirely surgical. The methods

most commonly used are (1) enucleation, (2) in-

cision and drainage, (3) marsupialization and (4)

aspiration. Of course, enucleation is by far the

operation of choice and certainly offers the best

results.
PROGNOSIS

The prognosis in these cases appears to be very

good. Benedict® analyzed 97 cases. Sixty of them

were completely cured, twelve were diagnosed at

autopsy and fourteen died postoperatively. Eleven

of them he was unable to trace. All of the more

recent cases reported have recovered.
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SURGICML TREATMENT OF
CARDIOSPASM*

O. F. Lamson, M.D., F.A.C.S.

SEATTLE, WASH.

The spasmodic stricture of the lower end of the

esophagus is generally termed cardiospasm, though

investigators have shown that the cardia is not

necessarily involved. Generally the constriction

takes place by the action of the diaphragmatic

musculature at the hiatus esophagus. Hence phren-

icospasm may be a more accurate term. Some

authorities assert that the spasm is due to the con-

traction of the entire abdominal esophagus. A brief

consideration of the anatomy of the esophagus may
help us in our consideration of this disease.

The esophagus begins at the lower border of the

cricoid cartilage near the disc between the sixth

and seventh cervical vertebrae, and ends below the

diaphragm, opposite the tenth or eleventh thoracic

vertebra. About four inches below its beginning it

deviates slightly to the left, and then descends

nearly straight downward to about three inches

above the diaphragm at the left of the midline.

There are three constricting points: at the begin-

ning, four inches below where the left bronchus

crosses the esophagus, and at the diaphragmatic

opening.

The esophagus is the most muscular part of the

alimentary canal. Its tissues are very elastic, capa-

ble of stretching a great deal. It varies in size

from three-fifths to four-fifths of an inch in di-

ameter. Its average length is about ten, although it

may vary from eight to fourteen inches.

Physiologically the function of a normal esopha-

gus is to carry food onward to the stomach through

peristaltic waves. Semifluid and fluid substances,

according to Cannon and others, are projected by

the contraction of the mylohyoid muscles to the

cardia, and thence pass into the stomach. It has a

• Read before the Annual Meeting of Western Surgi-
cal Association. Chicago, 111., Dec. 15, 1928.

definite mechanism to prevent regurgitation of food.

Jackson speaks of it as “the diaphragmatic pinch

cock.” Therefore, it is possible for an acrobat to

stand on his head with a full stomach, without its

contents passing back into the esophagus.

On account of its small caliber and the constrict-

ing points mentioned, the esophagus is subjected to

more trauma than any other part of the alimentary

canal. Too hot, too cold or excessively irritating

foods or drinks undoubtedly account for the fre-

quent occurrence of cancer of the esophagus, par-

ticularly at the cardiac region.

Cardiospasm is a disease in which there is a con-

striction at the lower end of the esophagus, very

likely where it passes through the diaphragmatic

opening. Patients complain of a definite chain of

symptoms, such a dysphagia, sensation of food

“sticking” in some portion of the esophagus, usually

in the lower end, regurgitation of foods during and

after meals, loss of weight which in some cases is

not great, while in others it may amount to ema-

ciation. Usually there is some pain and discomfort

at the lower end of the sternum. The dilatation of

the esophagus may be so great that it may contain

two or three times as much as a normal stomach.

Two factors enter into the enormous dilatation

of the esophagus. We may think, first of all, of the

constriction at the lower end
;
second, of the attempt

of the esophagus to overcome this constriction by

active peristaltic waves, and the reverse of the peri-

staltic waves, when the food strikes the obstacle.

Undoubtedly this churning process plays a very im-

portant part in the dilatation.

When a certain amount of dilatation has taken

place by the above mentioned process, there is

another factor which promotes further dilatation,

the weight of the column of food from the mouth

to the cardia. As I have had patients tell me, to

overcome their difficulty they would eat large quan-

tities of bread and drink considerable water. Evi-

dently the weight of food and liquid would cause

further dilatation, and temporarily overcome the

spasm, thereby permitting them to finish their meal

with greater ease.

The etiology of cardiospasm has always been of

great interest to me. Various causes with associat-

ed dilatation of esophagus have been advanced. It

is considered by some authorities as a congenital

disease. Mosher claims that the liver tunnel is one

of the principle causes of cardiospasm. He states

that the tunnel is present at birth, and can be

demonstrated by roentgenogram. He attributes the

constriction of the esophagus at the cardia to the
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pressure of the liver. He has made rather exhaus-

tive researches to prove his assertion and it seems

quite plausible that the pressure of the liver may

be of importance in producing this condition in

some cases. If the liver tunnel was as big a factor

in the production of cardiospasm as IMosher claims

it is, it seems to me it should be more often found

with hypertrophy of the liver. This, I believe, is

not the case.

Others give paralysis of the vagus nerve as a

cause of dilatation of the esophagus. Some have

considered neurosis as one of the chief factors,

while others think it is caused by lesions further

down in the alimentary canal, such as gallbladder

disease, appendicitis and gastric ulcers, and that

cardiospasm is merely a defensive act of nature to

e.xclude the irritating food from the diseased part.

In a paper I read before King County IMedical

Society some thirteen years ago, I suggested as a

possible cause for cardiospasm the sphincteric ef-

fect of the diaphragm. That is, that the diaphrama-

tic opening, through w'hich the esophagus passes,

either congenitally or through irritation develops a

strong sphincteric action on the esophagus, causing

what we term “cardiospasm.” Jackson speaks of

the “pinch cock action of the diaphragm on the

esophagus,” expressing the same thought in differ-

ent words.

The enormous dilatation in most cases results in

the loss of muscular tone of the esophagus, and sub-

sequent loss of its normal peristaltic action for the

passage of solid food into the stomach. Therefore,

a large, dilated, nonfunctioning esophagus must re-

sort to another method to empty its contents. I con-

sider this to be largely by gravity, and the inactive

esophagus acts merely as a connecting tube be-

tween the mouth and the stomach.

If the esophagus, during the process of dilata-

tion, has not become very much angulated and
elongated, as sometimes happens, the patient does

not suffer any great discomfort, even though the

esophagus has practically lost its peristaltic action,

if the cardiospasm has been thoroughly dilated. In

others, with a large dilated and angulated esopha-

gus, it may not empty itself, even after the thor-

ough dilatation of the cardiospasm, due to the fact

that the lower end of the esophagus has become a

large pouch resting on the diaphragm unable to

fully empty itself. Only the overflow can pass on
into the stomach.

The mechanical aspect of this type of cardio-

spasm, with a large residual amount of food and

fluid constantly remaining in the esophagus, is not

unlike that which causes residual urine in the blad-

der in hypertrophied prostate. I have had under

observation for the last twelve years such a case,

which I have dilated in that time fifty or sixty

times with the Plummer dilator. Yet I have never

felt fully satisfied in the treatment I was giving

this patient. Because I found that, in spite of the

thorough dilatation of the cardiospasm, he did not

obtain adequate relief. There always remained in

the esophagus large quantities of foods and liquids

to ferment. Naturally there would be absorption of

toxins from this fermentation. It occurred to me
that this type of case required surgical treatment

fo radequate relief (fig. 1).

Before entering into the discussion of the surgi-

cal procedure of this type of cases particularly, I

Fig. 1. Roentgenogram showing S shaped esophagrus,
in which dilated pouch of esophagus rests on the
diaphragm.

wish to review briefly the treatment of cardio-

spasm. Plummer of the IMayo Clinic was one of

the pioneers in developing an efficient, simple meth-

od of treatment. I am satisfied that fully ninety-

five per cent of cases, if not more, can be treated

by some such method of dilatation without surgical

interference.

To the discussion of this five per cent or under

I wish to confine myself. Walton, in a recent num-

ber of the British Surgical Journal, gave a rather

exhaustive report of sixteen cases which he treated

by the Mikulicz method, that is, by a gastrotomy

large enough to admit the hand for digital dilata-

tion of the cardiospasm. His argument for this pro-

cedure was that the constrictions were so small

that they were unable to successfully treat them

by the Plummer method. From the radiographs

shown in his articles, the dilatation of the esopha-

gus was not extreme in any of his cases.
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Judging from the appearance of his radiographs,

it would seem that the Plummer treatment

should have produced good results in most of his

cases, if the dilatations were repeated sufficiently to

insure thorough dilatation. His article is a splendid

review of the subject, with reports of very excellent

results from the surgical treatments he used.

Watts of the University of Virginia reported a

successful case before the American Surgical Soci-

ety in 1923, which had resisted all methods of dila-

tation. He finally did an operation which he calls

“cardioplasty,” somewhat like Finney’s “pylora-

plasty.”

Heller, a German surgeon, in 1914 reported an

extramucous cardioplasty, an operation in which

he incised the esophagus, after turning up the cos-

tal margin through the constricted area down to

the submucosa, over an extent of eight centimeters.

In 1923, Freeman of Denver, Colorado, reported

a rather ingenious operation for a dilated esopha-

gus which he did in 1902. He made an incision in

the left cervical region, over the course of the

esophagus, and located a very large dilated esopha-

gus. At first he intended to excise it, but fearing a

postoperative fistula he decided to invaginate it,

and thereby shorten the elongated esophagus. He
maintained the intussusception by means of a few

chromic catgut sutures. This patient remained re-

lieved after twenty years.

I attempted esophagogastrostomy nearly two

years ago in desperation, to try and relieve an

enormously dilated esophagus which I had been

treating for about ten years. At that time I was

not aware that this operation had been attempted

by anyone, as I had not been able to find any lit-

erature indicating that it had. I spent considerable

time and effort on the cadaver to locate the danger

points in the operation, and to work out a method

of securing as good exposure of the field as possible.

I found that a high midline vertical epigastric in-

cision gives the best exposure, with a transverse

incision at the lower end of the incision, if needed.

In order to secure a good exposure of the dia-

phragm, it is necessary to excise the left lateral

ligament of the liver which attaches the left lobe

of the diaphragm. This procedure gives a good

exposure of the diaphragm to the right of the

esophagus. A transverse incision can then be made

in the diaphragm to the right of the esophagus, ex-

tending almost to the latter.

After the satisfactory exposure of the field, an esopha-

goscope was passed to give a better view of the esphogaus,

and this also enabled me to dissect it free, to obtain enough

of the esophagus to pull through the diaphragm to anasto-

mose it to the stomach. In the dissection of the dilated

esophagus from the upper surface of the diaphragm I met

with some difficulty, due to the dense adhesions between

the upper surface of the diaphragm and the esophagus.

The presences of the esophagoscope helped somewhat, as

it enabled me to see the walls of the esophagus very dis-

tinctly. However, the adhesions were very dense, and as

I was dissecting the patient’s condition became very serious,

necessitating the withdrawal of the esophagoscope.

Fig, 2. Suggests anastomosis between stomach and
dilated esophagus.

When his condition improved, I made a hasty incision

in the stomach. By passing the index finger into the car-

dia, then the second finger and finally all four fingers, I

succeeded in dilating the esophagus through the stomach.

It was my intention to operate a second time at the end

of about ten days or two weeks to make the anastomosis

between the pouchy esophagus and stomach, but the pa-

tient was too weak, and he had a postoperative mental

disturbance, so that another surgical interference did not

seem warranted.

However, he was considerably benefited by the digital

dilatation of the cardiospasm. I followed the case for

about a year after the operation as I had hoped to have

another opportunity to complete the operation (fig. 2).

I am convinced that such an esophagogastros-

tomy may also be successfully applied to diver-

ticulum of the lower end of the esophagus, which

heretofore has been considered as nonoperative.

The only delicate point of consideration in these

cases would be whether the wall of the diverticulum

has sufficient blood supply to insure healing of the

anastomosis. It seems to me, however, that we

would be justified in attempting such an operation,

as there is little other possible hope to secure per-

manent relief for such patients.
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EXPERIMENTAL TR.ANSPLANTATION OF

URETER IN WHICH A TRANSFIXION
SUTURE IS USED TO COIMPLETE

THE .\nasto:mosis

Robert C. Coffey, M.D.

PORTLAND, ORE.

In my experimental surgery on ureteral trans-

plantation I have noted that, if one of the sutures

which fastens the ureter to the intestinal wall pene-

trates both the ureter and also the mucous

membrane of the intestine, a fistula results. In

clinical surgery, where the ureter has been ligated,

the kidney apparently becomes normal again when

the ureter opens, even after total obstruction for a

week or more.

surgical friend has reported to me a case in

which he accidentally ligated both ureters which

he did not discover at the time of operation.

Noting that the patient had anuria combined with

pain in the case, in about thirty-six hours he did

double nephrostomy. After the catgut ligatures had

been absorbed, both ureters reestablished their con-

tinuity and the kidneys became normal.

How to deal with a ureter which is known to be

severed or destroyed during the progress of a seri-

ous abdominal operation is very puzzling to the

surgeon. To open the intestine and do the sub-

mucous transplantation by the original or by the

tube technic is a serious added burden to such a

patient. With the foregoing observations as a back-

ground, I have devised the following simplified

technic for the transplantation of a single ureter

which has seemingly worked as well or better so

far on dogs than any other which we have used.

The proximal end of the severed ureter held in

Fig. 1. Experimental transplantation of the ureter in which the anastomosis is completed gradually by a suture
which transfixes both the ureteral wall and the intestinal mucosa and cuts an opening.
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artery forceps is transfixed by a very fine straight

needle, armed with very fine linen or silk, dou-

bled so that the thread is almost as large as the

hole made by needle (fig. 1-A). One half of the

ureter is tied (B). The ends are then turned

around and made to include the other half of the

ureter (C). Next, the incision is made down to the

mucosa as in all the types of technic for sub-

mucous transplantation. The mucosa is mobilized.

This straight needle is then made to penetrate the

mucous membrane in the lower angle of the wound

and includes a good bite of the mucous membrane

(D). The thread is made to surround the ureter

and include a bite of mucous membrane in one su-

ture (E). The muscular and peritoneal walls are

then closed over the ureter in the usual manner by

continuous chromic catgut suture, thus covering the

ureter in its submucous position (F). It may be ad-

visable to put an extra row of very fine silk or linen

sutures outside of this row, as we have done. This

cuts through and the urine begins to drain into

the rectum in from twenty-four to forty-eight

hours.

An alternative procedure, indicated in G, has

worked just as well as the other. In this case the

end of the ureter is transfixed and ligated with

a continuous catgut. The catgut is used as an

anchor stitch and fastens the end of the ureter into

the lower angle of the wound. A second stitch of

linen transfixes the ureter and the mucous mem-

brane of the intestine, and when ligated cuts

through in a little shorter time than the other pro-

cedure. After the placing of this transfixing suture,

the continuous anchor catgut suture at the end is

used to close over the intestinal wall, making a very

simple procedure. I have a feeling that this is the

better technic.

A question arises as to whether it is better to

tie the transfixing suture sufficiently tight to cause

it to cut through immediately or to leave it slack

so it will remain longer to guide the urine into the

intestine. Another idea is to touch the outer surface

of the mucosa in the wound where the ureter is

anchored with carbolic acid or other escharotic or

even the cautery, to cause it to open more rapidly.

All these things are being tried on dogs. Each

will be evaluated when the specimens have been

removed. The results will be published in a later

paper. In the meantime, this work must be con-

sidered in the light of an animal experiment only.

WHAT BASIC SCIENCE HAS
ACCOMPLISHED *

W. B. Penney, M.D.
TACOMA, WASH.

President Washington Public Health League

When, after a six year struggle, the Public
Health League in 1927 succeeded in its efforts to

induce the legislature to enact into law our basic

science bill, Washington was the third state in the

Union to secure such legislation. At the present
time six states have such a law, and the medical
profession of numerous other states are attempting
to pass similar legislation. Of the western states,

Oregon, Idaho, Arizona and California have made
unsuccessful efforts along this line.

Probably you are all familiar with the pro-

visions of the basic science bill, but I do not believe

many of you know to what extent this measure has

accomplished the object sought, namely, the protec-

tion of the public against unqualified and unedu-
cated healers. If the -Public Health League had
accomplished nothing more than the securing of

this one law, the benefits from that alone would
prove a full reward for all of the money paid for

dues and all of the efforts expended by the phy-

sicians. But this is only one of the league’s many
accomplishments.

I shall draw a comparison between conditions

prior to and following the passage of the basic

science bill. Statistics from the Department of Li-

censes at Olympia show that in the two examina-

tions held before the bill was enacted, only 27

per cent of the licensees were doctors of medi-

cine. More chiropractors were admitted than phy-

sicians, practically as many sanipractors and al-

most as many osteopaths.

But since the law has become effective the per-

centage of physicians has been from 90 to 92 per

cent of all licensees in every one of the six ex-

aminations held, not one sanipractor has passed the

examining board, six chiropractors have been passed

to their own board, and about sixteen osteopaths.

Instead of hundreds (at the old ratio it would

have amounted to about four hundred) of drugless

practitioners having entered the state to practice,

only about twenty-four have that privilege. And

the number of doctors of medicine passed by the

basic science examining board has increased greatly

over the number who sought licenses before this

legislation. In fact, applications from medical doc-

Read before the Fortieth Annual Meeting- of Wash-
ington State Medical Association, Yakima, Wash., Aug.
29 - 31 , 1929 .
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tors are more than double the number of former

years.

We can draw two deductions from these figures:

(1) that enough of the cultists do pass the basic

science examinations to make it impossible for them

to go to the legislature with the claim that the ex-

aminations cut them out entirely; and (2) that

more doctors of medicine are attracted to this state

than was the case when Washington was known

as a haven for healers. At the present time we

occupy a position which is the envy of our neigh-

boring states. They realize that we have a fun-

damental and far-reaching statute that applies to

all who seek a license to heal or treat the sick.

Our law is serving as a model for other states, and

it has been designated by Harry Eugene Kelly, of

the Chicago bar, nationally famous medical attor-

ney, as the best basic science law in force in its

provisions for the personnel of the examining board.

To quote from his article: “Washington probably

has made the best provision for establishing the

examination on a purely scientific basis, separate

and apart from any dogma.”

Our concern now must be to protect this law

from any modification, revision or annulment. The

law has been and will continue to be the object of

attack by the cultists and their followers. Needless

to say, no proposition is admitted by everybody to

be basic. The cultists maintain and will continue to

do so that the dogmas of their particular cult can

be administered without knowledge of any of the

subjects called basic. The chiropractor, for instance,

denies that diagnosis or any of the basic sciences

are necessary, and claims his particular manipula-

tion is pertinent to every disease.

Thus there will be the same assault on the basic

science law that has always been made by quacks

on any law that seeks to maintain definite stand-

ards. The most active opponents of all, perhaps, are

the proprietors of low-grade cult schools, who can

no longer gather in armies of poorly educated arti-

sans and workmen who seek some more profitable

white-collar occupation. The basic science law has

killed their goose that laid their golden eggs.

During the last session of the legislature a vigorous

effort was made to pass a bill that would have per-

mitted these cultists to dodge the basic science ex-

aminations. We can depend upon just as strenuous

an attempt to obtain exemption at the next session,

and in fact, at every legislative session for years

to come.

To those who have the welfare of the public

in mind, and that includes all of us, there is ever

present the necessity of not permitting our organ-

ization to lag. We must continue our campaign of

education of the people and of the legislators.

Upon the Public Health League devolves the duty

of presenting the public’s cause to our senators

and representatives. Health protection can be ac-

corded only by those who understand those prob-

lems. Truth must be enforced; it is not self-

evident. Error propogated by money and a disre-

gard for facts frequently overcomes truth for

long periods of time. It is not enough to state our

case, or to secure the enactment of the bill and

then retire. We must continue our league to repre-

sent us in holding the ground that has been won.

Else we will lose our hard earned gains, and the

public will lose their protection.

I am glad to be able to state that the league is in

a healthy condition, but there are still some phy-

sicians who are not giving it their support. Until

the membership is 100 per cent strong, we cannot

go to our legislators and claim that the league

represents the total medical profession. It is our

hope that we may be able further to increase the

membership and reduce our dues during the com-

ing year.

Cause of Cataract and Nonoperatwe Treatment of
Incipient “Senue” Cataract. John E. Weeks, New York
(Journal A.M.A., Feb. 8, 1930), asserts that except in the

relatively few cases of occupational cataract, the develop-

ment of spontaneous cataract is due to nutritional irregu-

larities, such as a lack of a sufficient supply of acceptable

pabulum or the presence of toxins in the pabulum sup-

plied (as in diabetes, intestinal disturbances, and foci of

infection), or to endocrinopathy. While it is not possible

to restore degenerated lens tissue much can be done, par-

ticularly in the early stage of the development of the cata-

ract, to arrest or to retard its development by improving
systemic and local nutrition. In the endeavor to arrest or

to retard the development of senile cataract. Weeks deter-

mined to supplement improvement in general health by im-
provement in local nutrition, if possible, by periodically

increasing the flow of blood in the anterior tissues of the

eye. A number of measures were tried; eventually a mix-
ture of equal parts of a solution of boric acid, 3 per cent,

and glycerin was selected. It was found that this mixture,
when instilled into the eye, produced a sharp, smarting
sensation, lasting about a minute, and an active hyperemia.
Hyperemia always follows the instillation of this mixture;
tolerance, such as follows repeated instillations of ethyl-

morphine hydrochloride, is not established; consequently it

can be used indefinitely with the assurance of a uniform
result. Patients were advised to instill the drops once daily,

at night, in cases in which there was very little lens opa-
city; twice daily in more advanced cases. Although there is

little danger of bacterial contamination, patients were ad-
vised to have the drops made fresh every month or six

weeks. Treatment was discontinued only when arrest in

the development of the cataract was assured. Patients were
advised to report every six months or a year, or oftener
if they thought necessary. All patients were notified of the
presence of lenticular opacities (the term cataract was
avoided when it was thought advisable) and thoroughly
advised of the importance of the regular and persistent*

use of the drops.
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ORGANIZED MEDICINE
ITS STATUS IN THE STATE OF WASHINGTON *

J. T. Rooks, A.M., M.D.

WALLA WALLA, WASH.

My object in making this study and presenting

to you this subject is primarily to point out certain

defects which exist in our state and county medical

societies; and, secondly, to direct your attention

to a policy, which I believe, if adopted and prop-

erly supported, would in a short time effect a bet-

ter, stronger, more vigorous and more constructive

organization. The progressive element of the medi-

cal profession is so engrossed in the study of scien-

tific medicine that there is a tendency to overlook

serious problems that are a menace to the welfare

of the profession and that are of paramount im-

portance to the health and happiness of our nation,

problems that should be of vital concern to every

physician in the land.

The value of organization, its influence and con-

structive power can never be questioned. Further

comment on that phase of our problem would be

superfluous, for since the social standing and gen-

eral prestige of the average physician in any com-

munity is on a more lofty plane than that of the

majority of his fellow citizens, the odds are in favor

of the profession. But in order to be effective a

medical organization must exist in fact as well as

in name. In other words, it must function as a

unit. When we come to analyze our own county

and state societies, we find that a good active

organization, with a membership bubbling with

enthusiams, is so rare that I dare not attempt to

single out one for discussion.

Several years ago a gentleman by the name of

Frances W. Shepardson, an educator by profession,

was appointed by the governor of Illinois as direc-

tor of the State Department of Registration and

Education. Mr. Shepardson attempted to revolu-

tionize some of the legal aspects of the practice

of medicine in that state. He was bitterly opposed,

defeated and condemned by the state medical so-

ciety, because in his attempt to arouse professional

sentiment and muster to his side the support of

the physicians, he assumed a pedagogic attitude

and denounced the medical profession in no uncer-

tain terms. As an example of one of his most

scathing aspersions, I will quote the following:

“A poorly organized profession with less than

half its members associated with the state society

Read before the Fortieth Annual Meeting- of Wash-
ington State Medical Association, Yakima, Wash., Aug.
29 - 30 , 1929 .

and with no clearly outstanding champions ready

to tilt their lances against the foes of medical

honor.” I wish to have it distinctly understood that

I do not aim to utter a single word in support of

Mr. Shepardson’s regime, but we cannot overlook

the fact that truth is as nauseous as the most

potent emetic and as painful as the most malignant

disease, when it exposes our failings and makes

known our weaknesses, and this statement, ma-

licious as it may sound, merely adds strength to

that axiom.

I undertook this study with certain fairly definite

and preconceived notions or theories, but my aim

has been not only to present the facts in an un-

biased manner but I have also endeavored to make

my investigations thorough and my interpretations

fair to all. Not being able to visit every county

society in the state, I sent a questionnaire to each

of the secretaries of the twenty county medical

societies, of which the following is a copy.

“1. How many members in good standing have

you in your county medical society?

“2. How often does your county medical society

meet?

“3. What has been the average number of phy-

sicians in attendance at the regular meetings of

your county medical society in the last year?

“4. Give the names of each of the cities, towns

and villages in the county or district in which

your society is located.”

The response which this questionnaire brought

forth is interesting and somewhat illuminating in

certain respects but decidedly disappointing in

many others. In reply to the question, “how often

does your county society meet,” one secretary

answered tersely by saying “seldom,” that his

county society had held no meetings during the

current year. Of the twenty secretaries to whom
the questionnaire was directed only sixteen found

it convenient to answer. Out of those sixteen the

replies show that the average attendance at the

regularly scheduled meetings varied from zero to

138 per cent, making a total average attendance for

the entire state of about 57 per cent. It is to be

noted, however, that the average attendance at

the meetings of two of these county societies was

133 and 138 per cent respectively. This unusual

record, of course, was due to the presence of

visiting physicians.

If we omit these two societies and consider the

other fourteen separately, we find the average at-

tendance reduced to 47 per cent. Assuming that
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this same average holds good for the other four,

whose secretaries were too busy to reply or who

for other reasons failed to do so, and making due

allowances for visiting physicians, we readily see

that the actual attendance of members is probably

less than 40 per cent, and it may be even lower

than that. This is not a commendable showing.

Obviously interest in these meetings is lacking and

enthusiasm is apparently unknown. Too many

things are left for the officials to do and inertia

on the part of the membership as a whole is too

much in evidence.

There are 1838 licensed physicians in this state,

1350 of whom are members of the county and

state societies, or about 73 per cent. Compara-

tively, I think that is not a bad showing, but it

should be better. What is the matter with the

other 27 per cent? I cannot imagine a single ex-

cuse for any decent respectable physician not affili-

ating himself with his county society. Is it possible

that more than one out of every four licensed phy-

sicians in the state are not worthy of a membership

in a county society? And the idea of an average

attendance at the regular meetings of less than 50

per cent of the paid up membership is a disgrace.

Xo doubt some physicians are disappointed with

the scientific programs or with the policies of the

officials. Granting that there may be cases in which

the meetings do not come up to one’s expectations,

yet in all such cases we have to admit that the bur-

den of responsibility for these failures certainly

rests upon the shoulders of the individual physician,

especially those who realize the existence of such

imperfections, and merely growl about them but

offer nothing constructive to remedy the situation.

In the sparsely settled communities, where it is nec-

essary in some cases for a physician to travel a

distance of fifty or more miles in order to attend

a county society meeting, strange as it may seem,

there is where we find the best average attendance.

These doctors are to be commended for the interest

they are showing in organized medicine, for the

great effort they make and for the inconvenience

they suffer in order to attend the regular meetings

of the county societies. But men of that caliber

are in the minority. The same interest is not so

evident in the larger centers of population.

We would do well to strive to emulate the ex-

ample of the service clubs, in which attendance is

compulsory and enthusiasm is universal. There are

too many so-called good ethical physicians who

take no interest in medical organizations and who

do not appreciate their value. The secretaries and

other officers and the membership as a whole

should make a greater effort to sell the spirit of

the organization to these men and bring them into

the fold. Even though we may think we have just

cause for questioning a physician’s moral integrity,

yet in the absence of substantial evidence we can

render him a greater service and may even turn his

footsteps up the road to righteousness by encourag-

ing him to join his county society and to take an

active interest in its various functions.

The number of United States governmental free

hospitals and free service is constantly increasing.^

Paternalism, state medicine, governmental restric-

tions and regulations, and peihaps the tendency on

the part of a minor element of the profession to

commercialize the practice of medicine, free clinics

and this or that free welfare movement, supported

in some cases by great funds or foundations, and

many other charities designed and maintained by

well meaning, though misguided, well to do, other-

wise idle people are staring us in the face at every

turn. These insidious, socialistic movements are

actually disemboweling our profession and offering

suffering humanity that which we know in many

cases to be impractical and for the most part dan-

gerous to the public health and detrimental to the

welfare of the nation. Without an active alert or-

ganization, we must stand idly by and even sup-

port these various movements which are the most

deadly foes of the practice of medicine as we know

it. In many cases our feeble attempts to fight vi-

cious legislation and to mould public opinion are

but little more than mockery when, as a matter of

fact, there is no other social group whose influence

could possibly approach that of a w*ell organized

medical profession.

Unless we awake and meet the situation in an

effective manner, we must accept the inevitable

and prepare ourselves as a profession for that fate

which eventually overtakes all those who are af-

flicted with encephalitis lethargica. The secretary-

of the American ^Medical Association sounded a

timely warning when he said: “There has never

been a time when there was greater need for com-

pact and efficient organization of the physicians of

this country than exists now. Our plan of organiza-

tion is comprehensive and in most particulars en-

tirely sufficient, if put into proper operation and

carried out with reasonable efficiency.” In my opin-

ion the plan approaches the ideal.

1. West, Olin; Reports of the Secretary, J, A. M. A.
22:1839-1840. June 1, 1929.

2. IVest, Olin: Loc. Cit.
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PROBLEMS OF THYROID DISEASE

PREOPERATIVE AND POSTOPERATIVE CARE OF

THYROID PATIENTS

Millard S. Rosenblatt, M.D.

PORTLAND, ORE.

Formerly Resident Surgeon, Harper Hospital, Detroit, Mich.

.All toxic thyroid patients should be treated pre-

operatively by bed rest, high caloric and high fluid

diet, compound solution of iodine (Lugol’s solu-

tion) and sedatives. Digitalis should be occasionally

used. The dosage of Lugol’s solution is usually m.m.

5, t.i.d., p.c., but in the very toxic cases it may

be m.m. 15, t.i.d., p.c.

It is used in adenomas as well as exophthalmic

cases, as by Graham and Cutler and the Cleveland

Clinic. This is given until the maximum effect to be

expected occurs; this varies from four days to two

weeks. In very toxic cases it should be given even

the morning of the operation. For patients who

have been on Lugol’s solution for a long time and

have passed the optimum benefit and retrogressed, it

is best, unless only mildly toxic, to give a long rest

from iodine therapy, and after a considerable period

of time has elapsed its use should be again begun.

The type and amount of sedatives used varies

with the degree of hyperactivity and unrest of the

patient. Elix. sod. bromide, gr. 30 t.i.d., reinforced

by gr. 5 or 10 of veronal or medinal h.s., is found

very effective. To this may be added codein gr. 1

once or twice a day, if necessary, and in the very

toxic cases* morphine sulphate by hypodermic may
be necessary to gain rest. Some clinics use digitalis

preoperatively in all toxic cases, some proclaiming

its u.se disadvantageous.

. We use it only in cases where cardiac damage is

already evident, and do not confine this to the pres-

ence of auricular fibrillation. If there is a serious

cardiac dysfunction, the patient should be com-

pletely digitalized preoperatively and kept that way
for a time after the operation. If cardiac dysfunc-

tion is not evident but is feared, partial digitaliza-

tion may be done before the operation so that it

may be more quickly effective later. The effect is

not so much that of 'slowing the pulse, but rather of

supporting and stimulating the cardiac muscle. Pre-

operatively digitora by mouth is used; postopera-

tively digifoline hypodermically is used, the dosage

being figured in the usual way.

As to the judgment of the time for operation,

the pulse rate and clinical impression of the sta-

bility of the patient should be used. If the basal

metabolism rate agrees with these, it is even better.

On the other hand, we attach the major importance

to the first two, as the latter may be misleading.

Toxic patients should be operated on early in the

morning, and not be allowed to wait until noon.

Postoperatively the patients are given fluids free-

ly, and urged to take them. A medium head rest is

given. An ice bag to the head and two to the

chest are applied. Morphine sulphate in doses pro-

portionate to the patient’s size is given hypoder-

mically p.r.n., often enough to keep him quiet and

drowsy, usually every three to four hours for the

first two days, and longer when necessary. A
Murphy drip of z. 10 of normal saline and m.m. 30

of Lugol’s solution is given after the operation and

every four hours. Normal saline is given by hypo-

dermic in very toxic cases, 1000 c.c. and 100 c.c.

every hour. Lugol’s solution may be added to this

instead of the Murphy drip, m.m. 30 to every

1000 c.c.

The morning following the operation Lugol’s

solution is given by mouth, m.m. 5 to 15, t.i.d., de-

pending on the severity of the case. The Lugol

is tapered off slowly and the cases are frequently

discharged with orders to take m.m. 2 to m.m. 5

of Lugol’s solution at home. Recently Else has ad-

vanced evidence to prove the need of this iodine

therapy over the readjustment stage which occurs

postoperatively. This evidence agrees with the

clinical experience.
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CANCER AND ENDOCRINES

H. H. Schwartz, M.D.

SE.ATTLE, WASH.

To date little more than nothing is known of

the origin and cause of malignant tumors. With all

of the research and fortunes that have been ex-

pended toward the solution we have learned a great

deal about the classification, typing and character-

istics of cancer but the only knowledge of any

cause that we possess is a history replete with dis-

carding one theory for another. Some of the classi-

cal theories have been
; ( 1 )

That an arrested em-

bryonic cell suddenly awakens in a finished struc-

ture and crazily goes to producing its own type;

(2) that an adult cell reverts back to embryonic
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tissue cells, then multiplies as it would in utero;

(3) that injury is responsible for a precipitating

cause of cancer formation; (4) that chronic irrita-

tions, mechanical, chemical, x-ray, sun or traumatic

can produce a malignancy; (5) that some infection

either bacterial or protozoan directly or indirectly

changes normal tissue to embryonal structure.

From various collaborators, i.e, pathologists,

technicians, clinicians, surgeons, etc. we have

amassed many facts. We know, for example, that

cancer is principally an affliction of adults ad-

vanced in years and is seldom found in infants and

children. Statistics show a prevalence in women

greater than in men. Research in an effort to locate

or identify a specific infection, bacterial or pro-

tozoan, as the cause for cancer has resulted in the

general concession that none discernible can be

blamed for the malady.

In Mallory’s text on pathology, with reference to

true tumors (neoplasms), is undoubtedly the sim-

plest and most comprehensive classification w'hich

differentiates fifteen types of embryonal cells, each

blast capable of producing its owm type of tumor.

When these cells invade they become malignant.

He further states, as do all pathologists, that the

cells of the three layers from which these blasts

spring, the ectoderm, mesoderm or entoderm are

also found to constitute malignancies. We know

that these three types of cells give rise to tumor

mass more malignant than any of the blasts spring-

ing from them because these cells are further re-

moved from the adult cell. It follows, then, that

tumor of morula type would be impossible to dif-

ferentiate and be the most malignant growth. The

prognosis made on these facts regarding any malig-

nancy is quite reliable. From the foregoing data

and facts one conclusion at least must be and

is accepted, that a tumor is a parasitic mass, not

foreign to host, composed of autogenous embryonal

cells, and the further removed these cells are from

adult cells the more malignant is the nature of

the growth.

This fact brings us logicaly to a brief considera-

tion of the embryo itself. Started by the union of

a spermatozoon and an ovum we have the com-

mencement of a mass of cells (a morula), and

growing by mitosis it develops very rapidly. It

differentiates into the ectoderm, mesoderm and en-

toderm, developing the chorionic villi which invade

the muscles of the womb, where is established

a hemangioma and through it derives its nourish-

ment from the host, thus becoming a true parasite.

In due time the ectoderm, mesoderm and ento-

derm differentiate into the fifteen blasts from which

all our organs are completed.

Every embryo at the time of and shortly after

conception is a seething, teeming mass of mixed

cancer which as it grows loses its malignancy to

complete (by differentiation of cells) a benign en-

tity. Cancer, on the other hand, begins as a simple

tumor and, compared to the embryo, is benign, but

instead of differentiating the cells of subsequent

offspring it continues of the same type.

Since a malignant tumor is nothing foreign to

the host infested with it but something of which,

in part at least, he or she was at one time com-

posed of and, since a pregnant woman is also an

individual supporting a malignant growth which

cures itself, it might not be amiss to study these

two hosts. The first is pregnant with a mixed

cancer, the second with a simple one.

Generally speaking, pregnancy occurs in the pre-

cancerous age. The pregnant woman clinically pre-

sents an interesting metamorphosis. First, her

womb, a decidual organ, no longer sheds its endo-

metrium and menstruation ceases. Knowing that

the ovaries control this function, we must acknowl-

edge altered secretion from them. This is attested

to in the slaughter houses by the finding of corpus

luteum in pregnant cattle; Second, the mammary
glands become obviously enlarged and a lactating

function is prepared. Third, her thyroid gland be-

comes enlarged.

From the laboratory tests we learn there is pres-

ent an increased metabolism rate and in the urine

has been discovered secretions from the pituitary

glands. That a pregnant woman becomes tolerant

to this secretion and a nonpregnant woman is not

is proven by the intradermal test of anterior pitui-

tary. Three minims will produce a wheel or urti-

caria on the nonpregnant subject in from three to

six hours, lasting from six hours to six days, but

it will produce no reaction in a pregnant woman.

The foregoing facts leave no doubt that the glands

of internal secretion play an important role in

pregnancy.

With reference to the patient with cancer, gen-

erally speaking, malignancies occur in advanced

years in men and after menopause in women. The

metabolism rate is low. The testicles and ovaries

have atrophied or stopped functioning, the pros-

tate gland in men is more of a nuisance than use.

The thyroid, unless tumorous, is atrophied. Sclerot-

ic changes frequently are evident in the arteries

and all the organs. In other words, we have here a

picture diametrically opposite to the former one.



March, 1930 CANCER AND ENDOCRINES SCHWARTZ 135

Pregnancy has its seat in a young host, cancer

in an old one. In pregnancy the glands are hyper-

active, in cancer hypoactive. During the early part

of an individual’s existence tissues, develop and

grow. During middle life tissues damaged or burned

up are merely replaced but in later years they

disintegrate.

During the span of a lifetime, from the cradle

on, every individual is called upon to make con-

stant adjustments to outside environments. These

are climatic, economic, dietary, etc., yet last but

not least in our consideration is our struggle

against foreign invasion. We live in a sea of bac-

teria and protozoa; they are over us, under us, on

us and in us. Metchnikoff’s theory of our ability

to combat these with phagocytes activated by op-

sonins and their specificity was classical and the

experimental proof conclusive. Erlich’s side-chain

theory of immunity with precipitins, aglutins and

lysins and their specificity accounted for the other

infections successfully combated. Just how con-

stantly these factors function can only be surmised,

for not all invasions give rise to symptoms claim-

ing our attention.

That the glands of internal secretions are taxed

in the immunity mechanism cannot be doubted. All

of us have seen those patients who successfully re-

covered from some acute infection and manifested

endocrine dysfunction, such as hypothyroidism with

obesity, low metabolism rates and many so-called

functional ailments. It is not amazing, then, to find

deficient endocrines after forty or more years of

battle. The question might be put, “why don’t

we all die of cancer?” That same question might

also be asked about any infection. The answer

would be identical. No two individuals inherit ex-

actly the same equipment with which to go through

life. Ears differ as do eyes, proportions, nervous

systems; in fact, everything, including the endo-

crines. Also no two individuals encounter exactly

the same battles to fight.

Recently before a meeting of pathologists in

California a case report was presented by Drs.

Coffey and Humber. Cortical adrenals were em-

ployed for hypertension on a patient who was

afflicted with inoperable cancer. To the surprise

of the surgeons a change in the cancer became

apparent; it diminished in size and now, after

two years, is presumably cured. The question arises

whether there is a scientific explanation for the

apparent effect. That it is too early to draw any

definite conclusion as to cure is unquestionable but

the chance of finding a key to the cancer solution

in the endocrines is far from impossible. The least

that can be said for Drs. Coffey and Humber is

that they have started new efforts in cancer re-

search, have inspired new lines of thought with

reference to a possible cause and have fanned

many ambitions to renewed endeavors. There is not

the slightest doubt in my mind that they suc-

ceeded in reducing in size or altering inoperable

cancer, nor do I think it impossible that cancer

can be cured. The faith I have in their reports and

the endorsements by the members of the profession

have led me to much speculation which in turn

suggests numerous questions and explanations.

Assuming they have cured cancer with supra-

renal gland cortex, the first question is, “Is this

extract a specific for all types of cancer?” Taking

into consideration the classified types of malignant

tumors springing from the ectoderm, mesoderm and

entoderm, plus the malignancies resembling embry-

onic structures antedating even these three layers

(those which defy any efforts at differentiation or

classification), the answer is not so simple.

If the answer shall be found, affirming cortical

adrenal extract a specific for all malignancies, it

must be explained in one of two ways. First, that

cortical epinephrine secretion (and that secretion

alone) controls the changes of all types of embry-

onic cells which produce a cancer. In embryo it

would have to be accountable for altering the cells

by steps into a benign mixed organism from an

homologous cancerous mass. In adults it would be

responsible for restraining all adult cells from

reverting back to embryonal tissue or arresting em-

bryonal tissue from reproducing. The cure could

be explained on the basis that a dose excessive to

the normal cortical adrenal secretion is fatal to all

embryonic tissues. The second explanation (if cor-

tical adrenal gland extract can cure all cancers)

is that, though the secretion does not influence di-

rectly all types of embryonal and adult cells, its

presence in the blood stream activates other glands

of internal secretions which may bear directly

on various types of cells.

The clinical research precipitated by the pub-

licity given to the work so far will be tremendous

and we shall not dwell long in darkness as to

whether or not cortical epinephrine extract will

cure all types of malignancies. In the event that

the experiments will determine that this extract

does cure cancer but only a certain type or types,

and that certain other cancers are only partially

affected or not at all, it will prove quite conclu-

sively that specific hormones are required for cer-
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tain t}T)es of cancerous cells. Here we must give

thought to the embryo itself. The first organized

structures we have coming from the blastocyst are

the three layers of mesoderm, ectoderm and endo-

derm. They give rise to the differentiated blasts

which make up an entire human being. Each

layer is always responsible for the same structure,

including all the glands. It follows that each layer

produces certain organs or parts of an organ and

certain glands of internal secretions.

It is not improbable that cancer cells are influ-

enced by those glands of internal secretion which

arise from the same layer of the blastoderm as

the embryonic cell itself, nor would it be illogical to

assume that all the endocrines of the same layer

augment each other or are synergistic in action.

Here, then, is a field for research that will solve

the question of specific glandular extracts for spe-

cific cancerous masses.

.•\11 the recent work in no way diminishes or con-

tradicts any of the findings on cancer that we

already possess. In reality it starts from certain

accepted facts, acknowledging that cancer cells are

embryonic cells and leaving entrenched the two

theories of the origin of tumors, namely: first, a

cancer cell is an arrested embryonic cell sud-

denly awakened; and, second, a cancer cell is adult

cell reverted to embryonic nature. It does revolu-

tionize our reasoning concerning the cause, but

since we have had no theory satisfactorily ex-

plaining a cause, we really have nothing to discard.

In the work on endocrines a most important

accomplishment will be the furnishing to the pro-

fession tests to determine the exact status of all

internal glandular secretions. The vast significance

of such work is the potentiality of preventing can-

cer by balancing the hormones. In this direction

we have gone a long step already with the meta-

bolism test and the tolerance test of anterior pitui-

tary. .Along the same line we may some day be

able to determine in the young what deficiency

from the glands they are starting out in life with

and thus by judicious therapeutics stabilize their

secretory balance, preventing the acromegalics, cre-

tins, etc., as well as equipping them better gen-

erally.

The internist, obstetrician or surgeon is familiar

with the potency of hormones, such as pituitrin,

ovarian, thyroid or adrenalin, so we must realize

that to administer them or the glands for cancer

without knowing the type of cancer cell with which

we are dealing would be a shotgun treatment and

disclose no scientific data of any value, if specific

hormones shall be necessary. We know that dys-

function of one gland of internal secretion results

in dysfunction of other glands. Rationalization of

all the endocrines should be our aim. This field of

endeavor must of necessity combine all fields of

science and research with the handling of hor-
'

mones. To arrive at physiologic information it will

be necessary to determine the type of malignancy *

and the changes taking place in the mass, if any,

through repeated sectioning.

This paper is presented with the hope that a new '

line of thought with reference to cancer may be >

stimulated and that an earnest endeavor by sur- J

geons, clinicians, technicians and pathologists will !/

be inspired. This line of procedure should be car-
j!

ried out by cooperative efforts and, whether the |v

foregoing conclusions are proved or disproved, some

valuable light wall be shed on endocrines and their 4
physiology. .Any information we may glean regard-

j)

ing the endocrines will be a great reward for our !i

efforts. 1
CONCLUSIONS

i'

1. -A malignancy is a tumor mass not foreign to

the host infested with it. Alicroscopically, a tumor

cell is an embryonic structure, of which the host

was at one time, in part at least, constructed.

2. Every embryo is a seething mass of mixed
^

cancer which as it develops differentiates into adult

cells to form a benign completion.

3. Cancer starts as a simple tumor more benign

than the early embryonic structure but unable to

mature into adult cells.

4. The embryo has its seat in a young host, i

where altered and hyperactive glandular secretions *

are manifested.

5. Cancer has its seat in an aged host, where

altered hypoactive glandular secretions are mani-

fested.

6. This gives us a new theory concerning can-

cer, namely:

a. That a pregnant woman’s glands of internal

secretion are activated by conception and the func-

tions of her glands influence the destiny of the

embryo which is a malignancy from the start.

b. That cancer occurs in a host, whose glands

are not sufficiently activated to alter the embryonic

nature of the growth.

7. The endocrines, which are so active in preg-

nancy and inactive in cancer, which is also a type

of pregnancy, may hold the key to the solution for

malignancy.

L
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THE SAN FRANCISCO CANCER CURE
Periodically appears a new cancer cure, usually

exploited through liberal newspaper publicity, which

is seized with avidity by victims of incurable can-

cer. Each has had its day, hailed enthusiastically

by sections of the public, with more or less enrich-

ment of the coffers of certain members of the

medical profession, and in due time has sunk into

oblivion. The latest discovery by Coffey and Hum-

ber of San Francisco has thus far followed true to

form in the steps of its predecessors. Cautiously

announced some months ago in the daily press,

certain physicians hastened to the source of infor-

mation in order to get in on the ground floor in

the administration of the latest cancer remedy.

When it was formally presented before the recent

meeting of Pacific Coast Surgical Association, re-

porters of the Hearst press were let in on the good

news who duly proclaimed a scoop on their news-

paper brethren. At once the lid was off. The news-

papers of this group devoted whole pages to ex-

ploiting the great discovery with all its details,

including photographs of its sponsors in action. The

traditional reticence of medical scientific investi-

gators was repudiated and, demonstrating their

truly benevolent interest in suffering mankind,

these papers declared that the army of cancer suf-

ferers were entitled to information concerning this

treatment, and post haste they were going to get it,

willy nilly, so far as the medical profession was

concerned. Confirmation of belief in the new dis-

covery was not wanting. Medical scientists from

the cities of the Northwest and elsewhere climbed

onto the band wagon and began to beat the drums.

.Accompanied by more photographs, they extended

congratulations on the prospective benefits to be

derived from the new cure, hoping that it would

eventuate in the relief of afflicted humanity. It is

true that next day the discoverers and their coadju-

tors proceeded to back water and implored the pub-

lic to restrain their enthusiasm, since thus far the

whole affair was only in an experimental stage. Yet

this was immediately followed by newspaper an-

nouncements that clinics for the dissemination of

the new treatment were to be established at Sacra-

mento, Portland and other cities, and by train, au-

tomobile and airplane began the hegira to the San

Francisco mecca. Shades of Glover, Koch, colloidal

gold and lead, et al! What a nauseating spectacle to

the eyes of all seekers after truth, believers in sci-

entific research and accuracy!

There may be value in the theoretical specula-

tion which has been offered to account for the dis-

appearance of certain supposed malignant growths,

coincident with the administration of extract of

suprarenal cortex for the relief of hypertension.

Yet one must remember that similar subsidence of

alleged malignancies has been the basis on which

has been proclaimed the efficacy of all recent cancer

cures which have had their day and are now for-

gotten. It is not intended to intimate that this

latest “cure” is necessarily a delusion or a bald

assumption. From investigations suggested along

this line of treatment may result something that

will help to discover the cause of cancer. Yet the

noisy publicity which has accompanied the launch-

ing of this treatment is one of the most regrettable

in the recent history of medicine. The many ex-

ploitations of victims of incurable cancer in the

past have served to discredit scientific efforts for

the solution of the cancer problem.

Rarely has a true scientific discovery in medi-

cine or other field of endeavor been attained by

chance, as has been announced in this case. The
great medical facts which have revolutionized the

practice of medicine have been reached through

long, patient labors and experiments on the part

of many faithful workers. Not until data have

been assembled to verify theoretical assumptions

have these discoveries been proclaimed to the

world and become established features in the prac-

tice of scientific medicine. While the whole hearted

acceptance of this alleged cancer cure on the part

of the general public is to be expected, the hesi-

tation of the medical profession as a whole

naturally follows their observations and experiences

with so many cancer cures that have come and

gone during recent years. All practitioners are

awaiting the verification of claims either expressed

or implied concerning the efficacy of this latest

cancer remedy.
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THE OSTEOPATH AS HE.ALTH OFFICER

When the city council of Ellensburg a year ago

appointed as health officer Walker, an osteopath,

the incumbent physician. Dean, refused to retire

and turn over the office to the new appointee. This

was in accordance with instructions from the Wash-

ington State Board of Health, on the grounds that

in osteopath is not a “legally qualified physician,
’

who alone can be appointed a health officer ac-

cording to the regulations of the board. This pro-

vision in the regulations follows the wording of

the Constitution which provides for the establish-

ment of a board of health. When the statute of

1907 was passed, requiring that health officers

must be legally qualified physicians, osteopathy

was not recognized in the state and no one claimed

that an osteopath could meet the necessary qualifi-

cations. The statutes of 1909 and 1919, which

provided for licensing osteopaths, designated them

as “osteopathic physicians” and “osteopathic sur-

geons,” granting them the privileges of giving anes-

thetics but denying the use of drugs and medicines

in practice.

In April, 1929, Walker appealed to the superior

court in Kittitas county which confirmed the action

of the state board of health in refusing his ap-

pointment as health officer. Later he appealed from

this decision to the State Supreme Court. The case

was heard by five of the nine members of the court,

and on February 3 of this year an opinion was

rendered by Judge Walter B. Beals with the con-

currence of the other four, reversing the action of

the superior court. The argument was wholly on the

ground that the term physician had of late years

been broadened to include the osteopath, who is

thus recognized as a physician in the same classifi-

cation as a doctor of medicine as regards appoint-

ment to official positions in the state. The limita-

tions provided by statute of the osteopathic phy-

sician and osteopathic surgeon appear to have

been overruled and the denial of his use of drugs

and medicines seems to have been disregarded. If

this interpretation is followed, why should not the

chiropractor, the various forms of drugless healers,

the midwife as well as other forms of practitioners

also be classed as physicians? This decision has

established a principle of vital interest not only

to the medical profession but to all residents of

the state.

This ruling, if maintained, affects not only the

treatment of the sick but it becomes a public health

measure of extreme importance. This aspect of the

question has been presented to the Supreme Court

by the state board of health with the request that

the whole matter be reconsidered. In rendering

its decision the members of the court based their

conclusions solely on the interpretation of the

statute requiring the health officer to be a legally

qualified physician. Whether or not the osteopath is

enabled by his education and training to fulfill the

duties of a health officer apparently was not under

consideration. According to the announced princi-

ples of osteopathy and the teachings of its schools,

they do not employ drugs and medicines in the

treatment of disease. An important function of

the health officer is outlining the treatment of

venereal disease, requiring the administration of

certain drugs. The treatment and prevention of

contagious diseases necessitates the use of specific

treatment for each, as the administration of anti-

toxin for the control of diphtheria and the toxin-

antitoxin for its prophylaxis, vaccination for the

prevention of smallpox and the administration ©f

drugs for other similar diseases. How can an osteo-

path as health officer direct the treatment and pro-

phylaxis for diseases by methods which are denied

to him in practice and with which he has had no

experience? The situation amounts to a manifest

absurdity. If he were to attempt to function as a

health officer, he would be liable to prosecution as

a law-breaker for failure to carry out the require-

ments provided by health regulations in dealing

with contagious diseases. Considering all aspects of

this matter, one cannot avoid the conclusion that

the supreme court decision has been unwisely

adopted. It is believed that this may be reconsid-

ered and arguments may be entertained in ac-

cordance with these facts.

PURIFICATION OF POLLUTED WATER
The knowledge that polluted streams become

purified by nature is age-old information. It has

long been stated that running water purifies itself,

the explanation often being the exposure to air and

sunshine which have been supposed to act in some

mysterious manner to eliminate the pollution. The

United States Public Health Service has made a

study of this subject and is publishing reports on

experimental studies of natural purification in run-

ning water. It has been found that pollution from

sewage and nonpoisonous industrial wastes when

put in water is immediately attacked by myriads

of bacteria which find polluted material satisfactory

food, on which they increase rapidly in numbers.

During this process dissolved oxygen is utilized and
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the pollution is changed into harmless bacteria and

by-products. It was found that bacteria unassisted

could not completely purify polluted water. Multi-

plying in the polluted water until a certain maxi-

mum number is reached, multiplication ceases as

well as the process of purification, although pollu-

tion may still persist. If the number of bacteria is

reduced their increase and the purification process

continue. Nature has provided for a continuous

bacterial reduction through the presence of certain

protozoa, whose principal food is found in bacteria.

These bacteria-consumers constantly feed on the

bacteria, thus preventing the latter from reaching a

limitless number. As the purification process ap-

proaches completion, both bacteria and protozoa

decrease in number as the amount of food available

for each becomes less. The addition of a poisonous

substance to the polluted water may suspend or

completely stop nature’s purification process by de-

stroying both of these agencies that work so indus-

triously. This is an example of one of nature’s

methods of providing for preservation of man’s life

and continued health, of which the mass of man-

kind is blissfully ignorant.

AMERICAN COLLEGE OF PHYSICIANS
MEETING

The American College of Physicians held its

-Annual Clinical Session in Minneapolis, February

10 to 14. While for geographical reasons the session

was smaller in attendance than would have been

the case with a meeting on the Atlantic seaboard,

it was one of the most successful on record. The

outstanding features on the scientific program and

the clinics were the symposium on the biology of

cancer with papers; also a classic biology with dis-

cussions by Leo Leob, H. Gideon Wells of Chicago,

.Aldred Scott Warthin of Ann Arbor, Francis Carter

Wood; and the symposium on surgery of tubercu-

losis by James Burns Amberson of Loomis, New
York; Ralph Matson of Portland, Oregon; John

.Alexander of Ann Arbor; Phillip King Brown of

San Francisco; and Gerald Webb of Colorado

Springs. The special clinics and demonstration of

the University farm were all notable features. An

innovation was the evening session, devoted to

papers detailing the history of medicine.

There were one hundred and ninety physicians

who appeared on the program and clinics. They

came from all parts of the United States and rep-

resented leaders in their particular lines. There is

probably no condensed postgraduate week of such

importance and worth anywhere in the United

States as the annual clinic session of this college.

There was a total registration of 1388. There were

fifteen Fellows in attendance from Washington and

five from Oregon. At this session 201 Fellows were

inducted into fellowship and 67 Associates were

elected. The total membership of the College is

now 2360, of whom 1806 are Fellows and 554 are

.Associates. There was a large exhibit, with fifty-

seven exhibitors and seventy-five booths. The next

meeting of the College will be in Baltimore.

Following the meeting of the College in Minne-

apolis, a special program was arranged by the

Mayo Clinic. Two special trains carried a large

number of the members from Minneapolis to

Rochester Friday night, February 14. An interest-

ing program of papers and clinics was put on at St.

Mary’s Hospital. The newly elected officers are:

President, Sydney Miller of Baltimore; president-

elect, S. Marx White of Minneapolis; W. Blair

Stewart of Atlantic City was elected chairman of

the House of Governors.

PACIFIC COAST SURGICAL MEETING
The fifth annual meeting of Pacific Coast Surgi-

cal Association was held at the Hotel Del Monte,

Del Monte, California, Friday and Saturday, Feb-

ruary 7 and 8. On the two previous days clinics

were held in San Francisco. The members of the

.Association from the University of California pre-

sented an operative clinic and demonstrations on

Wednesday morning at the University Hospital.

The Stanford members on Thursday morning held

their clinic at the San Francisco County and City

Hospital. Later Dr. Coffey presented a clinic at

the Southern Pacific Hospital, where his treatment

for cancer was demonstrated.

.At the meeting in Del Monte papers were pre-

sented by the various members, covering many
fields of surgery, particularly of the lung, kidney

and cancer. Drs. Coffey and Humber made the

second official report of their treatment for cancer

on Saturday morning. Their presentation was re-

ceived with the utmost respect by their fellow

members. The facilities of the Cancer Research

Institute at Pasadena were offered to them through

Dr. Charles Lockwood, while those of the Cottage

Hospital Institute at Santa Barbara were extended

through Dr. Rexwald Brown. In closing the dis-

cussion on cancer Dr. Emmet Rixford of San Fran-

cisco stated it was a matter of such tremendous im-

portance that the members of the Association did
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not feel justified in discussing at this time the

merits of the treatment. At a later meeting Dr.

Coffey will present more detailed reports of his

work. The Association did not endorse the treat-

ment, as stated in the public press.

The following officers were elected for the com-

ing year: President, J. Tate Mason, Seattle; first

vice-president, Eugene Rockey, Portland; secretary-

treasurer, Edgar L. Gilcreest, San Francisco; mem-

ber of the Council, one year term, Wallace I. Terry,

San Francisco, retiring President; member of the

Council, four year term, George W. Swift, Seattle.

Members from the Northwest attending the As-

sociation were W. D. Kirkpatrick, Bellingham; S.

L. Caldbick, Everett; H. D. Dudley, A. O. Loe,

O. F. Lamson, G. W. Swift, P. W. Willis, Seattle;

A. IMathews, Spokane; Eugene Rockey, J. E.

Else, R. C. Coffey, R. B. Dillehunt, R. E. Wat-

kins, Portland. Invited guests were B. T. King,

R. J. McCurdy, C. F. Eikenbary, D. A. Houston,

W. C. Speidel, A. L. Balle, Seattle; J. C. Coffey,

Portland.

Brien T. King and Conrad Jacobson of Seattle

were elected to membership. The next meeting will

be held in Seattle.

MEETING OF AMERICAN ASSOCIATION
FOR THE STUDY OF GOITER

The Pacific Northwest is one of the well recog-

nized goiter-favoring regions of the United States,

and with this thought in mind, at the last meeting

of the American Association for the Study of

Goiter, Seattle was chosen for its 1930 meeting

place and its seventh annual convention, July

10-12. The organization was founded seven years

ago at Bloomington, 111., for the purpose of creat-

ig a society devoted entirely to the study of goiter

and its kindred ailments. It has brought together

each year men of outstanding ability, who have

been working tirelessly on this not too well under-

stood malady. This year is the first opportunity

for the Pacific Northwest to have this association

meet in its midst. Thus physicians of this section

will be able to attend these meetings, which will

be presided over by the most prominent goiter

authorities of the country. It will indeed be a treat

for the medical men of the Northwest and a large

attendance will be anticipated. Details of the meet-

ing will be presented in future issues of this journal

MEDICAL NOTES

Manufacturers Consolidate. The old and well known
drug firms of H. K. Mulford Co. and Sharp & Dohme
have consolidated, the former having absorbed the latter.

.Also the long known X-Ray Corporation will no longer

be known as such, it having given place to General Electric

X-Ray Corporation (page 2).

OREGON
Report of Health Survey Published. The final re-

port of the survey of public health conditions in Portland,

which was conducted recently by the American Public

Health Association through its representative, Dr. James

W. Wallace, has been submitted to the city council and

the board of county commissioners. Three previous re-

ports have been published.

The outstanding recommendation is a plan for elimina-

tion of the present dual system of city and county public

health units, and the substitution of a single unit under

the direction of a city and county health officer and an

advisory board representing the county commissioners, the

city council and the medical profession. The suggestion

is also made that the work of the county physician be

divided, in order that a full time physician may be secured

for the direction of the Multnomah county hospital. The

report also recommends that the present nonfunctioning

board of public health be reformed and the public health

federation be established to promote general interest in

community health. An earlier report of the health survey

committee called attention to the need for adequate care

of tuberculous patients in the city of Portland and urged

repeal of an old ordinance which prohibits the establish-

ment of tuberculosis sanitoriums within the city limits.

Oregon Physician Impersonated. \ man arrested re-

cently in Oakland, Calif., for practicing without a license

and giving the name of “Dr. Arthur C. McCown,” is be-

lieved to have impersonated the Dr. Arthur C. McCown
of St. Helens. The St. Helens physician stated that at the

time he was practicing in North Portland, in 1928, his

office was robbed of his state license to practice as well

as his narcotic permit blanks. It is his belief that the

Oakland imposter is the one who robbed his office and

that at the time he may be in possession of his license.

Death Rate Lowered. The annual report on mortality

statistics for Portland, recently announced by Gordon

Lang, chief clerk of the health bureau, discloses the num-

ber of deaths per 1000 of population to be 10.7 as com-

pared with 10.9 in 1928. The incidence of diphtheria

among children was also decreased, following an active

campaign for toxin-antitoxin immunization carried on dur-

ing the past year.
/

Death Certificate Form Protested. As a result of the

voicing of dissatisfaction on the part of several county

coroners and district attorneys of Oregon, with respect to

the new form of death certificate adopted by the state

board of health, a meeting was held Feb. S in the office

of District Attorney Stanley Myers at Portland to con-

sider the matter. It was the contention of those present
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that the new certificate abolishes the necessity for physi-

cians to report violent deaths to the local coroner. Dr.

F. D. Strieker, secretary of the state board of health, ex-

plained that a state law makes it compulsory for doctors

to report violent deaths and that the new form of certi-

ficate is in accordance with those already adopted in sev-

eral other states. A committee was appointed to confer

with Dr. Strieker in regard to changing the certificate.

Hermiston Hospital Opened. The Waterman home at

Hermiston, which has been remodeled for general hospital

purposes, was opened to the public Feb. 6. Dr. A. W.
Christopherson is in charge.

County Hospital Planned. Dissatisfaction with the

rising cost of care of indigent patients at Eugene has led

to a movement for the establishment of a county hospital

in that city. Judge C. P. Barnard is among those who are

interested in the plan, which will probably be submitted

to the people at an early general election. The former

Mercy hospital property has been suggested for the pur-

pose.

The Portland Academy oe Eye and Ear Specialists

held its annual dinner and meeting at the Arlington Club,

Jan. 22. Dr. Will Otto Bell, Seattle ophthalmologist, was
the guest of honor and related his impressions of the In-

ternational Eye Congress, held at Amsterdam, Holland,

last summer. Election of officers of the Academy for the

ensuing year resulted as follows: President, Dr. J. W.
McCollom; vice-president. Dr. H. R. Lucas; secretay-

treasurer. Dr. A. J. Browning.

Credit Rating Plan a Success. A credit rating and

collection system for physicians and dentists, which was

introduced in Portland a year ago by Mr. Clyde C. Foley,

executive secretary of the Oregon medical society, has

proved so satisfactory that branches are to be established

in other cities of Oregon. The system is known as the

“Oregon Plan” and has been widely copied in other sec-

tions of the United States.

Portland Academy of Medicine entertained Dr. Wil-

liam Osborne, professor of physiology at the University

of Melbourne, Australia, at a dinner and meeting Feb. 2.

The subject of his address was “The Contributions of

Engineering to Modern Medicine.”

•4ir Pilot Examiners Announced. The aeronautics divi-

sion of the United States Department of Commerce re-

cently announced the appointment of the following Oregon

physicians as medical examiners of prospective air pilots:

Portland, Drs. William House, D. C. Burkes, R. A. Fenton

and I. B. Lupton; Corvallis, Dr. H. M. Francis; Eugene,

Drs. G. C. Dyott and C. W. Robbins; La Grande, Dr.

F. L. Ralston; Bedford, Drs. J. J. Emmons and J. C.

Hayes; Salem, Drs. W. C. Smith and R. L. Wood.

Oral Surgeon Entertained. Dr. Boyd Gardner, chief

oral surgeon at the Mayo Clinic, Rochester, Minn., was

the principal speaker at the regular luncheon meeting of

the Portland Rotary Club Feb. 11. His subject was “The
Effect of Oral Infection on the Health.”

Physician Candidate for State Senatorship. Dr. J. C.

Booth, Lebanon physician, recently announced that he

will enter the Republican primary as a candidate for the

office of joint senator for Linn and Lane counties.

Clatsop County Medical Society held its annual elec-

tion of officers at a meeting at the Columbia hospital in

Astoria, Jan. 22. Dr. F. E. Fowler was chosen president.

Dr. L. M. Spaulding, vice-president and Dr. E. J. Jasper,

secretary-treasurer.

Central Willamette Valley Medical Society held

its regular monthly meeting at the Hotel Benton in Cor-

vallis Feb. 6. Drs. G. C. Bellinger and Phil Mewmeyer of

the Oregon Tuberculosis hospital, Salem, were guests of

the society and spoke on tuberculosis.

St. Mary’s Hospital at Astoria held a staff meeting

Feb. 12, at which an address on the subject of rectal dis-

eases was made by Dr. Walter W. Black of Portland.

Dr. Edward Durno, formerly football coach of the

high school at Medford, has returned to that city where he

has entered upon the practice of medicine.

Dr. R. W. Kullberg has located for practice at Astoria.

WASHINGTON
Contract Practice. Last month about two hundred

and fifty Seattle physicians with men from adjacent cities

met in special session to consider the perennial bugbear

of contract practice. It was reagitated at this time partly as

a result of the Bridge clinic of Tacoma establishing a branch

in Seattle and proceeding to corral all available contracts

that would include as many citizens of that city as pos-

sible, at as low a fee as the traffic could stand. Thus the

union of street car men was said to be taken on at

seventy-five cents per member for the month. The

neglect of certain Eagle contract doctors to care prop-

erly for the army of members under their official care

came in for proper scoring. Also Seattle clinics and indi-

viduals who thus avariciously absorb practice from the

fields of other practitioners at cut-throat figures received

suitable consideration. Dr. H. J. Davidson led the attack

by exposure of the loose and deficient methods of treat-

ment inherent in contract practice, thus making this a

problem of interest not only to the medical profession but

to the general public who fail to receive their money’s

worth from this sort of medical attention. It was stated

that reliable legal opinion holds that a contractee who fails

to receive adequate services from a medical contractor can

employ another physician, whose bill can be collected from

the contractor. Resolutions bearing on the matters under

discussion were passed, requesting officials of King County

Medical Society to conduct further investigations leading

to action that will soon be referred to the membership.

Hospital at Kirkland. Work is now under way on

the construction of a modern two story hospital at Kirk-

land. There will be accommodations for ten patients. The

new structure will be the culmination of years of effort on

the part of Dr. George H. Davis, veteran Kirkland physi-

cian, and interested citizens to provide that community

with modern hospital facilities.

Hospital Remodeled. Extensive changes, amounting to

a cost of $15,000, are being carried out at St. Elizabeth’s

hospital, Yakima.
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Doctor Endows Hospital Bed. Provbions for the en-

dowment of a bed at the Children’s Orthopedic hospital,

Seattle, was made in the will of the late Dr. R. C. Baum-
garten, Seattle roentgenologist who died Feb. 3. He had

occupied the position of attending roentgenologist at the

hospital for the past two years.

LoxctTEW Memorlal Hospital held a clinical staff meet-

ing in Longt-iew Feb. S, at which addresses on neurologic

subjects were made by Dr. D. G. Dickerson of Seattle and

Dr. A. C. Stewart of Tacoma.

Doctor’s Son Succumbs .Abroad. Sympathy is being

e.xtended by both professional and lay friends of Dr. and

Mrs. John Wotherspoon of Seattle, whose son Kenneth

died at Glasgow Jan. 24, where he was enrolled as a medi-

cal student at the University of Glasgow.

Bridge Party Held. Two hundred and forty physi-

cians, their wives and guests attended a bridge party held

by the King County Medical Society at the Olympic hotel.

Seattle, last month. -At the conclusion of the evening a

supper was served and valuable prizes, donated by local

merchants, were awarded by lottery to the guests.

Elected to .American College of Physicians. Dr. D.

H. Nickson, pathologist at Swedish hospital, Seattle, and

Dr. C. E. Watts, Seattle internist, were elected to mem-
bership in the .American College of Physicians at a meet-

ing of that organization held last month at Minneapolis,

Minn.

Elected President. Dr. J. Tate Mason of Seattle was

elected president of the Pacific Coast Surgical .Association

at the annual meeting held last month at Del Monte,

Calif. The ne.xt convention will take place in Victoria,

B. C.

Dr. Fred R. Hedges of Everett, who has been seriously

ill, has gone to the home of his brother in Oregon City,

Ore., to recuperate.

Dr. H-AROLd D. Lyman, of the Marine hospital at Port

Townsend, has been transferred to the San Francisco

Marine hospital.

Dr. Robert W. Rose, a graduate of Creighton Univer-

sity Medical School, has returned to Spokane, his native

city, to practice.

Dr. Tom Christmas of the medical staff at Fort Lewis,

has been transferred to the Panama Canal Zone.

Wedding. Dr. Ernest B. Parmelee, a member of the

resident staff at St. Luke’s hospital, Spokane, and Miss

Et’elyn Lindley of Milwaukee, Wis., were married at the

Holy Trinity church in Spokane, Feb. 12.

IDAHO

Medical Building Opened. The Sturgis Medical build-

ing at Coeur d’.Alene, a modern, two story brick structure,

was opened for inspection by the public Feb. 1. It was
erected by Dr. H. J. Sturgis for office and hospital pur-

poses.

Dr. C. F. Magee of Moscow received painful injuries

of the abdomen Jan. 19 when he fell from a window sill in

his office.

Dr. H. R. Bankard of Harrison has sold his practice to

Dr. H. W. Shyrock, and has moved to Klickitat, Wash.,

where he will engage in practice.

OBITUARIES

Dr. Roy' Chester Baumgarten, prominent roentgenolo-

gist of Seattle, Wash., died at Providence hospital in that

city Feb. 3 from complications following an operation,

aged 41 years. He was born in Davenport, Iowa, in 1889,

and graduated from Jefferson Medical College, Philadelphia,

Pa., in 1912. Following an internship at the Seattle City

Hospital he became associated in practice in that city with

Dr. Hariy .A. Shaw until the outbreak of the World War.

He then entered the medical service of the army and be-

came medical officer in charge of the roentgen service of

the hospital at Camp TratTS, Tex. At the close of the war

he returned to Seattle, where he built up a large practice

in roentgenology. He was also roentgenologist to the Chil-

dren’s Orthopedic hospital and was active in the affairs

of the .American Legion. Due to his attractive personality

and professional attainments his death is a great loss to

the medical profession as well as the general public.

Dr. Sarah .A. Kendall, a pioneer woman physician of

Washington, died at her home in Seattle Feb. 6, following

a brief illness, aged 79 years. She was born in Bath, Me.,

in 1851, and graduated from the General Medical College,

Chicago, lU., in 1888. She located in 1884 in Seattle and

practiced continuously there until her retirement ten years

ago. Throughout her life she was active in civic and dub
affairs in her community, and was one of the pioneers in

the woman’s suffrage movement.

Dr. Harry Bulkely Clough, Vancouver, Wash., died

at the United States V’eterans’ hospital at Portland, Ore.,

Jan. 14, aged 65 years. He was born in Washington, Ver-

mont, in 1864, and graduated from Louisville Medical Col-

lege, Louisville, Ky., in 1897. He came West in 1891 and

practiced in several western cities, including Sultan, Wash.,

Xewberg and Damascus, Ore. In recent years he had made

his home at Vancouver.

Dr. George .A. Gray, a practicing physidan in Spo-

kane, Wash., since 1898, died in Queens hospital, Honolulu,

T. H., Feb. 2, following a prolonged illness, aged 61

years. He was born in 1869, and graduated from the Uni-

versity of Minnesota Medical School, Minneapolis, Minn.,

in 1898. He was an officer in the army medical corps dur-

ing the World War.

Dr. William Reese, retired physidan of Portland, Ore.,

died at St. Vincents’ hospital in that city Feb. 11, from

injuries sustained the day before, when his automobile

coUided with a street car. He was born in 1860, and grad-

uated from the Medical College of Indiana, Indianapolis,

Ind., in 1890. He practiced in Illinois for many years and

in 1916 moved to Portland, where he was active until a

year ago, when he retired and moved to Nelscott.

Dr. Lewis F. Bennett, who practiced for several years

in Spokane, Wash., died at his home in Beloit, Wis., Jan.

26, aged 70 years. He was bom in 1860, and graduated

from Rush Medical College, Chicago, 111., in 1886.
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REPORTS OF SOCIETY MEETINGS

OREGON
POLK-YAMHILL-MARION MEDICAL SOCIETY

Pres., G. C. Knott; Secty., W. W. Baum

The regular meeting of the Polk-Yamhill-Marion Medical

Society was held February 4 at the Elks Club, Salem.

The program was as follows:

“Gastroenterostomy: The Study of Wound Healing Fol-

lowing Various Types of Suture Methods.” Dr. Karl H.

Martzloff of Portland. Discussion by Dr. C. H. Robert-

son of Salem.

“.Amebiasis in the Northwest.” Dr. H. G. Hummel of

Salem. Discussion by Dr. A. B. Starbuck of Dallas.

Dr. G. B. Smith of Woodburn reported a case of

lethargic encephalitis.

Mr. Clyde C. Foley, E.xecutive Secretary of the State

Medical Society, presented to the Society a plan of local

organization for a health educational center and central-

ized cooperative business office for the medical and dental

professions.

WASHINGTON
KING COUNTY MEDICAL SOCIETY
Pres., D. H. Houston; Secty., A. J. Bowles

A general meeting of King County Medical Society was

held in the auditorium of the Medical-Dental Building,

Seattle, Feb. 3, with Dr. A. H. Peacock in the chair.

About one hundred and fifty members were present. Min-

utes of the meeting of Jan. 6 were read and approved.

Dr. Harry C. Olmsted read a paper “Impetigo Contagiosa

Neonatorum. .A Present Day Hospital Nursery Problem.”

The common source of initial infection in the new-born is

a physician, nurse or mother suffering pyogenic infection

in some form. Other infants become infected through

nurses’ hands, furniture and equipment. Mild cases heal

spontaneously in a few days. There is always danger of

developing an acute exfoliating dermatitis, whose death

rate is high. The writer stressed the importance of pro-

phylaxis. In treatment of individual cases it is important

to avoid overheated and moist conditions of the skin.

Exposure of the naked body to the air, ultraviolet or direct

sunshine is favorable to rapid relief. Drs. H. L. Moon
and Norman Clein discussed the paper.

Dr. Laurence Selling of Portland read a paper, “Some

Recent .Aspects of Motility Disorders.” Formerly nearly all

such disorders w'ere classed as neuroses. Now they are

known to be organic diseases with localization of the

essential pathologic processes in the basal ganglia. Many
symptoms resemble those associated with the psychoneu-

roses. There was a discussion between the motility dis-

orders and the vegetative nervous system. The paper W'as

discussed by Drs. C. J. Rohwer, G. E. Price and B. S.

Paschall

.

Dr. .A. H. Peacock announced the recent illness and death

of Dr. Roy C. Baumgarten.

Dr. Lester J. Palmer explained the plans of the Program

Committee for the remainder of the year.

The chairman reported that Dr. George W. Swift had

been appointed chairman of a committee to investigate

contract practice, the committee soon making a report be-

fore a special meeting of the members.

A recent ordinance regarding the storage of roentgen

films W’as presented, together with a report of the com-

mittee.

Dr. C. E. Smith presented a film from Petrolagar Labo-

ratories, Inc., displaying the mobility of stomach and

bowels under the action of different drugs.

Applications for membership were presented from Drs.

W. W. Collins and T. T. Dawson.

The medical section of the society held a meeting Feb-

ruary 10, with Dr. Frederick Slyfield in the chair.

Dr. A. L. Jacobson presented a case of allergic migraine

which had existed about six years with attacks every three

weeks for a day or two. Allergic tests showed the patient

sensitive to halibut and other fish foods, whose elimination

has abolished the attacks for the past ten months. The

speaker believed that all cases of migraine may be of true

allergic origin.

Dr. D. G. Dickerson discussed “Intracranial Tumors

.Arising from the Meninges,” illustrated with lantern slides.

These tumors tend to grow in certain sites, usually in

the region of the large dural v'enous sinus in frontal regions

of the cerebrum. They are most common after the fifth

decade of life and constitute about 12 per cent of all

intracranial tumors. Some present Jacksonian convulsions,

while others have no symptoms and are discovered at

autopsy. Roentgen findings are present in about SO per cent

of cases. If they can be removed in toto the prognosis

is good.

Dr. A. C. Rembe read a paper “Childhood Tuberculoses.”

Roentgen slides of different types were presented. The

essential points of diagnosis are the history, the exposure,

the reliable and delicate Mantaux test, symptomatolog>',

roentgenology and physical examination. Each of these

was discussed at length. In differential diagnosis elimina-

tion of focal infection is of great importance.

PIERCE COUNTY MEDICAL SOCIETY

Pres., C. F. Engels; Secty., W. B. Penney

The regular meeting of Pierce County Medical Society

was held at Tacoma, Feb. 11, in room 316, Washington

Building, President C. F. Engels in the chair. Minutes of

the previous meeting read and approved.

A communication was read from the Hertz Driv-ur-self

Company, authorizing special concessions for members of

the Pierce County Medical Society.

The application of Dr. Hillis F. Griffin was ballotted

on, and he was unanimously elected a member of the

society.

PROGR.XM

“Management of Contagious Diseases,” Dr. S. M. Cres-

well. .Attention was called to a few points on the follow-

ing contagious diseases: (1) Diphtheria. He stated that

most deaths occur from cardiac failure. (2) Scarlet fever.

Most deaths are due to toxemia. (3) Cerebrospinal fever.

Most deaths occur as a result of the infection. Several

emergencies were discussed which might arise in these dis-

eases, and measures suggested to meet them. Immediate

serum reaction is an emergency in any of these cases and

it could be prevented by giving the serum or antitoxin

intravenously, diluted with about 95 parts of saline solu-
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tion. The paper was discussed by Drs. Charles McColl,

J. B. Robertson, G. E. Griffith and W. B. Penney.

“Surgical Problems of Constipation,” Dr. F. S. Herr-

mann. The many different mechanical and surgical condi-

tions were mentioned which might produce the symptom

of constipation, .^n appeal was made for a thorough rectal

examination of every case in which constipation is a

symptom. The paper was discussed by Drs. E. W. Janes

and S. Monzingo.

“Professional Collections.” Mr. George Milsted gave an

interesting and instructive talk on the legal aspect of col-

lecting doctors’ bills.

SPOK.4NE COUNTY MEDIC.\L SOCIETY

Pres., C. B. Ward; Secty., R. P. De Riemer

The regular meeting of Spokane County Medical So-

ciety was held at Spokane, February 13, in the auditorium

of the Paulsen Medical and Dental Building, .^bout fifty

members were present.

.Arrangements were made for formation of a Clinical

Society under the auspices of the Spokane County Medical

Society for the purpose of frequent entertainment of visit-

ing doctors of the Inland Empire.

The following program was presented; Dr. F. C. Harvey

read a paper on “The Eye, the Light of the Body.”

Dr. F. C. Gibson of Potlatch, Ida., gave a case report

of an x-ray burn.

Several reels of thorough and instructive motion pic-

tures were shown from the clinic of Dr. Lorenz Bohler of

Vienna. These pictures dealt with the treatment of fractures

and were discussed while being shown by Dr. M. E.

Steinberg, a visitor from Portland, Ore.

W.ALL.A W.ALL.A \ ALLEY MEDICAL SOCIETY

Pres., J. T. Rooks; Secty., C. J. Johannesson

Walla Walla Valley Medical Society held its regular

monthly meeting at Grand hotel, Walla Walla, Feb. 13.

.A banquet preceded the program.

Dr. .Albert Mathieu of Portland read a paper on “Lipio-

dol Injections as a Diagnostic .Aid in Gynecology.” This is

an aid in differential diagnosis between tumors of the

female generative organs and the pelvis and such condi-

tions as infection of the tube and cysts.

Dr. T. W. -Adams of Portland read a paper on “Indica-

tions and Contraindications of Cesarean Section.” This is

one of the most serious surgical procedures as far as mater-

nal fatality is concerned. Only experts should undertake

the work.

Dr. W. -A. Pratt of W’alla Walla gave a brief survey of

records of cesarean sections in that city during the past

three years. There was a total of twenty such operations

with no maternal deaths. He advised a more complete study

and careful diagnosis previous to operation.

PUGET SOUND ACADEMY OF OPHTHALMOLOGY
AND OTO-LARYNGOLOGY

Pres., W. O. Bell, Secty., F. .A. Brugman

.A meeting of Puget Sound .Academy of Ophthalmology

and Oto-Laryngolog>’ was held at the College Club, Seattle,

Jan. 28. The retiring president. Dr. Will Otto Bell, enter-

tained the members at dinner.

The following officers were elected for the ensuing year:

President, Dr. Walter F. Hoffman, Seattle; First Vice-

president, Dr. .Albert B. Murphy, Everett; Second Vice-

president, Dr. A. W. Howe, Tacoma; Secretary-treasurer,

Dr. Francis .A. Brugman, Seattle.

BOOK REVIEWS

Edited by KENELM WINSLOW, M.U.

Treatment in General Pr.actice. By Harry Beckman,
M.D., Professor of Pharmacology, Marquette University

Medical School, Milwaukee, Wis. Octavo volume of

899 pages. Philadelphia and London: W. B. Saunders
Company, 1930. Cloth, $10.00 net.

The present volume represents the best clinical teach-

ing as to treatment at the present day and almost hour.

The writer attains this end by quoting verbatim in many

instances the pro’s and con’s from authorities on the sub-

ject. Thus, under treatment of pneumonia, a page and a

half is quoted from Cole on specific serum, and over nine

pages are taken from Locke’s paper reviewing the results

of using specific serum in type I pneumonia. The upshot of

it all is that at present specific treatment has not given

better mortality results than other treatment, except in

he hands of Cole at the Rockefeller Institute. The use of

glucose intravenously, oxygen and digitalis, the latter as a

routine remedy, are approved. Sufficient morphine is also

advised to keep the patient comfortable. Fresh air to the

extent of extreme exposure of the patient and nurse is

not recommended. The latest method of giving 5 per cent

CO; in oxygen at intervals to cause strong respiration and

free the bronchial tubes of obstruction and thus prevent

atelectasis is not mentioned. On the whole, the treatment

of pneumonia described is sane and consists of good nurs-

ing, fresh air, opium and digitalis. It is very probable that

many patients are overtreated. The reviewer had over a

thousand cases of pneumonia under his care in the .Army

and was more impressed by the outdoor treatment than

b>' any other means. Of the many influenza patients treated

from the beginning outdoors on porches, not one devel-

oped pneumonia. The lowest mortality in the .Army was

among patients treated in tents.

Another common disease, chronic cholecystitis, also re-

ceives sensible consideration. The author is quite emphatic

concerning the so-called Lyon nonsurgical drainage treat-

ment and the reviewer heartily agrees with him. He says:

“The enthusiasm of himself (Lyon) and his followers is

at times almost hilarious, but they claim results in almost

all the ailments to which man is heir, and they certainly

do not show that the mental attitude of their patients

is not tremendously affected by the atmosphere of almost

religious awe with which the institution of a duodenal

‘drain’ has come to be surrounded.” Both Soper, and Hurst

in England, have found that magnesium sulphate by the

mouth accomplishes all that the Lyon treatment does.

Beckman has little to offer in treatment of gallbladder

trouble except diet, and he would have done well to have

devoted more space to surgical measures. Also hypothyroid-

ism is not touched upon, although very common in

middle-aged women, but the treatment of myxedema is

carefully considered.
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There is a very extensive review of the current treat-

ment of peptic ulcer, chiefly given in the words of the

authors of the different methods in vogue. Thus Sevan’s

classic paper in 1922 is quoted as showing that eminent

surgeon’s view of medical versus surgical treatment. He, it

will be remembered, affirmed that but ten cases out of a

hundred need surgical interference. It has always seemed

to the reviewer that the type of patient with ulcer is

more important than the type of ulcer. For the ignorant

laboring man in the charity hospital with a peptic ulcer

ninety per cent surgery appeals more strongly to the re-

viewer, as proper dietary care outside is practically impos-

sible. The reader is left to choose between the various

modes of care of peptic ulcer described by Sippy, Alvarez

and Smithies, as the author does not express any opinion

on the matter. This is one of the chief faults of the book,

but is unavoidable where the writer quotes in detail pages

from articles by different authorities on the same subject

without stating his own views on the same. If one has

large clinical experience it is almost impossible not to have

arrived at a definite line of treatment in each disease.

This the author apparently lacks but he has had the

ability to gather together with remarkable success the opin-

ions of the best clinicians on present day medical treatment.

It is, as a whole, the most admirable book of its kind

in one volume that we know. Winslow.

Practical Psychology and Psychiatry. For Use in Train-

ing Schools for Attendants and Nurses and in Medical

Classes, and as a Ready Reference for the Practitioner.

By C. B. Burr, M.D. Late Medical Director, Oak
Grove Hospital (Flint, Mich.) for Mental and Nervous
Diseases, etc. Sixth Edition, Revised and Enlarged with

Illustrations. 378 pp. $2.75. F. A. Davis Co., Phila-

delphia, 1930.

Any book which has passed through six editions (the

first printed in 1898) must have merit to have stood the

test of time. It is a practical manual rather than a text-

book, as no volume of this size could begin to adequately

cover such subjects as psychology and psychiatry. It is

concise, well written and clear with the possible exception

of the part dealing with psychology, for which the sub-

ject rather than the author is to blame. The author feels

that “psychology suffers acutely from refinements in def-

inition,” and handles Watson’s “behaviorism” without

gloves. The description of the practical management and

nursing of mental cases is especially recommended, not only

to nurses and attendants in institutions for psychiatric

cases but also to physicians. It reflects the wisdom and ex-

perience of a man who has devoted a long life to the

care of psychotic patients.

The casual reader may miss what to the reviewer is

the real charm of the book, the author’s mental reaction

to many of the modern ideas on psychology and mental

hygiene. He evidently does not believe that everything is

good just because it is new, and is “not strong” for the

new methods in education of the young. As opposed to the

idea of “self-expression,” he holds for the old methods of

teaching self-control, self-helpfulness, obedience, discipline

and work. He believes in the boy scout movement and

universal military training. In reading the paragraph on

marriage of the insane the reviewer had a quiet chuckle

over the statement, “decision on these matters is difficult,

but over the problems the consultee need not concern

himself unduly, inasmuch as his advice will rarely be fol-

lowed unless it happens to coincide with the sentiments

of the seeker thereof.” Price.

A Textbook on Orthopedic Surgery. By Willis C. Camp-
bell, M.D., F.A.C.S., Professor of Orthopedic Surgery,

University of Tennessee, College of Medicine, Memphis.
Octavo volume of 70S pages, with 507 illustrations. Phil-

adelphia and London: W. B. Saunders Company, 1930.

Cloth, $8.50.

The first thing that strikes one on picking up this volume

is the logical and orderly way the field of orthopedics is

covered. The author has attempted to treat the subject

briefly and in a practical way, and in this he has succeed-

ed very well. The first chapter is on the method of ex-

amination of each joint and the normal for that joint. The

next deals with braces and then on to the pathologic condi-

tions and treatment.

A departure from the usual work on orthopedics is the

inclusion of fractures and dislocations, there being two

chapters devoted to these. Theory has little space in the

book and the text has the earmarks of being based on the

author’s own experience and opinions rather than a collec-

tion of ideas from others’ writings. This allows much
ground to be covered in a small space. Those acquainted

with the author’s work know him to be a practical surgeon

and an excellent teacher, and he has demonstrated these

qualities in a definite way in this volume. It is a book

everyone should have who attempts to treat any ortho-

pedic condition. Joe Brugman.

The Essentials of Histology. Descriptive and Practical.

For the Use of Students. By Sir Edward Sharpey

Schafer, F.R.S. Professor of Physiology in the Univer-

sity of Edinburgh. Twelfth Edition. Revised by the

Author, with the cooperation of H. M. Carleton, Ph.D.,

Lecturer on Histology in the University of Oxford. 628

pp. $5.00. Lea & Febiger, Philadelphia, 1929.

As a reference work this volume contains the latest in-

formation in many fields in concise form. The pictures

are very good throughout. The nerves, nerve endings, the

spinal cord and brain are considered at length. Obviously

the author has a special interest in nerve tissue. In the

sections devoted to the nervmus system the illustrations

are especially good. In the appendix most of the old relia-

ble methods are given in full detail so that a student can

easily follow the directions. Some of the later special

methods are also given, such as intravitam staining and

Cowdry’s method of staining for mita chondria. As is

stated in the title, the volume is essentially for students.

Mosiman.

Otologic Surgery. By Samuel J. Kopetzky, M.D., F.A.C.S.

Professor of Otology, Polyclinic Medical School and Hos-

pital, New York, etc. Second Revised Edition. 104 Illus-

trations, including 4 Color Plates, 21 Charts. 553 pp.

$8.00. Paul B. Hoeber, Inc., New York, 1929.

The subject in this volume is divided into chapters deal-

ing with diseases of the middle ear, operations on the ex

ternal auditory canal, incision of the membrana tympani,

operations on the middle ear through the external audi-

tory meatus, the simple mastoid operation, radical mastoid

operation, surgery of the labyrinth, otogenous systemic

infections including sinus thrombosis, surgery of the men-

inges, surgery of brain abscess, and laboratory aids to
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otologic diagnosis. The basis for each consideration is

patholog>' which is stressed, and the surgical methods

advocated are those of merit proven by practical experi-

ence. Minute detailed descriptions of each technic, accom-

panied by definite reasons for their recommendations, are

given and, where there might be a question as to the

value of one technic over another, the author from hi.s

own vast experience advances reasons why he uses a cer-

tain one. The chapter on laboratory' aids gives briefly the

essential practical aids to diagnosis and their relative value.s

and has thus increased the book’s value as a reference

book. In symptomology diagnosis and indications for sur-

gery are elementary', concise and practical enough to be of

great value to the busy general practitioner. It is scientific,

thorough and detailed enough to be of inestimable value

to the student of otology and otologic surgeon. As a

whole, it contains the essentials for a universal reference

book on otologic surgery. Waltz.

Diagnostic Methods and Interpretation in Internal
Medicine. By Samuel A. Loewenberg, M.D., F.A.C.P.
Assistant Professor of Medicine, Jefferson Medical Col-
lege, Formerly Assistant Professor of Physical Diagnosis
at the Medico-Chirurgical College and the University of
Pennsylvania, Visiting Physician to the Philadelphia
General Hospital, etc. With 547 illustrations, some in

colors. Cloth. 1032 pp. $10.00. F. A. Davis Co., Phila-
delphia.

This is a book in which chief attention is given to the

clinical side of medicine, but one chapter being allotted

to the interpretation of laboratory findings. It is, there-

fore, particularly adapted to that supposedly vanishing

but ubiquitous individual, the general practitioner.

The first portion, relating to external examination of the

body including postures, gaits, facies and lesions on the

surface, with brief description of dermatology and methods
of exploring and diagnosing lesions of the eyes, ears, nose

and mouth, is fairly complete. The photographic illustra-

tions are numerous, but not especially good or illuminat-

ing in the diagnosis of skin lesions. The lips, tongue and
gums receive careful attention but there seems to be no

description of lesions on the huccal membrane of the

cheeks, as leukoplakia, pigmentations of Addison’s disease,

stomatitis, Vincent’s disease, mucoceles and tumors, lues

or tuberculosis. Cysts of the neck are described as branchial

or thyroglossal, but it is not noted that the latter are

always situated in the midline. On the whole, this part

of the book is very well done and, though necessarily the

descriptions are brief, they bring out diagnostic points that

may be recognized at a glance, and are often of the utmost

importance, as the supraclavicular sentinel glands in tho-

racic or abdominal malignancy.

The section on examination of the chest is admirable and
most meticulously complete as regards topographic anato-

my, appearances on inspection, and signs and methods of

examination. The discussions of the diagnosis in some of

the various special diseases of the lungs are not so good.

For instance, in atelectasis the causes of the condition

are omitted, as surgical operations, and the characteristic

roentgen findings are not noted. The same general remarks

may be made about examination of the heart. The descrip-

tions of the various methods of examination are most

thorough.

.\n attempt is made to distinguish between functional

cardiac murmurs caused by dilatation of the valve orifices,

uneven tension of the papillary muscles and inelasticity

of the valve leaflets. This is impossible in practice and one

has to be fairly keen to discriminate between the organic

and functional murmurs, without venturing to determine

their origin. The functional systolic murmur is stated ‘‘to

be heard rarely over the aortic area.” Functional systolic

aortic murmurs were often found in soldiers in the late

war. The absence of any other signs of disease and the

age of the patients made the diagnosis simple. Cardio-

respiratory murmurs were also very common, usually heard

at the end of inspiration and not when the breath was

held. They are not mentioned specifically in this book.

The author includes syphilis as the first cause of aortic

stenosis. This is probably never a cause, although thought

to be so by Mackensie. Syphilis invariably leads to dila-

tation of the aorta and in none of the cases seen by the

reviewer has lues been a factor. As is so often the case,

the author devotes no space to chronic cholecystitis, the

most common of chronic digestive disorders, nor does he

discriminate between duodenal and gastric ulcer which is

most important as to treatment and prognosis. An elab-

orate table is given for distinguishing gastric ulcer from

gastralgia. Is there any such entity as gastralgia? The re-

viewer knows none. Taken as a whole the book is par-

ticularly strong in its description of the methods of physi-

cal examination and signs. Winslow.

Surgical Diseases of the Thyroid Gland. By E. M. 1

Eberts, M.D. Surgeon to the Montreal General Hos- It

pital, etc. With the Assistance of R. B. Fitzgerald, M.D.
'I

and Philip G. Silver, M.D. Illustrated with 48 Engrav- j

ings. 238 pp. $3.50. Lea & Febiger, Philadelphia, 1929.

The authors of this volume have expressed in a practical
|

way most of the essential knowledge in relation to goiter.

The pathologic classification is that used at the Montreal

General Hospital, which furnished the material used in

this book, and varies somewhat from that of Plummer,

but is not sufficiently different to create much controversy.

It contains many valuable lessons gleaned both from the

literature and from personal experience. i

It is a convenient reference work by which one can gain

the essential facts without a great deal of reading. In the
^

way of criticism the preoperative and postoperative treat-
)

ments are not sufficiently described in detail, nor are post-

operative complications and their treatment sufficiently

covered. These men advocate local anesthesia w’hich has ^

’

gained in favor in some quarters and disfavor in others.

No claim is made for any new methods of treatment.

All in all, the work is full of good sound advice.

B. T. King.

.\ Manual of Proctology. By T. Chittenden Hill, Ph.B.,

M.D., F.A.C.S., Instructor in Proctology, Harvard Grad-

uate School of Medicine, etc. Third Edition, Thor-
oughly Revised. Illustrated w'ith 86 Engravings. 272 pp.

$3.50. Lea & Febiger, Philadelphia, 1929.

This work, while only a manual, is unusually compre-

hensive in its scope. It has deservedly gone on to its pres-

ent third edition. As a reference hand book it appears of

more value than some of the more extensive text books

which have been published. While the author confines him-

self in a general way to the best accepted opinions and

k
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generally used surgical technic, he does not enter into dis-

cussion of subjects which are still in doubt, but in concise

language gives his own personal viewpoint, or in the case

of treatment technic the method he has found the most

valuable in his own practice. The illustrations are plentiful

and well interspersed to explain the text. If we were only

allowed one book on proctology for our library, we doubt

if we could find a more satisfactory one than this little

manual. Crookall.

Materia Medica and Therapeutics, Including Pharmacy

and Pharmacology. By Reynold Webb Wilcox, M.A.,

M.D., LL.D., D.C.L., Consultant in Medicine to St.

Marks Hospital, New York, etc. Twelfth Edition, Re-

vised in Accordance with the United States Pharmaco-

poeia X and the National Formulary V, with an Index

of Symptoms and Diseases. 690 pp. $5.00. P. Blakiston’s

Son & Co., Inc., Philadelphia, 1929.

This issue of this authoritative and standard work was

necessitated by the appearance of the United States Phar-

macopoeia X, which called for rewriting of the section de-

voted to Pharmacy and Materia Medica. The first part,

dealing with Materia Medica and Pharmacy, is divided

into two sections, the inorganic and the organic materia

medica. Demonstrations of drugs and their preparations

and practice in prescription writing are also included. The

National Formulary V contains preparations which have

the sanction of general use and are herein described. The

index of symptoms and diseases is valuable for the student

and practitioner. One will not go astray in placing con-

fidence in the information obtained from this volume.

Getting Well and Stavtng Well. A Book for Tubercu-

lous Patients, Public Health Nurses and Doctors. By
John Potts, M.D., Fort Worth, Texas. Second Edition.

221 pp. $2.00. The C. V. Mosby Company, St. Louis,

1930.

This book is intended to convey information to the

tuberculous patient and his friends as to how best to meet

the necessities of his condition. Also it will not be amiss

for reading by physicians. Many practical phases of the

tuberculous problem are here presented, illustrating the

modern methods of treating the disease. The chapter on

the sanatorium discusses the necessity of such an institu-

tion and why the patient should take advantage of it.

The chapter on the outlook should give special encourage-

ment to this class of patients, showing that recovery is

possible, if one plays the game according to accepted rules

This little volume can be recommended for people with

this disease.

Nursing in Emergencies. By Jacob K. Berman, A.B.,

M.D., F..\.C.S., Assistant in Surgery, Indiana University-

School of Medicine, Indianapolis, etc. With 109 Illus-

trations. $2.25. The C. V. Mosby Company, St. Louis,

1929.

Since all nursing may become emergency work at any

moment, when the nurse must act quickly and accurately,

this book is written for the purpose of presenting handy-

information that she may acquire at short notice. It pre-

sents every day incidents which may occur in the ordinary-

practice of medicine and surgery-. .Abundant illustrations

serve to amplify the text so that the reader can quickly

ascertain the necessary- action for the situation under con-

sideration. Subjects are considered, such as drugs and anti-

dotes, hemorrhage, shock, contusions and wounds, bandag-

ing, obstetric and gynecologic emergencies. The nurse will

find this a very useful booklet to suggest how to meet

emergencies.

Incomp.atibility in Prescriptions and How to Avoid It,

to which is added a Dictionary of Incompatibilities. By-

Thomas Stephenson, D. Sc., Ph.C., F.R.S. Edin. F.C.S.,

Editor of the Prescribe!, etc. New Edition, Revised and
Enlarged. 61 pp. $1.50. P. B. Hoeber, Inc., New York,
1929.

Incompatibility of prescribing is a subject of which the

ordinary- physician has inadequate information. In this

small volume the subject is systematically presented with

the examples illustrating various difficulties encountered.

Chemical incompatibility results in insoluble compounds,

evolution of gas, decomposition which may be undesirable

if not detrimental. Physical incompatibility produces in-

solubility-, immiscibility, change of color, bulk or molecu-

lar. Therapeutic incompatibility may result in unexpected

effects of drugs. After dealing with these matters a dic-

tionary- of incompatibles is presented, in which each drug

is considered alphabetically with specifications as to solu-

bility, incompatibility and other important features. This

booklet contains much valuable information.

The Medical Clinics of North America. (Issued serially,

one number every other month.) Volume 13, No. 4 (Phil-

adelphia Number, January 1930). Octavo of 301 pages,

illustrated. Per Clinic year, July, 1929, to May, 1930.

Paper, $12.00; Cloth, $16.00 net. Philadelphia and Lon-
don: W. B. Saunders Company.

This volume contains discussions of many interesting and

important conditions of diseases which occur in the prac-

tice of every physician. There are three reports by different

Philadelphia internists on phases of arthritis. Nine different

men discuss various phases of cardiac and circulatory-

pathology. Many other pathologic conditions are also pre-

sented, making this a volume well worth reading.

Etiology op Infantile Sp.asmophilia. H. J. Gersten-
berger, J. I. Hartman and G. R. Russell, Cleveland, and
T. S. Wilder, Philadelphia {Journal AMA., Feb. 22, 1930),
discuss the general characteristics and mode of development
of spasmophilia, and present additional evidence as a valid

substantiation of the theory advanced by them on a pre-

vious occasion regarding the etiology of infantile spasmo-
philia; namely, that three factors are essential to its de-

velopment: (a) rickets; (b) exposure of the rachitic infant

to the influence of the antirachitic factor in one form or

another in a sufficient degree to produce some healing, and
(c) interruption of the exposure or inadequacy of the ex-

posure. They present the report of the development of

typical spasmophilia due to interrupted therapy in two
rachitic infants who were exposed to sunlight and due to J

inadequate therapy in one rachitic infant who received I-*

human milk possessing some antirachitic powers. The two *

infants were exposed daily at noon for one hour to sun- '

light as it passed through glass that was more permeable 'i

to its ultraviolet rays than in ordinary window glass. Ap- I

proximately sixty days after February 1, or tw-enty-four
|

days from March 9, the first symptoms of spasmophilia

appeared. The most marked spasmophilic symptoms were
1
1

observed from eighty to ninety days after the first of Feb-
j|

ruary-. The other infant developed spasmophilia after and '

while being fed milk from a wetnurse whose skin (arms, |,

face, chest triangle) was exposed daily to the summer sun
j

for forty-five minutes. This milk had antirachitic power
j

but not in a marked degree, and represented for this ra-
j

chitic infant an inadequate intake of the antirachitic fac-
'

tor, although it also may have been of an interrupted i

character.
J
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ORIGINAL CONTRIBUTIONS

EPIDEMIC ENCEPHALITIS
AFTER TEN YEARS*

George E. Price, M.D.

SEATTLE, WASH.

Approximately ten years ago, following the world

war, an epidemic of a peculiar infection swept over

this country from east to west, continued to present

many acute cases for about three years, then grad-

ually subsided until at the present time we are only

seeing an occasional new case, the disease being now

endemic rather than epidemic. The history, symp-

tomatology and pathology of epidemic encephalitis

in its acute form are so well known that it would

be out of place to discuss them here. My purpose

is to bring before you the present status of the

infection, stressing the chronic cases and residua.

The majority of the new cases of epidemic en-

cephalitis now seen are mild or subacute, with very

little rise in temperature, sometimes difficult of

diagnosis, but fortunately better as to prognosis

than the earlier cases of the epidemic. Many of

what were at first thought to be sequelae or resi-

dua of epidemic encephalitis have proved to be

manifestations of a chronic infection, as acute, in-

flammatory changes have been found in association

with the degenerative lesions.

Relapses in encephalitis are common. In 1922,

I reported in the Journal of the A.M.AJ a case

* Read before King County Medical Society, Seattle,
AVash., January 6, 1930.

No. 4

with recurrence of symptoms one and one-half

years after apparent recovery. At the time this

was the longest interval between the initial attack

and remission on record. Since that report remis-

sions or relapses after much longer intervals have

been recorded and I saw one case with a flaring

up of symptoms after seven years of a normal in-

terval except for occasional vertigo.

The late or chronic manifestations of epidemic

encephalitis may remain as a continuation from

the acute attack, may appear during a remission,

or, as sometimes seen in parkinsonism, may develop

slowly without known relation to the acute in-

vasion, the latter having been so mild as to cause

its true nature to be unsuspected.

For convenience in presentation, the late symp-

toms may be classified as follows: Motor, sensory,

psychic, ocular, aural, respiratory, glandular and

those referred to the vegetative nervous system.

Motor symptoms. In 1922, Levy^ from the Clinic

of Pierre Marie, in Paris, reported his observations

on one hundred and twenty-nine cases with late

effects of epidemic encephalitis; of these seventy,

or 54 per cent, presented the parkinson syndrome,

and forty-three some form of excitomotor manifes-

tation. It will be seen, therefore, that parkinsonism

represents slightly over half of all the late mani-

festations. With this parkinson syndrome in epi-

demic encephalitis we are all more or less familiar.

HalF has pointed out certain differences between

postencephalitic parkinsonism and ordinary paraly-

sis agitans. It is exceptional to find the typical

APRIL, 1930
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pill-rolling fine tremor in postencephalitic cases,

while it is common to find other residua in associa-

tion with the postencephalitic parkinsonism. The

onset and progress are also apt to differ in the two

conditions. The mask-like face is usually somewhat

slow and late in developing in paralysis agitans,

while in parkinsonism it is early and often rather

abrupt in appearance. ^Moreover, parkinsonism may

appear at any age, while paralysis agitans is essen-

tially a disorder of the arteriosclerotic period.

Parkinsonism may be continuous with the acute

illness but more commonly appears months or even

years after health has apparently been restored.

Late excitomotor symptoms are more frequent

than late paralytic disturbances.

Epileptiform convulsions following encephalitis

were not observ'ed by Levy, but have been record-

ed by others. I have seen epileptiform attacks both

as early and late manifestations, and called atten-

tion to them as a rare Chrly symptom in a paper

published in 1922.^

Choreic movements, when present, are increased

by the same factors that increase the movements

of ordinary chorea, fatigue, emotion and cold; they

cease, as a rule, during sleep.

Myoclonic movements may appear in a single

muscle or group of muscles. Those I have seen w^ere

limited to the face. In one patient I was able to

keep under observation, the movements gradually

became less and less marked, disappearing in about

two years.

Bradykinetic movements are slow', regular, rhyth-

mic, of large amplitude and most marked in the

proximal part of the extremities. When the neck

muscles are involved, the resemblance to spasmodic

torticollis is marked. Again, postencephalitic dys-

tonia resembling Wilson’s disease has been report-

ed by Brock and Katz,^ Bing and Schwartz, and

others.

Other excitomotor phenomena that have been

described are hiccough, and spasms of the facial

and eye muscles.

Among the paralytic motility disorders of late

encephalitis are found hemiplegia and very rarely

paraplegia. External opthalmoplegia is not infre-

quent.

Muscular atrophy of the spinal type in chronic

encephalitis has been reported by Carr,® while the

combination of extrapyramidal rigidity and amyo-

trophic lateral sclerosis after epidemic encephalitis

was recorded by Guillain and Aljonanine, amyo-

trophy after encephalitis having been previously

reported by Wimmer" and Froment. Finally, the

myasthenic syndrome in chronic epidemic encepha-

litis has been observed several times, Wimmer and

Vedmand® reviewing six articles in 1926 and add-

ing two new cases.

L'nder motor disturbance would also come symp-

toms of a cerebellar type, disturbance of equilib-

rium, asynergia and the peculiar slow, guttural and

sometimes explosive speech. Such cases have been

reported by Delbeke and Bogaret, Alberta Jenkins

and Schaller of San Francisco.

Sensory symptoms. Under the title “Lemniscus

Symptoms Following Epidemic Encephalitis,” Cad-

walader® reported three cases with bilateral im-

pairment of deep sensation. Levy reported local-

ized pains and paresthesias, occasionally wdth ra-

dicular distribution. Abnormal sensations, such as

hunger, thirst, air hunger and prolonged fatigue,

have been noted, but in general it may be said that

sensory disturbances of any kind play an unim-

portant role as compared to the motor symptoms.

Mental symptoms. Residual mental symptoms

occur rather frequently in epidemic encephalitis.

iSIuch has been written about these symptoms and,

as one would expect from the diffusion of the

pathologic lesions, the mental changes have been

multiform, yet from the many articles WTitten on

the subject one finds that certain facts stand out

through frequent repetition. (1) INIental changes

in late encephalitis are common in children and

rare in adults. (2) The younger the child the more

severe the late mental symptoms are apt to be.

(3) The usual mental change in children may best

be described as “conduct disorder” or “character

change.” (4) IMarked mental deterioration, as in

the so-called idiot group, is practically limited to

the younger children. (5) The more acute and

severe the onset of the encephalitis, the more apt

are the mental disorders to follow. (6) Neurologic

signs may or may not be present in association with

the mental symptoms.

Marked mental deterioration, fortunately, is far

from the rule. The usual picture is that of a diffi-

cult child and one writer on the subject, IMarshall,^®

described the “restless, naughty encephalitic child.”

The milder symptoms are described as irritability,

restlessness, inability to concentrate and dulling of

the emotions. j\Iore advanced character changes

consist of antisocial tendencies, quarrelsomeness,

emotional instability, disobedience, hypermobility.

The children become forward and impudent but

act on the spur of the moment rather than from
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premeditation. The intellect is, as a rule, preserved.

.\ccording to Ebaugh, bad sexual tendencies or

sexual precocity may be shown.

Strecker^^ found that the behavior difficulty in

children in the majority of instances, was prac-

tically a continuation of the acute illness rather

than its sequel, although postponed six months in

four cases and three, five and eight years respec-

tively in three other cases. The adult cases, as

already stated, are rare, so much so that in dis-

cussing Strecker’s paper, Russel of Montreal said

that the behavior problems were never seen in cases

of encephalitis occurring in adults. Others, how-

ever, have written of mental changes in adults and

1 had one such case under observation for some

months, a woman forty years old who had under-

gone a complete change in character and disposi-

tion, following an unmistakable attack of epidemic

encephalitis. In adults there is the same antisocial

attitude as in children, a marked diminution or

absence of affectivity, quarrelsomeness, impulsive-

ness and weakness of the will.

A case of reported encephalitic paranoia

(Kwint)^2 with delusions of poisoning and of be-

ing affected by electricity and magnetism, is only

here mentioned because of its rarity.

Ocular symptoms. Hohman,''^^ in 1925, reported

four patients with involuntary turning up of both

eyeballs for several minutes or hours at a time,

with no muscle paralysis or even imbalance, and

with onset varying from one to six years after the

acute attack of encephalitis. Others have reported

these spasmodic movements of the eyeballs, also

spasmodic closure of the lids, as late effects of en-

cephalitis.

External opthalmoplegia, especially weakness of

the movement of convergence of the eyes with re-

sultant double vision, is a common late encephalitic

symptom according to Levy. This writer also found

slow contraction of the pupils both to light and

accommodation and particularly diminution or loss

of the convergence reaction, while the contraction

to light persists. The Argyll-Robertson pupil is

comparatively rare but has been observed.

Krabbe,^^ in 1925, reviewed all available reports

of the Argyll-Robertson pupil in encephalitis and

added three new cases.

Aural symptoms. Disorder of the labyrinth and

auditory nerves may be sometimes found in late

epidemic encephalitis, and when present are mani-

fested by such symptoms as vertigo, nystagmus

and tinnitus aurium.

Respiratory disorders constitute an interesting

and somewhat bizarre group. They may be divided

into (1) disturbances in rate, (2) disturbances in

rhythm, (3) respiratory tics.
^

Disturbances in respiratory rate may be either

paroxysmal or permanent. The most frequent of

all the respiratory changes is paroxysmal rapid

breathing. One such case was reported by me be-

fore the Philadelphia Neurological Society in 1921.

The patient, a boy of eleven years, developed his

respiratory difficulty about one year after his acute

attack of encephalitis. His breathing would become

suspended for a brief interval, during which time

he would complain of headache and dizziness, and

would become somewhat cyanotic. Then would

follow a period of rapid breathing, lasting in one

instance for two and one-half minutes. The spells

averaged four or five in twenty-four hours and were

not associated with unconsciousness.

A case with attacks of diminished respiratory

rate accompanied by mental anxiety and a feeling

as if the patient were receiving insufficient air was

seen by me recentlj’’.

Turner and Critchley^^ believe that the cause

of these disorders lies in a derangement of the in-

voluntary psychomotor control of respiration, plac-

ing the lesion at a higher level than the respiratory

centers.

Disorders of sleep. The somnolence seen so fre-

quently in the early acute cases gave the name of

lethargic encephalitis or the more popular but in-

accurate term “sleeping sickness” to the disease,

and late sleep disturbances are not uncommon. The

most frequent of these is a peculiar reversal of the

sleep rhythm. For some time after the acute symp-

toms have subsided many encephalitics, like the

cats, sleep in the daytime and stay awake nights.

This usually wears off after several months, but

from what patients have told me I judge this symp-

tom to be somewhat annoying. True narcolepsy is

rare, but does occur. Spiller^® of Philadelphia re-

ported three cases and referred to others in the

literature.

Cerebral adiposity. As a late manifestation of

epidemic encephalitis this was reported early after

the epidemic, in one case following an exceedingly

mild acute attack. One patient gained seventy-five

pounds in two years, and a gain of forty pounds

is not unusual. Whether hypophyseal or infundi-

bular pathology is the cause has not been definitely

settled. In one instance, a man thirty-five years

old, there was also genital atrophy and the appear-
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ance of secondary sexual characteristics (Bark-

man). I have seen two of these adipose cases, and

the change in their appearance was most dramatic.

Diabetes insipidus as a sequel of epidemic en-

cephalitis has been reported several times.

Vegetative systeyn. Increased salivation is seen

quite commonly in the parkinsonian cases, some-

times to actual drooling, but may be present with-

out the parkinsonian syndrome. Excessive perspira-

tion is another vegetative disorder sometimes seen.

Serology. In the long standing cases, the spinal

fluid, although it may be free from cells and globu-

lin, will usually show an increase in sugar.

TREATMENT

Stramonium as a remedy in the treatment of

encephalitic parkinsonism was introduced in 1925

by Juster,^' and we all remember the patients pre-

sented before this society by Drs. Jacobson and

Epplen,^® showing remarkable results obtained by

the use of large doses of this drug. Hyoscine,

largely used before stramonium was introduced, is

less effective than this latter drug in relieving the

muscular rigidity, but is of much value in reducing

the tremor.

Banisterin, an alkaloid isolated from the bani-

steria caapi, a plant indiginous to South America,

has also been used in chronic encephalitis. This

drug is said to have a surprisingly favorable effect

on the muscular rigidity, but not on the tremor

of parkinsonism. Nicotine has also been tried but

is inferior to the remedies just mentioned.

Quite recently my attention was called to two

articles advocating the use of radiotherapy in the

treatment of epidemic encephalitis. One of the

writers, \'on Weiser, claims to have obtained favor-

able results in the chronic cases, while Norvoli

states that he found radiotherapy of value in the

acute but of no value in the chronic cases. Good

results are also claimed from ultraviolet ray treat-

ments (Jaffe). In regard to these methods there

does not as yet appear to be sufficient data from

which to draw conclusions.

As to the treatment of the conduct disorders in

children, while the outlook for recovery is not very

promising, the children respond best to simple

methods of discipline (Bond and Partridge’®). It

is inadvisable to try to educate and train these

children in association with normal children

(Strecker).

CONCLUSIONS

1.

Lethargic encephalitis is now endemic rather

than epidemic.

2. Cases occurring at the present time are on

the whole less severe and of better prognosis than

those appearing during the epidemic.

3. Of the chronic or late manifestations of the

disease, motor symptoms greatly predominate, the

parkinsonian syndrome alone constituting slightly

over one-half of all the cases.

4. Late mental symptoms are in direct propor-

tion to the youth of the patient and the severity

of the initial infection.

5. As there is still no specific treatment for this

malady, therapeutic measures consist in trying to

ameliorate the individual symptoms and in build-

ing up the patient’s resistance.
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PACHYMENINGITIS HEMORRHAGICA
INTERNA *

Norman W. Clein, M.D.

SEATTLE, WASH.

This condition is a hemorrhagic inflammation of

the inner surface of the dura mater. It may be

acute or chronic, the symptoms depending upon the

duration of the pathologic process. It is the only

primary important lesion of the dura which occurs

in infancy. The close alliance between pachymen-

ingitis hemorrhagica interna and subdural hemor-

rhage will be illustrated in the following two

case reports:

Case 1. B. C., age five months. A full term, normal

infant, bottle fed and making a regular gain. \ convulsion

occurred at six weeks, again at four months, and three

days prior to the last illness. These spells lasted from two
to five minutes, and the cause was not determined at

the time. Recovery from each spell was a matter of a few

days and the baby seemed to develop normally.

.At five months a convulsion began at 5 a.m. and

continued, regardless of treatment, until 10 a.m. A bulg-

ing fontanelle was present. \ spinal puncture at this time

revealed a golden yellow fluid under an increased pres-

sure ;
smears and cultures were negative. Another puncture

three hours later, both spinal and cisternal, revealed a pink

fluid; the third puncture six hours after the first gave a

very bloody fluid. The baby became progressively worse,

showing signs of cerebral compression, and the temperature

rose to 107° before death the same day.

Postmortem findings: .An infant well developed, having a

head somewhat enlarged for its age. On opening the skull

much dark-colored fluid blood escaped from within the cal-

varium. The emissary veins coming from the superior lon-

gitudinal sinus on both sides showed recently formed ves-

sels, some of which were ruptured and contained old, clot-

ted thrombi, others more recent thrombi, and some still

exuding fluid blood. On account of the massive hemorrhage

no cystic membrane could be found.

Case 2. J. P., age sixteen months. .A well developed

infant, bottle fed after the fifth month, who had rickets at

eight months, a severe whooping cough at one year and

a persistent nasal discharge for the last four months. He
had a slight upper respiratory infection for three days pre-

ceding the convulsion.

.A convulsion lasting six hours was relieved by a spinal

puncture, 30 c.c. of clear fluid being obtained which was

sterile. He improved for two days, then gradually devel-

oped a stupor and a left-sided paresis. Later a generalized

convulsion and deep coma occurred. Spinal and cisternal

punctures at first gave pink fluid, then darker red fluid

which also was sterile. After each puncture the infant

could be aroused and would improve. .A partial paralysis

of the entire left side continued for ten days and grad-

ually subsided.

One month later the tonsils and adenoids were removed.

.A week following this he developed a suppurative otitis

media and subsequently a severe septic temperature with

an edema and discoloration of the left eye, which we inter-

preted as a partial cavernous sinus thrombosis or an

* Read before Annual Meeting of North Pacific Pe-
diatric Society, Seattle, Wash., Jan. 25, 1930.

ethmoiditis. .A complete recovery followed within sev-

eral weeks.

ETIOLOGY

This condition was described one hundred years

ago and many theories have been advanced as to its

cause, the most plausible being the infectious

theory of Finkelstein who maintains that, following

a rhinitis they develop a thrombosis of the nasal

and ophthalmic vessels, leading to a partial throm-

bosis of the cavernous sinus and finally rupture of

the small capillaries in the dura due to the passive

congestion. This seems plausible in view of the

cases cited. It occurs between the ages of three to

five months more frequently than after the age of

one year.

PATHOLOGY

Whether the inflammatory process comes before

the hemorrhage is in dispute, but no symptoms are

manifest until hemorrhage occurs. It is probably

not inflammatory inasmuch as the cystic fluid is a

transudate instead of an exudate. Hemorrhage must

be the predominating lesion and is usually located

over the convexities near the center or on the sides.

No false membranes are found where a large effu-

sion is present. Following slight hemorrhage from

the thin walled capillaries formed from the endo-

thelium of the dura, organization of the clot occurs,

followed by absorption of the blood, leaving a

cystic wall containing the clear fluid. Microscop-

ically, new thin walled capillaries can be seen, form-

ing from the subendothelial layer which is very

vascular. Other hemorrhages may occur at the same

site, absorbing and forming lamellated cystic layers

each time. Pachymeningitis hemorrhagica interna

and subdural hemorrhage are closely related, as the

above description emphasizes.

SYMPTOMS

The symptoms depend entirely upon the amount

and location of the hemorrhage rather than the in-

flammatory process. They are those of meningeal

irritation and increased intracranial pressure, such

as (1) vomiting, (2) convulsions, (3) coma, (4)

slow pulse and respiration, (5) choked disk (chron-

ic cases), (6) fontanelle bulging, (7) fever may be

present, (8) large head and sutures may separate,

(9) the spinal fluid may be golden yellow, pink or

bright red, depending upon the age of the hemor-

rhage, (10) symptoms may be localized.

DIAGNOSIS

Diagnosis is made on the signs of cerebral com-

pression, a bloody spinal fluid which is sterile, and
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in addition in the chronic cases by signs of external

hydrocephalus. A diagnosis is impossible without

hemorrhage from the subdural area.

DIFFERENTIAL DIAGNOSIS

Luetic hydrocephalus can be differentiated by

the positive Wassermann reaction and the chronici-

ty. Epidural hemorrhage which is of slower onset

and usually follows injury. ^Meningitis w'hich is of

slower onset, higher fever; and spinal fluid findings

are diagnostic.
PROGNOSIS

Some cases recover completely, while others may

have paresis and spasticity. The condition may be

chronic with remissions. Rosenberg shows that of ten

cases followed after many years, eight w'ere idiots

of one type or another.

TREATMENT

The treatment is symptomatic, frequent spinal

and cisternal punctures to drain the hemorrhage

being most essential. Injections of whole blood

should be given as often as indicated. Fontanelle

puncture is not recommended as it is a procedure

which may be dangerous in this t}q)e of a case.

DISCUSSION

The first case represents the type having several

convulsions at intervals of months with apparently

complete recovery, finally terminating in death due

to a massive hemorrhage. The eye grounds in this

case showed some edema, while in the second case,

due to the acuteness of the hemorrhage, the eye

grounds were normal. The symptoms in both cases

were those of meningeal irritation and cerebral com-

pression. The second case, which recovered, had

only one hemorrhage which was drained shortly

after the onset, and was chiefly over the right

cerebral cortex.
SUMMARY

The close alliance between subdural hemorrhage

and pachymeningitis hemorrhagica interna is shown

by the above cases. Early diagnosis and treatment

are essential for a good prognosis.

Direct Irr.u)iatiox of Kidxey. Benjamin H. Hager, Los
Angeles {Journal AM.A., March IS, 1930), reviews briefly

the results of two cases of renal malignant conditions

treated by high voltage roentgen therapy, and deduces from
the patients’ behavior to irradiation a possible application

of the procedure to certain cases of idiopathic renal hema-
turia. .Analysis of the results of this treatment in these

two cases leads Hager to propose the use of high voltage

roentgen treatment in certain protracted cases of idio-

pathic hematuria, which are not amenable to local pro-

cedures. The records reveal thirty-seven cases of essential

hematuria. Of these, all but three responded to the cus-

tomary instillations of solutions of silver nitrate, of vari-

able concentrations, into the renal pelvis.

INFILTRATING GLIOMA
SPONGIOBLASTOMA MULTIFORME

REMOVAL WITH ELECTROSURGICAL KNIFE

Dorrell G. Dickerson, M.D., F.A.C.S.

SEATTLE, WASH.

It is infrequent that one is so fortunate as to

remove an infiltrating glioma, especially the malig-

nant spongioblastoma multiforme, with complete

functional recovery. The literature abounds wdth

studies of spongioblastomas and we are justly pes-

simistic when advising surgery or giving a prognosis

in rapidly progressive, short history, tumor cases

occurring in middle life. These usually prove to be

spongioblastomas with a high degree of malignancy

and rapid growth following surgical interference.

A number of apparent recoveries are recorded in

the literature and the only excuse for reporting this

case is the seemingly excellent clinical condition

following removal of the growth with the electro-

surgical knife. The patient has now passed the

seventh month postoperative survival period with-

out any signs of recurrence.* In this particular

case, following the report from the pathologist, ra-

diation was withheld, feeling that it was contrain-

dicated in the spongioblastoma multiforme type of

glioma, having learned from former experiences and

as substantiated somewhat in the studies of Cush-

ing and Bailey, that radiation often times produces

interstitial hemorrhage, acute edema, and leads to

sudden death .f

This patient was a seaman, 37 years of age, single. His

past history was of no consequence.

Chief complaint: Headaches, vomiting, blurring of vision,

pains in the head and numbness and weakness of the

right arm.

Past history: For the past year, 1928 to 1929, has had

severe nocturnal headaches, chiefly occipital in character,

associated with pains and stiffness of the muscles of the

neck. During the early part of 1929 he began to vomit

and noticed that his vision was failing. Lately he has ex-

perienced numbness and weakness of the right hand.

While in the Marine Hospital at Port Townsend he had an

attack lasting about fifteen minutes, during which time

his right arm was temporarily paralyzed. He was unable

to speak and complained of impairment of vision in the

right half of each eye. He was suspected of having had

luetic infection and received the usual course of treatment

without benefit. He was transferred to Providence Hospital,

Seattle, in a stupor, on .August 21.

Examination: He was dull when aroused, his speech

was thick and he took no interest in his surroundings.

A complete mental examination could not be carried out,

* Studies in Intracranial Physiology and Surgery, Ox-
ford Medical Publications, H. Cushing, M.D.

t Roentgen Therapy of Gliomas of the Brain, by
Bailey, Sosman and Van Dessel, the American Journal
of Roentgenology and Radium Therapy, Vol. XIX.
March, 1928, No. 3.
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due to an advanced state of increased intracranial pres-

sure. During the course of examination he yawned repeat-

edly and moaned, placing his hands to his head.

The eyegrounds showed bilateral choking of the discs to

about 4 diopters with the left slightly greater than the

right. There were hemorrhages in the retinae on each side

and marked exudate. The right grip was deficient as com-
pared with the left and the movements of his right arm
and forearm were awkward. His deep reflexes were absent

in the right arm and decreased in the left. Patellar reflexes

on the right side were 3 plus and 2 plus on the left.

Tendo achilles reflexes, right 2 plus and left 1 plus. There

was a bilateral evanescent ankle clonus and a right Babin-

Fig. 1. Shows tumor at time of operation, a. Tumor
mass with cortical extension, b. Lise of electrified
loop to "scallop" out tumor.

Fig. 2. Photograph taken four months following opera-
tion.

ski. The postural and stereognostic sensibilities, as well

as could be determined, were normal. His mental condi-

tion precluded a perimetric study and the high degree of

choking of the discs interfered with any detailed eye in-

vestigation. The blood VVassermann was negative.

Examination of the cerebrospinal fluid, patient lying

quietly on the side, showed pressure of 42 mm. of mercury;
clear fluid, cell count 14; nonne faint trace, and Wasser-

mann negative. General physical examination and other

clinical investigations revealed no other pathology.

Preoperative diagnosis: Brain tumor, infiltrating, prob-
ably in the left occipitoparietal lobe.

It seemed that we were dealing with a lesion either in-

volving a relatively silent area or subcortical in nature, not
invading the motor or speech area but relatively close

thereto. The history of transient anomia, right homony-
mous hemianopsia and weakness of the right arm indicated

the probable location of the tumor. There was some doubt
as to its exact location and accordingly the patient was
prepared for a direct puncture of the left ventricle on the

presumption that, if the ventricle was collapsed, the lesion

must of necessity be in the left hemisphere above the

tentorium and posterior to the motor area.

Operation: On August 23 a single trephine opening was
made over the left occipital pole and attempt made to tap

the ventricle. This did not meet with success and the con-

clusion was reached that the left posterior horn was col-

lapsed. This confirmatory evidence seemed to justify a left

osteoplastic flap operation over the parieto-occipital region.

The usual technic was followed.

Fig. 3. Photomicrograph of section from tumor.

A flap was turned down, revealing marked increase in

the intracranial pressure. The bone over the posterior parie-

tal region was extremely thin. A small opening was made
in the dura and again a ventricular tap was attempted.

This was unrewarded. The dura was opened widely, ex-

posing a flattened cortex with a cortical infiltrating,

brownish-red tumor lying in the posterior parietal and

occipital lobes, slightly inferior to the posterior extremity

of the Sylvian fissure. With the electrosurgical knife and

loop the tumor was enucleated in “scallops.” A mass, the

aggregate size of a pullet egg, was scooped out until normal

cerebral substance was encountered. The dura was closed

and the flap replaced (fig. 1).

Patient made an uneventful recovery and was discharged

from the hospital, walking, on September 25. The discs at

that time showed a marked recedence and the physio-

logic cups were present on both sides. The margins of the

discs were clear. There was a slight residual weakness of

the right hand. No headaches or other complaints (fig. 2)

.

Pathologic report by Dr. V. Cefalu, Providence Hospital

Department of Pathology.

Gross findings. Irregular pieces and strips of tissue of

color, v'arying from white and gray of brain substance to
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areas of pinkish gray. The latter are fairly firm, fairly well

demarcated from brain substance and grossly tumor.

Frozen section shows cellular tumor.

Microscopic findings. The tumor is rather highly cellular.

The cells are loosely packed, and follow no definite ar-

rangement. The predominant element is a large oval or

slightly fusiform cell, having a nucleus of moderate size,

showing frequent evidence of mitosis. Cytoplasm is of mod-

erate amount, and there is considerable intercellular sub-

stance. Frequent areas of degeneration are seen, with vacu-

olization and hemorrhage. Scattered multinucleated giant

cells are present in small numbers. Occasional large cell,

with vacuolar nucleus and hyperchromatic nuclei, corre-

sponding closely to neuroblasts, are seen (fig. 3).

Pathologic diagnosis: Glioma, spongioblastoma multi-

forme.
CONCLUSIONS

Report of a case of spongioblastoma multiforme

tvith operation and apparently normal health for

seven months.

The diagnosis of infiltrating glioma does not nec-

essarily mean a hopeless prognosis.

Early diagnosis and exact localization with com-

plete enucleation using the electrosurgical knife and

loop is the only treatment.

Radiation of spongioblastoma multiforme may

be harmful in many instances producing interstitial

hemorrhage and acute edema.*

* NOTE. Seven months after operation the patient
shows normal eyegrounds and no symptoms of former
condition.

UNUSUAL COMPLICATIONS OF
MASTOIDITIS *

Clarence W. Shannon, 1\I.D.

SEATTLE, WASH.

The following two cases bring out the frequency

of extension of infection through the lateral sinus

plate in acute mastoiditis in children, as well as a

more favorable prognosis than is usually expected

in the adult case.

CAVERNOUS SINUS THROMBOPHLEBITIS

Case 1. It is rare to make a diagnosis of cavernous

sinus thrombosis outside the postmortem findings, as the

possibility of recovery is very remote. Nevertheless, this

case showed sufficient signs and symptoms to consider it in

that class, the route of infection presumably following the

lateral sinus or branching off into the superior petrosal

sinus from the mastoid. The severity of the infection was
marked from the beginning but the localization showed a

predilection for the venous canals early in the rapid

course of development. No specific therapy was used and
recovery occurred rather suddenly after second transfusion.

The patient entered the Orthopedic Hospital on Jan-

uary 14, 1929, with history of slight attack of influenza

two weeks previously, followed later by acute otitis media

with mastoiditis.

Examination showed a very sick boy, age years,

complaining of earache, soreness in neck and throat, tem-

• Reported at Meeting of Seattle Pediatric Society,
Seattle, Wash., Oct., 1929.

perature of 103°, swelling over mastoid extending over

zygomatic and preauricular regions. The right ear was

negative, throat red and tonsils inflamed. Respiration twen-

ty, many coarse rales found in subscapular area but no

pneumonia present, even after anesthesia for mastoidec-

tomy. The urinalysis was negative except for slight irrita-

tion of kidneys that would be expected. Blood count: reds,

4,000,000, 32,000 leukocytes, 95 per cent polys (this dropped

to 18,000 a few days after operation).

Because of slight rigidity of neck and stupor, a lumbar

puncture was done before opening mastoid. It was negative.

Smears from mastoid cavity showed a staphyloccocic

growth. On removing the cortex a diplococcic type was
found. The mastoid cavity was filled with diseased cells

and granulations of serosanguinous infection. .Antrum was
opened wide, all cells uncapped, tip removed but no sinus

or dura exposed.

The convalescence was stormy, with considerable respira-

tory difficulty, regurgitation of fluids, the left eyelid be-

coming red and swollen shut with partial paralysis of face

on same side. The swelling extended over paratid and sub-

maxillary region which became painful to touch. The

Fig. 1, a. Left eye normal, b. Right eye shows oblit-
eration of cup and bulging of vessels on nasal side
above and below. There is dilatation of veins, show-
ing increase of venous pressure.

next day the pack was removed and mercurochrome ap-

plied in posterior wound. The edematous area of eyes

and frontal sinus increased, closing eye completely. The
movement of eyes was limited, with partial dilatation of

pupil, chemosis. The fundus veins showed congestion with

increase in normal ratio of arteries; slight proptosis of

globe, cornea insensitive. Subcutaneous hemorrhage de-

veloped in right lid (fig. 1).

Transfusion from mother of 250 c.c. was given with very

little change except the cellulitis started in upper left lid,

involving lower lid sufficiently to close left eye. Patient was

delirious and very restless (fig. 2, a). Roentgenogram of

sinuses showed no frontal infection, ethmoids and antra

clear. Considerable discharge from nose. Patient was barely

able to take fluids by mouth. Very little urine was passed but

urologic consultant reported no evidence of secondary renal

infection. Blood cultures were negative. Glucose and fluids

increased by proctolysis and hypodermically. Smears for

Vincent and throat culture negative. Von Pirquet and

Minot negative. The mastoid wound was clean and healing

in spite of cellulitis. The cellulitis became mottled and

almost cadavaric in appearance.

Second transfusion of 250 c.c. resulted in signs of im-
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provement. Child began to perspire freely ind to talk in its

sleep. The respirations were wheezy in character, the pulse

became more perceptible and could be counted at about

140. The swelling on right side began to subside. Ptosis of

lid persisted but patient was able to take fluids by mouth.

Although chest still threatened pnuemonia, color of face

was more of a purple, with general cyanosis at intervals.

Large doses of digitalis improved condition. Involuntary

movements of bowels ai>d bladder. The right eye was still

very red. Swelling in joints, in right arm and left leg

were marked.

The temperature dropped gradually from 103° to 100°

or less. The apex beat was over to left and down to

sixth interspace. The day after the second transfusion child

took interest in things and improved rapidly, leaving hos-

pital on Feb. 14, one month after entrance. Rales disap-

peared from chest on Feb. 2 (fig. 2, b).

There was an undoubted cellulitis, simulating

erysipelas but the seat of infection was too general

and deep seated to account for other symptoms.

There was no pus formation in cellular tissues at

any time.

a. b.

Fig. 2, a. Two days after operation. Shows cellulitis
of both upper lids, partial facial paralysis of right
side. Semiunconscious, b. Appearance of patient one
month later.

The picture ran a course suspicious of pneu-

monia at times, but no consolidation or other suffi-

cient physical signs could be discovered to make

a diagnosis. Mikulicz’s disease might have been

suspected but there was no actual hypertrophy of

any of the lymphatic glands. The acute course and

blood picture showed no resemblance to any type

of leukemia. The recovery was complete.

MENINGITIS

Case 2. A very sick boy entered clinic with tempera-

ture of 104°, presenting acute purulent otitis media and

mastoiditis. There was a history of cold and influenza re-

cently, followed by pain in left ear. The tympanum was

incised at home but continued discharging under irriga-

tions for over a week before admission.

He gave history of pain in the other ear several weeks

preceding but this cleared up without treatment. On en-

trance the boy showed a fairly thick but not profuse dis-

charge with slightly collapsed and tortuous canal, drum

perforation of fair size, no pulsation, no vertigo or nys-

tagmus, no swelling or tenderness over cortex.

Nose: Normal appearance and sinuses negative on trans-

illumination.

Throat: Tonsils present and thick postpharyngeal wall

secretion present.

Heart: Rapid but regular. No rales or impaired sounds.

Eye grounds negative.

Admitted and operated on November 23, 1929. The cor-

tex was thin but there was no perforation. The mastoid

cavity was full of diseased granulations with free pus from

region of tip, considerable involvement of zygomatic

region. Antrum was deep and well opened, with uncap-

ping of all cells. Smear sent to laboratory. No sinus or dura

exposed. Dakin tube inserted and wound closed.

Patient reacted well and was comfortable, but had a

chill and temperature rose to 105°. Blood culture was posi-

tive for hemolytic streptococcus. The jugular vein and

facial branch were ligated Nov. 28. Dural covering in-

cised with free bleeding from both ends, also from em-

missary. Sinus packed with iodoform plugs and wound
partly closed.

Next day the right cheek was swollen and there was
pain in back. Temperature registered 105° to 99°, but

never caught below 99°. Packing removed from sinus

with free bleeding, repacked. Lumbar puncture. Vomiting

and nausea. No discharge or bleeding from posterior

wound. Acute endocarditis present.

Spinal fluid was under slight pressure with floc-

culent precipitate, no stiffness of neck. The urine

was negative before and after operations. The smear

and culture showed streptococcus on forty-eight

hours cultivation (25 colonies). Blood count: r.b.c.,

4,500,000; w.b.c., 12,000 to 20,000; polys, 73 to

63 per cent, which was low for meningitis. Wasser-

mann negative.

Pain in back and vomiting of projectile type per-

sisted but culture from spinal fluid was negative

until ten days after operation (fig. 3).

Spinal Cell

Date fluid count Medication Cultivation

Dec. 8 Turbid 830 Urotropine Positive for strep

10 2,400
“ Negative

11 Cloudy 42,000
(( “

12 8,000
((

13
u 1,570

(( “

15 Turbid 4,240
U Positive for strep.

16
U 1,250

U

17 Cloudy 220 u Negative 24 hours

18 Clear 90 a “

19 Cloudy 410 Strep.(Globin-(—f-

(Fehling+

20 Clear 200 Negative

21
(( 74

((

23
U 100

It

24 u 66 Discon’t’d
tt

26
u 60 ((

27
((

7

Fig. 3.

Urotropine was used after each drainage. Wheth-

er it or the daily spinal drainage was more impor-

tant in clearing up the meningitis could not be de-

termined as we have had no occasion to check up,

but the child weathered the infection without any

other complications.
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LATERAL SIXES INFECTION AND
SYMPATHETIC MENINGITIS*

V. W. Spick.ard, M.D.

SEATTLE, WASH.

CASE REPORT

Girl, eight years of age.

Past histor>-. Has had appendicitis. Otitis media several

times. Tonsils removed five years ago.

Present illness. Cold and acute pharyngitis began De-

cember 24, 1929. Fever for two days, then temperature sub-

sided.

Dec. 28. Recurrence of fever 104.2°. Right ear drum
was bulging and was incised.

Dec. 29. Profuse serous discharge from the ear. Urine

showed considerable pus. Fever ranged from 101°-104°.

Hexamethylenamin was given.

Dec. 31. Discharge from ear still profuse and watery.

Temperature 100°-102°. Last two days complains of head-

ache intermittently.

Jan. 3. Fever subsiding. Ear discharge less. Urine clear.

Jan. S. .^fter twentj--four hours normal temperature

fever rose in evening to 105.2°, and she was taken to hos-

pital. Ear still discharging seropurulent exudate. Xo mastoid

tenderness or swelling. Xo stiffness of neck. Xo Kernig.

Jan. 6. Temperature 103° in a.m. Slight stiffness of

neck. Slight Kernig.

Spinal puncture. Removed 32 c.c. Milky appearing fluid

withdrawn showing a cell count 22,500. Xonne positive.

Xo bacteria found. Blood count. Hbg. 44 per cent; r.b.c.

3,450,000; w.b.c. 10,200; polys 72 per cent. Roentgenogram
of mastoids. Right slightly cloudy. Smear from ear showed
long chain streptococci; culture same in twenty-four hours.

Mastoidectomy by Dr. Chase. Lateral sinus not uncov-

ered. Few necrotic cells found. Spinal puncture gave 50 c.c.

fluid withdrawn. Cell count still high but not accurate be-

cause the fluid had stood.

Jan. 8. Temperature still ranges from 100° to 105°

during twenty-four hours. Child bright. Slight stiffness of

neck and slight Kernig. Spinal fluid: 35 c.c. withdrawn and
15 c.c. antimeningococcus serum given. Cell count 5,977.

Xo bacteria. Serum gave no growth. Blood culture neg-

ative.

Jan. 9. Still has daily rise of fever. Spinal puncture of

30 c.c. fluid. 15 c.c. serum given. Cell count 795. Blood
count, Hbg. 42 per cent; r.b.c. 2,900,000; w.b.c. 6,700;

polys 80 per cent. Child appears to be in good condition.

Lateral sinus thrombosis suspected.

Jan. 10. Transfusion of 300 c.c. Chill after. Fever con-
tinues with same daily rise.

Jan. 11. Blood. Hbg. 50 per cent; r.b.c. 3,130,000;

w.b.c. 6,700; polys 90 per cent.

Jan. 12. Fever above 105°. Stiffness of neck. Positive

Kernig. Positive Babinski, right side. Marked ankle clonus

of both sides. Knee jerks exaggerated. This is a change in

symptoms.

Spinal fluid, 40 c.c. Cell count 333; 90 per cent polys;

w.b.c. 6,000.

Jan. 13. Still has slightly exaggerated knee jerks and
Babinski. Hbg. 45. Operation. Lateral sinus opened and
packed. Xot completely thrombosed. Right internal jugular

tied off.

Jan. 14. Xo rise in fever. Xo meningeal symptoms.
Clonus present. Babinski negative. Knee jerks normal.

Read before .Annual Meeting of North Pacific Pe-
diatric Society, Seattle, Wa.sh., Jan. 25, 1930.

Blood: Hbg. 36 «per cent; r.b.c. 2,430,000; w.b.c. 6,200;

polys 71 per cent.

Jan. 15. Transfusion of 210 c.c. Fever 99°-101°.

Jan. 16. Hbg. 38 per cent; r.b.c. 3,150,000.

Jan. 17. Hbg. 40 per cent; r.b.c. 3,350,000; w.b.c. 6,400;

polj’s 69 per cent.

Jan. 20. Has continued to improve. Xo meningeal i

symptoms or abnormal reflexes. Transfusion of 200 c.c.

Jan. 20. Blood: Hbg. 67 per cent; r.b.c. 3,940,000;,

w.b.c. 6,400; polys 73 per cent.

Jan. 24. Has continued to improve. Last two days has i.

had tenderness of shoulders and wrist joints. Salicylates

given. Had rise of fever to 103° last night.

Feb. 15. Has completely recovered.

ROUTINE CO:\IPLEMENTARY FEEDING OF
THE NEWBORN*

J. E. Toothaker, M.D.

CENTRALIA, WASH.

The routine complementary feeding of the new-

born is a departure from the hard and fast rules

laid down for us by our textbooks on pediatrics.

It has been practiced by grandmothers and mid-

wives in giving of sugar water to the newborn,

but had not been scientifically and systematically

carried out until the last few years, when it was

put into practice in nurseries of some of the larger

hospitals under the supervision of such men as

Shick at Columbia University, Herman of New
York, Royster of the University of Yirginia Hos-

pital and Neff^ of Kansas City, who has reported

a larger group of cases than any of the aforemen-

tioned.

During the last three years the routine comple-

mentary feeding of the newborn has been put into

effect in the nursery of the Sweet Clinic and Hospital.

One hundred unselected cases have been charted

and compared with one hundred unselected cases,

in which the infant did not receive such feedings

(charts 1 and 2).

These findings show that of the one hundred not

receiving the complementary feedings sixty-eight

left the hospital at a twelve-fourteen day period,

having regained or exceeded their birth weights and

thirty-two failed to regain their birth weights at

this time. The average maximum loss of the sixty-

eight regaining their birth weights was 9.8 ounces,

which occurred on the 3.7 day. These regained

their birth weights on an average of the 9.7 day

and left the hospital with an average gain of four

and one-half ounces over their birth weights. The

• From Sweet Clinic.

1. Neff, Franck C.: Feeding Care in the Newborn. Am.
J. Dis. Child., Vol. 34, p. 870, 1927.
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Chart 1.

100 CASES RECEIVING
CASES NOT REGAINING BIRTH WEIGHT IN 12-14

ROUTINE COMPLEMENTARY FEEDINGS
CASES REGAINING BIRTH WEIGHT IN 12-14

Weight in pounds

DAY PERIOD

Maximum Day of

Number loss maximum loss Weight in pounds

DAY

Number

PERIOD

Maxi-
mum
loss

Day of

maxi-
mum loss

Day of re-

gaining birt

weight

5 1 7.6 4.0 5 1 S.O 2.5 8.0

6 3 11.3 4.0 6 18 6.0 2.3 7.2

7 6 11.0 4.6 7 31 6.8 2.4 6.4

8 5 12.0 4.6 8 18 7.2 2.4 7.6

9 2 10.8 4.0 9 8 9.4 2.2 7.1

10 1 10.0 6.0 10 5 7.0 3.2 7.8

11 0 0.0 0.0 11 1 11.0 4.4 10.0

Total and averages 18 10.4 4.5 Total and averages 82 7.6 2.7 7.7

100 C.ASES NOT RECEIVING

Ch.art 2.

ROUTINE COMPLEMENTARY FEEDINGS

CASES NOT REGAINING BIRTH WEIGHT IN 12-14

DAY PERIOD

Maximum Day of

Weight in pounds Number loss maximum loss

5 0 0.0 0.0

6 6 7.5 3.75

7 10 11.6 5.0

8 11 14.8 4.8

9 3 16.0 3.0

10 2 14.0 6.0

Total and averages 32 12.6 4.5

average maximum loss of the thirty-two not re-

gaining their birth w'eight was 12.6 ounces, which

occurred on the 4.5 day. They lacked on an av-

erage of 5.2 ounces of regaining their birth weight.

There were eleven cases of inanition fever.

Seventy-two left the hospital on breast feedings

only, twenty-four on mixed feedings and four on

the bottle alone.

Of the one hundred cases receiving routine com-

plementary feedings, eighty-two left the hospital

at the twelve-fourteen day period, having regained

or exceeded their birth weights and only eighteen

had failed to do this. The average maximum loss of

the eighty-two regaining their birth weights was

7.6 ounces, which occurred on the 2.7 day. They

regained their birth weights on an average of the

7.7 day and left the hospital with an average gain

of six and one-fourth ounces over their birth

weights.

The average maximum loss of the eighteen not

regaining their birth weights was 10.4 ounces which

occurred on the 4.5 day. These infants were only

on an average four ounces under their birth weights

when they left the hospital. There were two cases

of inanition fever. Eighty-eight left the hospital

on breast feedings only, twelve on mixed feedings

and not any on the bottle. These figures tally

closely with those cited by Neff^ in a report given

to the -American Pediatric Society in 1927.

The average percentage of gain is highest in the

six and seven pound groups which is in accord with

CASES REGAINING BIRTH WEIGHT IN 12-14

DAY PERIOD

Maxi- Day of Day of re-

mum maxi- gaining birt

Weight in pounds Number loss mum loss weight
5 8 6.9 3.5 9.2

6 16 6.7 3.0 9.2

7 24 8.5 3.6 9.75

8 . 15 12.2 3.7 10.2

9 3 10.0 5.0 12.3

10 2 12.0 5.0 9.0

Total and averages 68 9.8 3.7 9.8

the usual percentage gain cited in the textbooks.

The physiologic loss of weight needs no comment

except it is obviously unavoidable and probably

beneficial as regards the stimulation of nursing by

hunger, providing the loss is not so great as to

weaken the infant to such an extent that it cannot

nurse vigorously enough to stimulate the breast

to its proper function. .Additional feeding the first

days strengthens the infant, so it is better able to

empty the breast than the weak starving newborn.

As a complementary feeding we have used two

food feedings, one a 10 per cent dark Karo syrup

with a caloric value of twelve to the ounce and an

acid milk with a caloric value of twenty to the

ounce. The infants have not been separated in

this report according to the type of complementary

feedings.

These feedings are started six hours after birth

and kept up at regular four hour periods to and

through the time that the normal physiologic loss

of weight has occurred and a steady progressive

increase in weight begins. This usually occurs

from the second to fifth day, at which time we

find by weighing the infants before and after nurs-

ing that they are obtaining enough breast milk

to supply their needs. This routine feeding the first

few days of life has not interfered with the breast

feeding. If it was thought that the infant show'ed

a greater desire for the bottle than the breast, the

bottle w'as discontinued, but the feeding was kept

up with a medicine dropper.
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This method reduced the cases of inanition fever

from 1 1 per cent in those not receiving the rou-

tine complementary feedings to 2 per cent in those

who did receive such feedings. The 11 per cent

checks closely with the report of Adair and Ste-

wart,- in which they give an average of 12.2

per cent for those infants receiving only breast

milk and 4.4 per cent for those receiving comple-

mentary feedings. Infants having a temperature

above 100° were considered to have inanition fever,

pneumonia, pyelitis, otitis media, cerebral hemor-

rhage and diarrhea particularly having been ex-

cluded. This reduction of the number of cases of

inanition fever is of particular advantage in re-

ducing infant mortality, as pneumonia and pye-

litis develop very rapidly in these infants weak-

ened and starving and the outcome is usually a

fatality.

The supply of breast milk is closely watched,

for it is paramount to the welfare of the baby.

Some mothers coming to full term have demonstra-

ble evidences of colostrum before the baby is born

and it is not uncommon to see milk escaping from

the nipples during labor. In several cases we have

been able to obtain from one to four ounces from

the breast the first twenty-four hours, but in

most cases it is not until the third to fifth day

that sufficient milk for the baby’s needs is present.

From our records we know that the normal in-

fant will empty the breast in a five to ten minute

nursing period. At the end of each nursing period

the breasts are stripped by manual expression. This

practice apparently increases the supply of milk

and also makes the mother’s condition more tol-

erable. We also use De Buys’^ procedure of strap-

ping the breasts during the period of engorgement,

which definitely reduces the mother’s discomfort

and also tends to lessen the number of cases of

fissured nipples, due to the fact that no pressure

is brought on them, as when the usual breast

binder is used. This added comfort and freedom

from the worry and pain of sore nipples adds

greatly to the peace of the mother. She being com-

fortable and at ease, we are more sure of an ade-

quate supply of milk.

CONCLUSIONS

Routine complementary feeding of the newborn

has the following advantages:

1.

The maximum physiologic loss of weight is

2. Adair and Stewart; Fever in the Newborn. Am. J.
Dis. Child., Vol. 31, p. SIC, June, 1926.

3. I<e Buys, L. R.: Simple Dressing for Breasts of
Mother of the Newborn. Am. J. Dis. Child., Vol. 33,
p. 732.
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not so great and the regaining of the birth weight |

'

occurs at an earlier period.

2. The number of cases of inanition fever is'

strikingly reduced.
^

3. A larger percentage of infants leave the hos i Ij

pital receiving only breast milk.
|

:

These advantages without any disadvantage-!

make the routine complementary feeding of the)

newborn a safe and advisable procedure.

TETANY AND KINDRED CONDITIONS *

Arthur E. Wade, M.D.

SEATTLE, WASH.

Every locality has its seasonal diseases, somti .

infectious, and others a deficiency in etiology. Tht|

Puget Sound region has among others the seasonal

u

deficiency diseases, due to our long period of ab
' i

sence of the ultraviolet rays of the sun, which prei^i

eludes any activation of the skin ergosterol, tha'Ir

vital function of creating a vitamine D withirl |j

our bodies.

As we now understand, vitamine D is chiefljjii^

a vitamine that regulates the calcium and phos|i|

phorous balance in the blood serum. It has lon<| t

been administered in the medium of cod liver oi'tt

to maintain or regain the normal blood phosphor |(j|

ous in preventing or curing of rickets. Althougl

originally sought for in cod liver oil, it is now ob n

tained through the irradiation of ergosterol by tb] .1

ultraviolet rays. The commercial vitamine D ob

tained in this way is called viosterol. Whether er ;

gosterol is irradiated by the summer sun or by thi ,

ultraviolet lamp and then ingested, or the ergostero -.i

of the skin is irradiated in either way and thei

absorbed into the blood, the effect is the same] *.

namely, vitamine D is provided to carry on it
;

mission of maintaining a normal blood calcium an<!

phosphorous.

The seasonal deficiency diseases or conditions, (

referred to in the title of this paper, are certaii t

diseases or conditions found prevailing in the lat
j

winter or spring months, the period of the yea

when vitamine D is not formed within our bodie

by the action of the ultraviolet rays of the sun

This reduction of vitamine D brings about eithe

a normal calcium and low phosphorous balance 0

a low calcium and normal phosphorous balance

It is the low calcium balance that interests us i

tetany and kindred conditions.

A vast amount of study has been done by ou

* Read before King County Medical Society, Seattb]

Wash., Feb. 21, 1930.
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biochemists in the field of calcium metabolism and,

while the more elemental details are agreed upon

by all, there is a great difference of opinion among

them as to the more obscure details. One reads with

avidity the theories of calcium action upon the

neuromuscular structures, then with equal interest

he reads of the theories of parathyroid hormone

action upon the presence and concentration of gua-

nidin, the only drug w^hich, when administered,

can produce the symptom-complex we know as

tetany. Many biochemists hold to the former and

others to the latter. All agree to certain funda-

mental conceptions that vitamine D stimulates the

parathyroids to greater hormone production, and,

in thinking of vitamine D in its calcium or guani-

din regulating power, we must think in terms of

parathyroid.

With our late winter deficiency of vitamine D we

have in many children and adults a deficiency

in parathyroid activity. As a consequence of this,

we find in certain individuals a varyingly reduced

blood calcium. Nearly all of the blood calcium is

found in the blood serum, normally present in the

amount of 10 to 11 milligrams per 100 c.c. of

whole blood. When the blood calcium falls to below

5 milligrams per 100 c.c., active tetany ensues.

Active tetany is spectacular in its manifestations

of tonic convulsions, usually of the carpopedal

type, displaying the obstetrician’s hand and the

talipes-equino-varus foot contractures which hold

for hours or days.

If the blood calcium falls to between 9 and 6

milligrams per 100 c.c., latent tetany exists, demon-

strable only by the altered electric reactions, the

Chvostek and Trusseau signs. The patient with la-

tent tetany is only awaiting some additional con-

tributing cause for the precipitation of a transient

tetany. In the theory of Howland and iMarriott

this additional cause is alkalosis. In the theory of

Noel Patou it is the excessive presence of gua-

nidin. As the theory of Howland and Marriott is

supported by chemical results in treatment, it is

well to hold to it in our present conception, for it

leads to understanding in treatment and certainly

points the way to rapid relief of symptoms.

Nearly all of the blood calcium is found in the

blood serum held bound in protein or united to

the various anions present. The calcium held in

solution with anions is mostly soluble phosphates,

linked in some way to a parathyroid body-complex.

Being electrolites, these salts dissociate, liberating

calcium ions in inverse proportion to the alkalinity

of the blood; thus the greater the alkalinity, the

less the ionization, the less the alkalinity, the great-

er the ionization. It is the concentration of ionized

calcium that determines the efficiency of its physio-

logic action upon the neuromuscular structures.

Consequently when the ionized calcium is dimin-

ished by alkalosis, its sedative action must be less

and the nerve impulses strike the muscles without

the calcium inhibiting function and the muscles are

thrown into excessive contractions. These contrac-

tions if tonic are those of tetany (fig. 1).

We may consider, then, that diminished total

blood calcium would furnish less calcium for ion-

ization, and that ionized calcium is the end-form

which determines the degree of muscle spasm in-

hibition. We may deduce the following.

Tetany may be precipitated by (1) v^ery low

blood calcium with normal blood pH, (2) mod-

erately low blood calcium with moderate alka-

lonic Ca.
^

Bound Ca.. j~[

Fig. 1.

losis, (3) slightly low blood calcium with marked

alkalosis, (4) and perhaps normal blood calcium

with extreme alkalosis. The cause of low calcium

has been attributed to hypoparathyroidism caused

by vitamine D deficiency.

The cause of alkalosis may be any of the proc-

esses of abnormal physiology which produces an

electrolite balance in the blood, presenting an ex-

cess of base over acid greater than is normal.

Three causes may be mentioned.

1. Hyperventilation of the lungs from excessive

breathing during crying, excitement, hysteria or

from stimulation of respiration at the onset of an

infectious disease. In this act excessive COo is

blown off through the lungs, reducing the hydrogen

ion or acid radicles of the blood, while the base,

sodium, is retained.

2. Excessive vomiting, if hydrochloric acid is
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present in the vomitus. In this act the chlorine of

the sodium chloride is ejected, reducing the acid

radicles of the blood, while the base, sodium, is

retained.

3. Excessive ingestion of sodium bicarbonate or

other alkalies, taken so much by the laity in un-

intelligent faith, or prescribed to excess under con-

ditions where the patient is not under due sur-

veillance. In this act the total blood sodium bi-

carbonate is in excess, the CO2 escapes to some ex-

tent through the lung and the base is retained.

Thus are three common causes frequently met

which produce a blood pH of greater than the nor-

mal 7.35 or 7.5 and consequently a diminished ionic

calcium balance. In this balance, if the total blood

calcium is already low, tetany may follow. If

tetany does not occur, then a condition exists of

potential or latent tetany, sometimes called spasmo-

philia, a condition where a sudden tipping of the

scales tow'ard a transiently greater alkalosis would

precipitate a convulsion or perhaps an intermit-

tent spasticity.

In this balance, where conditions are not great

enough to produce a true tetany, come the disor-

ders kindred to it. All diseases accompanied by

spasms, cramps and convulsions are those with

symptoms kindred to the tetany complex, if their

spasms, cramps and convulsions are of the distal,

neuromuscular type and not of the upper neuron

type, and theoretically should be more frequently

found in late winter and spring, displaying greater

muscle disturbances than in other periods of the year.

It is true that tetany and latent tetany are sea-

sonal. It is also true that chorea, tic, hiccough, se-

vere whooping cough and infant breath holding are

of the same seasonal types. It is fairly well proven

that exacerbations in chronic spastic colitis are spe-

cifically noted to be worse at this time of year, and

it may be submitted for consideration, are not all

muscles, hypersensitive to stimulation by reason of

a low blood ionic calcium, more responsive to stim-

ulation from the upper neuron when the brain and

meninges are responsible for spasms, convulsions

and spasticities.

Treatment, prophylactic and therapeutic, resolves

itself to the chemistry of the blood plasm. Bro-

mides, chloral hydrate, luminal and other cerebral

depressants are of no avail. The altered blood re-

action and low calcium must be corrected. To
accomplish the former, the alkalosis should be con-

verted to a mild acidosis by 4 to 6 gram doses of

XH3CI daily for a two year old child, gradually

Vol. XXIX. No. 4
1

1

reduced as symptoms abate. To accomplish the lat- 1

ter, parathyroid in properly selected doses repeated
j

once or twice at twelve to eighteen hour intervals I

if needed. Parathyroid hormone will raise blood cal-

cium at any cost, even to the depleting of bone

tissue. Consequently it is well to provide within

the intestinal tract available calcium either as con-

tained in milk or as administered in lactated cal-

cium or calcium chloride. During the period in

which the parenterally administered parathyroid

hormone is functioning, viosterol should be given

in full doses to stimulate the patient’s parathyroid

in carrying on independently. With normal blood

calcium regained and any cause for extreme alkalo-

sis removed, tetany and spasmophilia are banished.

If any hypodermic sedative is needed, 25 per 1

cent magnesium sulphate solution may be given in ?

2 to 4 c.c. for a two year old child. Older patients

may need small morphine doses added to the mag-

nesium sulphate to relieve apprehension and to de-

press respiration, thus conserving CO2. Theoretical-

ly administration of CO2 would relieve alkalosis

until such time as the ammonium chloride could

accomplish its blood pH effect.

COMMENT

Convulsions and spasms are caused either by a

central or upper neuron hyperstimulation from dis-

turbed physiology of the brain or meninges, or by

a peripheral neuromuscular disturbance of physiolo-

gy. Cerebral sedatives would naturally be expected

to give relief to the former but not to the latter.

Tetany is the spectacular example of complete I

and persisting spasm from the peripheral disturb-

ances, due to low ionic calcium. I

Spasms and convulsions kindred to tetany are I

those of the same but lesser etiology and appear I

only when precipitated by contributing illnesses or

alkaloses.
j

An incomplete list may include breath holding l

of infants, laryngospasm, intestinal colic, chorea, |

tic, spastic colitis, cramps in various muscles, and t

perhaps increased spasticity in all chronic spastic '

paralyses.

Tetany and kindred conditions are relieved by

converting alkalosis to acidosis and raising the

blood calcium.

Spasms and convulsions in the presence of aci- 1

dosis are not tetany in type but of upper neuron 1

origin.

Medical-Dental Building.
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PYLOROSPASM OF INFANTS

A TENTATIVE METHOD FOR CONTROL OF THE
VOMITING *

D. M. Dayton, M.D.

TACOMA, WASH.

After observing good results from the use of

phenobarbital in controlling the vomiting of in-

fants and children due to various causes, an at-

tempt was made in a similar manner to treat babies

having symptoms commonly present in pyloric

stenosis. The cases here reported were clinically in-

distinguishable from those coming to operation for

an actual stenosis of the pylorus, but since cases

recovering under medical care are usually consid-

ered due to pylorospasm, it is probable that these

should be similarly classified.

Tisdall, Poole and Brownf believe pylorospasm

is merely part of a general hj^ertonia. The cases

here reported were not hypertonic, but it is probable

hypertonia may result from an alkalosis following

persistent vomiting from any cause. Symptoms of

hypertonia are promptly relieved by adequate doses

of barbital.

My experience with this method is too limited

to warrant definite conclusions, but results were

so good that it is believed a considerable percentage

of these cases will respond. This method is not ad-

vocated as a substitute for surgery, but it warrants

a trial in all cases, since, failing to cure, it will

permit rest and an increase in body fluids, pre-

paratory to operation. While several vomiting ba-

bies were successfully treated, the following two

cases are reported as being typical of this condi-

tion. It may be well to emphasize that the drug

must be used in relatively large doses, and the

mother or nurse instructed to repeat at once, if the

dose is vomited.

Case I. Baby J. H., male, was the first child of young

parents. The birth weight was said to have been nine

pounds. He was taken from the breast because of vomiting,

and several different formulas were used without success.

When first seen September 20, 1929, at two months, his

weight was nine pounds and thirteen ounces. He was a

very large baby, with a dry wrinkled skin and he appeared

and acted starved. The emaciation was great enough to

suggest a birth weight above nine pounds. There were

definite and marked peristaltic waves in the gastric region;

vomiting was forcible and the stools were of the hunger

type.

He was given whole lactic acid milk two ounces with

Karo syrup, one teaspoonful every two hours. Phenobarbi-

tal sodium, 1/6 grain, was given every four hours, with

* Read before Annual Meeting- of North Pacific Pedia-
tric Society, Seattle, Wash., Jan. 25, 1930.

t Tisdall, Poole and Brown: Am. J. Dis. of Child.,
Vol. 34, p. 180, Aug., 1927.

instructions to the mother to continue until the baby was
drowsy and to repeat at once if he vomited. Four days

later the weight was nine pounds and fifteen ounces. The
baby was still vomiting and peristaltic waves were present.

After three more days the weight and condition were the

same and the dose was increased to grain every four

hours. During the following week the baby vomited inter-

mittently and lost four ounces in weight. He was doing

better than before giving the medicine, but definite waves

were present.

It was then discovered that the mother had failed to

repeat the dose after vomiting occurred. She was again

instructed to give grain of phenobarbital sodium every

four hours until the baby was continuously drowsy, em-
phasizing the importance of repeating the dose immedi-

ately, if vomiting occurred. Water was given freely be-

tween feedings. If the baby became too drowsy to take

the feeding well, the dose was to be omitted.

During the three days following these instructions, the

baby gained one pound and two ounces in weight. There

was no vomiting. He was comfortably drowsy, but awak-
ened readily. The following week he gained one pound
and one ounce. A week later the weight was twelve and
one-half pounds, a total gain of two and one-half pounds

in seventeen days. The drug was then reduced to % grain,

three times daily. The following week there was a gain of

nine ounces. There was no vomiting and no visible peri-

stalsis. The barbital was then stopped. He continued to do

well, gaining about eight ounces each week and was put on

a five ounce feeding of a whole milk formula every four

hours which he took without vomiting. He has continued

to gain normally.

Case 2. Baby G. B., male. Birth weight seven pounds.Ts
the first baby of young parents. He vomited a great deal,

beginning soon after birth and was taken from the breast.

He continued to vomit various formulas and when seen

on October S, 1929, at five weeks, weighed six pounds and ^
five ounces. He looked starved, was restless, pale and

wrinkled and had hunger stools. There were marked peri-

staltic waves over the gastric region and vomiting was
forcible.

He was given one and one-half ounces of whole lactic

acid milk with added Karo syrup, one teaspoonful every

two hours. Water was allowed freely between feedings.

Phenobarbital sodium, was given every four

hours, and was to be repeated at once if the baby vomited,

until he became constantly drowsy.

Two days later the weight was six pounds and fifteen

ounces, a gain of ten ounces. There was little vomiting,

but peristaltic waves were present. The following five days

the baby gained ten ounces and was taking the drug less

frequently. The next week he gained but three ounces, but

was found to have a bronchopneumonia, from which he

later recovered without loss of weight. During the fol-

lowing month he gained three pounds, using a dose of

barbital occasionally. The drug was then stopped.

December 14 the baby had a severe choking spell with

cyanosis. A large thymus was discovered by fluoroscopy

and roentgen treatments were administered. He is stiU

gaining normally and has no vomiting, without the use of

barbital. Peristaltic waves are still occasionally visible.

Case reports of two babies, having symptoms

similar to those found in the pyloric stenosis of in-

fancy, are here presented. Treatment by the use

of phenobarbital gave such striking results that it

is believed it should be given further trial.
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HIGH ACID URINES NOT TRUE
ACIDOSIS *

Arthur H. Gray, M.D.

SEATTLE, WASH.

In presenting this paper on high acid urines I

wish to report a series of special cases that we

have observed for several years in children who

have high acid urines, when there is but very little

if any other cause for it outside of their diet. Case

after case we will examine and say to the parent,

“I cannot find anything physically wrong with your

child, and so far I am unable to account for such

symptoms, so we will do a blood examination and

take a specimen of urine.” When we find a very

high acid urine with nothing else to account for

it, I ask the mother to give me an average daily

diet for the week. In so doing she invariably begins

by saying, “!My child won’t eat this or that food,

craves certain other foods and wants about the

same things each day.” When the average daily

diet for one week is looked over, one can readily

see that the child is not on a well balanced diet

and such could have a great deal to do with the

symptoms and conditions which are found.

I do not wish to discuss true acidosis or many

of the conditions which can cause high acid urines

other than the diet. On the other hand, I wish to

show that these other conditions, which will be

discussed as miscellaneous causes of high acid

urines, have quite an influence as well as a pre-

disposing cause of this condition. If you persist in

feeding foods that act acid during or after diges-

tion, or what are called the acid ash foods, and the

proper elimination by the kidneys does not take

place, it will gradually reduce the alkalinity of the

body and you will get your increased acid urines.

High acid urines, then, will mean either the over-

consumption of acid ash foods or the undercon-

sumption of the alkaline ash foods.

Blatherwick proved that the acidity of the urine

can be changed at will by the proper manipula-

tion of the foods used. Schloss and Harrington low-

ered the urine of an infant from pH 4.8 to one of

6.3 by adding potato gruel to a diet of proteins.

.Also a similar result was obtained when an infant

was fed with a mixture of dried milk.

It has been shown time and again that children

given a vegetarian diet run a low acid urine or

even an alkaline urine if on a strict diet, where

• Read before .Annual Meeting of North Pacific Pedia-
tric Societ.v, Seattle, AYash., Jan. 25, 1930.

those on a mixed diet run a higher, and those on

a meat diet a still higher acid urine. Increase the

protein diet and you increase the urinary acidity by

lowering the “ammonia coefficient.” Temporary

changes in the acid urine may be noted shortly

after meals, in some cases to such a marked degree

that it may become neutral or alkaline from salts

taken with the foods. This change of acidity

reaches its lowest point in from two to four hours

after food is taken. The acidity appears to be

the highest in the morning before breakfast and is

diminished after a meal, due to the secretion of

hydrochloric acid into the stomach. During the

process of normal metabolism considerable amounts

of acids are constantly being produced in the body.

Some of the miscellaneous causes of high acid

urines are muscular activity, overexercise, fright,

anxiety, shock, nervousness and less consumption

of fluids, especially water, which are more or less

temporary and of short duration as rest and re-

laxation relieve the situation; anesthesia, major or

minor surgical operations, disorders of the alimen-

tary canal, dental caries, diseased tonsils and ade-

noids, diarrhea, pneumonia, influenza, severe burns,

acute infectious diseases, chronic or acute appendix,

recurrent vomiting, starvation, especially noticed

in newborn babies during the first four or five days

with not enough breast milk or fluids. Certain chil-

dren are more susceptible to this increased acid

production than others, especially those that have

a high acid condition just previous to anesthesia,

surgical operations or any of the above mentioned

conditions.

Symptoms of high acid urines are slight at first,

as in many cases the onset is so gradual that the

usual symptoms are overlooked. This slow onset

is more marked when the diet has to do with it

than any other condition, as the acid forming or

acid ash foods may be just a little in excess of

the alkaline ash foods, or has been so slowly in-

creased above the alkaline ash foods that you get

a slow forming acid urine. The more common
symptoms of this condition are loss of appetite, no

gain in weight, cravings for certain foods; the pa-

tient is tired and listless, very irritable, nervous,

sleeps poorly, sour stomach, headaches in older

children. In young children dry skin, skin red and

dry about the diaper area, inflammation of vagina

and glans penis, pain on voiding urine, regurgita-

tion of sour food. During the earlier stage consti-

pation is the rule, but later you find a loose acid

stool, abdominal distress and pain, general abdom-
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inal tenderness. The abdominal tenderness and pain

may be so marked at times to cause one to suspect

appendicitis. The muscular tenderness and pain in

the joints are found in severe cases.

Compare the above symptoms with those of aci-

dosis. The onset is very rapid and insidious, rapid

deep breathing, air hunger, lips and cheeks bright

cherry red, extreme restlessness and excitability,

vomiting, diarrhea, dehydration, dry skin, anxious

and pinched expression of the face, sweet or fruity

odor of the breath. There may or may not be high

temperature, complete exhaustion, drowsiness and

coma.

The diagnosis is made by the finding of an acid

urine, varying anywhere from forty to one hundred

and ten degrees or more, along with the symptoms

as outlined above, where normal urine of children

varies from twenty to thirty-five degrees acidity.

Urine is normally somewhat acid, having an aver-

age pH of about 6.0 with a range of pH 5.0 to 7.0

as the reaction shifts from time to time during the

day, depending upon the intake of food. When

there is an increase in the acid of the urine, the

urine becomes more acid than pH 5-4-3 and so on.

For the determination of average values and

for comparison of effects of various forms of diets

it is better to make examination of a twenty-four

hour specimen of urine. Our regular patients are

told to bring specimens with each visit to the

office, but with most of them we have to ob-

tain single and fresh specimens in the office and

find there is very little variation when the twenty-

four hour specimen is properly collected. Hender-

son and Palmer state that the pH for twenty-four

hour specimens of urine varied from 5.1 to 7,

where with single specimens it was from 5.0 to

7.4 with normal adult urines. Most of the earlier

determinations on infant urines have to be made

on single specimens, which for certain types of in-

formation it was found to be the better. The

urine of normal breast fed infants gave an average

pH of 5.5 to 7.2, where the urines of infants on

simple milk mixtures gave between 5.1 to 7.0.

Normal urine upon standing, if only for a few

hours, may become alkaline, due to fermentation

by microorganisms and the liberation of alkaline

and ammoniacal radicals. Ammoniacal fermentation

may occur in the urine before voiding, due to

infection and cystitis. On the other hand, normal

urine on standing may become more acid, due to

acid fermentation.

As to the question of the collection and preser-

vation of urine samples. We try to tell each pa-

tient to have a clean bottle, boiling cork and bottle

to be sure. After each voiding empty the specimen

into a clean container, preventing it being mixed

with bowel motion during any one of the voidings.

During the winter months it is- not as necessary

to use the preservatives as it is during the summer

months, since the specimen can be kept cold. Tolu-

ene or kerosene is perhaps the best and most prac-

tical preservative to use. Simply overlay the urine

with a small amount of either one which prevents

the growth of bacteria. Use refrigeration or add

two to three grains of chloral, ten drops of 4 per

cent formaldehyde solution or chloroform five drops

to each ounce of urine.

TEST FOR ACID URINES

Merriott advises the use of bromcresol purple

2 per cent, alcohol solution. A drop or two of this

solution is added to a small amount of urine in a

test tube. You get a greenish yellow to the acid

side of pH 6.0 or purple to the alkaline side.

Normal urine may change this indicator either

color, but not to a marked degree. The ferric

chloride test is made by adding to the urine a 10

per cent solution of ferric chloride equal amounts,

or until the color becomes no darker. Unless there

are large enough amounts of the acetone bodies in

the urine to give a positive ferric chloride test, they

may be disregarded. Neither of the above tests will

give you the degree of acid in the urine, but are

used as indicators of high or low acid urines.

A Tycos urine acidimeter is graduated to read

directly the percentage of acidity (n/10 NaOH).
This method of determining is convenient, simple

and rapid and is accurate enough for comparison

in general practice. Fill the tube with urine to the

10 c.c. mark and add two drops of a 1 per cent

alcoholic solution of phenolphthalein. Close the

tube with the thumb and invert several times to

mix contents. Now add decinormal sodium hydrox-

ide solution drop by drop, inverting the tube after

each addition until the color has changed to a

light rose pink. This makes the acid reaction and

you take your reiading of the degree of acidity.

To determine the total acidity multiply the degree

of acidity of a mixed twenty-four hour specimen

by the number of c.c. voided. For example, acidity

of 30 degrees; amount voided in twenty-four hours

1500 c.c. Total acidity is 30 times 1500, making

45,000. A small amount of acetone bodies in the
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urine does no harm, but does indicate a derange-

ment of the metabolism, the cause of which should

be. found out.

TREATMENT

A well balanced diet, a good variety, no' one

food or combination of foods over two or three

days, plenty of water and fruit juices. Thus you

can prevent frequent attacks of high acid urines or

in some cases a more or less persistent acid urine.

When the urine is highly acid, omit for a time

the acid forming foods which are in a general way

meats, fish, eggs and bread, certain cereals, prunes,

plums and cranberries. Use more of the alkaline

forming or alkaline ash foods which are in a gen-

eral way all fruits (except prunes, plums and

cranberries), vegetables, nuts and milk. Give plen-

ty of water and fruit juices, establish a normal

bowel condition and you will soon control the

situation. With the high acid urines, complicated

by some of the miscellaneous causes, diet alone

may not control the condition, so you will be

forced to use some of the alkaline drugs along with

the relief of the miscellaneous causes.

Sansum says, due to the fact that high blood

pressure patients usually have very acid urines, the

standard treatment for high blood pressure has

been alkaline drugs or waters to counteract such

abnormal acidities. With the knowledge that food

alone might be responsible for abnormally acid

urines, it seemed logical to ascertain whether such

acid urines might not be corrected by diet alone.

After a series of test cases he reported fifty of

high blood pressure treated with diet alone and in

all the blood pressure fell on an average of forty

to fifty points. Only the terminal cases with marked

sclerosis of the blood vessels and excessive kidney

damage failed to respond satisfactorily.

CONCLUSION

1. High acid urine does not mean acidosis, not

does an increased excretion of acetone bodies mean

a sure sign of acidosis.

2. Diet can control high acid urines, unless there

is some other cause or complication.

3. Minor or major operations should not be

done, if there is high acid urine.

4. Orange juice should be given after every sur-

gical operation or anesthetic.

5. IMore fruits and fruit juices in the diet, plenty

of vegetables and water.

IMPETIGO CONTAGIOSA NEONATORUM !

A PRESENT DAY HOSPITAL NURSERY PROBLEM* !

Harry C. Olmsted, M.D. 1

SEATTLE, WASH.
|

In recent years a contagious skin disease of new-

born infants has become prevalent in epidemic and

endemic form in many hospital nurseries of this i

country as well as abroad. This is impetigo con-

tagiosa neonatorum which, on account of its ten-

dency in the newborn to assume the form of bul-

lous lesions, has long been known by the name of

pemphigus neonatorum. Outbreaks have been lim-

ited almost exclusively to hospitals. It occurs rarely

in the practice of home obstetrics, and then usually i-

when some other member of the family or an at-
|

tendant has provided the source of the infection.
|

According to Reed^ it is only since 1917 that im-

petigo has become a real problem in hospital ob-

stetric practice. i

Impetigo neonatorum usually makes its appear-
j

ance in the first or second week of life as small
|

superficial cutaneous papules or papulovesicles, i

which in the course of a few hours develop rapidly

into pustules, blebs or large bullae. Early rupture

of the lesions ensues and the resulting shallow ul-

cers heal in a few days. IVIeanwhile the surround-

ing areas of skin have been contaminated, this
j

giving rise to new lesions. The course of the in-

fection in the mild type is largely self-limited,

recovery occurring before or soon after discharge

of the infant from the nursery.

Repeated bacteriologic studies have determined

that a number of pyogenic bacteria are the direct

cause of impetigo neonatorum. Of these, staphylo-

coccus aureus is by far the most frequent invader.

Staphylococcus albus, streptococci and pneumo-

cocci have occasionally been recovered, either alone !

or in combination.

The identity of the neonatal with the childhood

and adult forms of impetigo contagiosa has been

proved experimentally by Falls.^ By inoculation of

an adult's skin with material taken from an in-

fant’s lesions he produced typical crusted impetigo.

The mode of initial infection in a hospital nurs-

ery is not always the same. Authentic instances

have been recorded in which infants have been

born with the infection, either fully developed or

in the stage of retrogression. Living organisms

have been recovered from some of these blebs;

others were sterile. The mothers of the infected

* Read before King County Medical Society, Seattle.
Wash.. Feb. 8, 1930.

it
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newborns were themselves apparently free from

impetigo contagiosa. Kehoe^ and also Foote^ re-

port having recovered staphylococci from the lo-

chiae in a considerable proportion of cases.

The usual cause of an initial outbreak is direct

contact between a newborn and a person harboring

pyogenic infection in some form. The guilty per-

son may be the mother, the nurse or the physician.

Visitors, including children, are often blamed,

though I feel unjustly, for their contacts with the

infant are rarely intimate enough to furnish a

source of infection. The list of disorders respon-

sible for bacterial contamination of the infant’s

skin includes impetigo contagiosa, furunculosis,

paronychia, pustular acne, infected wounds and

burns and, according to Reed,^ paranasal sinusitis.

The hands of the doctor or nurse frequently act as

intermediate carriers of the germs from another

patient to the infant. Benians and Jones® traced

the cause of one epidemic to a hospital linen sorter

suffering from paronychia.

Once introduced into a nursery, impetigo tends

to spread in spite of the most prompt isolation

measures. Cross infection occurs through the me-

dium of the attendants’ hands or the common uten-

sils of the room, such as the bath table, the scales,

and soap and olive oil containers. Added factors

which favor a multiplication of cases are too warm

and moist condition of the infant’s skin, such as is

brought about by an overheated atmosphere, ex-

cessive clothing, and infrequent changing of dia-

pers. Nursery epidemics are most prevalent and

severe in hot weather. According to Clegg and

Wherry,® impetigo is quite the rule among white

infants born in the hospitals of Manila. McLeod"

has reported that adult impetigo assumes the in-

fantile or bullous form during the torrid season in

the tropics.

The areas of predilection for impetigo lesions

are those especially subjected to moisture, irrita-

tion and maceration. Favorite sites are the groins,

lower abdomen, axillae, folds of the neck and the

occipital and postauricular regions of the scalp.

Any irritated and inflamed cutaneous area, such an

example as is found in diaper dermatitis, easily be-

comes secondarily infected by pyogenic organisms.

The harsh and quite unnecessary scrubbing and

antiseptic treatment which is often applied to the

abdomen and thighs preliminary to a circumcision

operation is all too frequently followed in a day or

two by a so-called “circumcision rash,” with sub-

sequent development of impetigo.

As mentioned before, the clinical course of the

average case of impetigo neonatorum is mild and
self limited. Nevertheless, as emphasized by Ruli-

son® and others, the causative bacteria may at any
time display increased virulence, as denoted by
larger lesions and toxic symptoms. When the blebs

occupy a large proportion of the cutaneous surface,

the infection is commonly named acute exfoliating

dermatitis, and in the newborn this is a highly fatal

form of impetigo. Mortality figures of 30 to 44
per cent have been recorded. In some instances the

fatalities were due to secondary infection of the

umbilical stump and consequent pyemia.

It is thus apparent that the mild character of

epidemic and endemic impetigo as ordinarily en-

countered in hospital nurseries should by no means
cause physicians to assume an indifferent attitude

toward it. There is always present the danger of a

sudden change to increased virulence. Even the

continued presence of mild cases in the nursery

leads to so much mental distress and dissatisfac-

tion on the part of relatives of the baby that it be-

comes very embarrassing to the physician and the

hospital authorities. The average mother expects to

find her newborn baby’s skin in perfect condition.

To discover that it is marked by ugly appearing

pustules and ulcers and the stains of varicolored

therapeutic agents is, to say the least, extremely

disappointing.

Much added trouble and expense, as well as a

considerable decrease in nursery efficiency, are en-

tailed when impetigo has gained a foothold in an

institution. The infected infants require the estab-

lishment of a separate isolation nursery. In this

room, which is often a makeshift, a special detail of

nurses must from necessity work under handicap

and inadequate supervision. One who has experi-

enced the difficulties in the care of infants during

repeated epidemics of nursery impetigo and who
has listened to the parents’ point of view concern-

ing it, cannot deny that the reputations of both the

physician and the institution are harmed by such

outbreaks.

In the treatment of impetigo neonatorum pro-

phylaxis is of paramount importance. It is regret-

table that in the average American hospital very

little has been accomplished in an organized man-

ner toward the prevention of this disease. Impetigo

should be considered just as much of a public

health problem in the nursery as is measles in the

community at large. The supervising nurse of the

ward for newborns should be definitely governed
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by rules for prophylaxis established by a commit-

tee of physicians from the hospital staff.

Absolute prevention of nursery impetigo means

prevention of the initial case. Attendants must be

taught to watch every mother and babe for suspi-

cious appearing cutaneous lesions. The nursery

workers themselves must likewise be scrutinized

for pyogenic disorders. Very few adult visitors and

no children should be allowed to enter the mother’s

room, and they should be forbidden to handle the

infant. It is a wise precaution to require attending

physicians to wear a mask, gown and gloves while

examining infants in the nursery. Of these I feel

that the gloves are the most important.

The discovery of impetigo in a nursery calls for

prompt isolation of the infected infants. Here con-

siderable difficulty arises. While it is an easy mat-

ter to diagnose correctly the uncomplicated and

well dev'eloped disease, one has often to decide for

or against isolation of an infant displaying other

cutaneous irritations, such as heat rash or diaper

rash, in which it is suspected that impetigo is de-

veloping secondariljL To delay judgment means

that possibly in a few hours the infant will be a

source of infection to others. On the other hand,

if he is placed provisionally with infants suffering

from impetigo he will, if not already infected,

quickly become so. Finding pyogenic bacteria in

smears from suspected lesions is a valuable aid in

diagnosis. I have been able repeatedly to demon-

strate that the contents of minute pinhead size

papulopustules in the axillary regions, which clin-

ically would have been considered unimportant, on

microscopic examination contained many staphylo-

cocci. It is my belief that impetigo “smoulders”

in this form in a hospital nursery, only to break out

later in an epidemic of blebs and bullae. Negative

smears may be expected in a considerable percen-

tage of all impetigo lesions, according to those

who have made extensive bacteriologic studies.

It is a mistake to return isolated infants to the

clean nursery as soon as the lesions have healed, for

it may be assumed that the skin is still laden with

bacteria. The infants should be kept separate until

taken home. Isolation cannot be expected in my
opinion to be 100 per cent effective in the control

of impetigo as long as present day hospital nursery

conditions exist.

Cross infection in the nursery probably most

often occurs through the medium of the nurse’s

hands. Unfortunately, as Rulison'* has pointed out,

strict surgical technic cannot be applied to the

nursery attendant. She cannot be expected to

change gown and gloves every time she passes from
i

one infant to the next, neither can the delicate

skin of her hands withstand too frequent scrub-

bings and antiseptic applications.

Since the bathing equipment is often implicated

as one of the principal modes of transfer of im-

petigo, many nurseries have abandoned routine !

daily baths. Instead, after preliminary removal of

the vernix caseosa, the newborn is either given a

daily oiling or its skin is left entirely alone except

for the application of dusting powder.
1

The application of antiseptics to the skin for

the purpose of preventing impetigo neonatorum has »

been widely practiced. Several Boston hospitals'’
1

*

report excellent results from the use of ammoni-
i

>

ated mercury ointment in strengths of 2 to 5 per ^

cent. Other institutions have not found this method I

I

so satisfactory. Kehoe® recommends 1 per cent cop-

per oleate ointment, while KellerU® advises the use

of a 50 per cent glycerine solution. More recently,
j

Rood Taylor^ has reported satisfactory prophylaxis

by the daily a^pplication of a dusting powder con-
|

taining mild mercurous chloride three parts, talcum
j

two parts, and zinc oxide one part.

Realizing the limitations of strict aseptic technic

in the prevention of nursery impetigo, Rulison'*
j

changed radically the plan of care of the newborns

at Sutter hospital in Sacramento, Calif. The large 'ij

nursery was abandoned and several small unit I

nurseries substituted. Each student nurse was as-

signed to the care of a unit of six babies and their

mothers. The infants were kept in bassinets placed

on individual movable tables, which also contained

a place for bathing and dressing and storage room

for clothing and diapers. Rulison found that this

technic, by reducing materially the number of indi-

rect contacts between infants, put an end to a siege

of impetigo which had existed in epidemic or en-

demic form for three years. He also concluded that

the system of assigning the care of both mother and

child to one nurse was pleasing alike to parent and i

physician.

In connection with this it may be mentioned

that the idea of small unit nurseries is quite in line

with modern hospital construction. In order to pre-

vent cross infections in children’s wards, the newest

hospitals limit the number in a single room to four

to six children, and these are often further sep-

arated by cubicles. Contrast this wnth the condi-

tion found in the average nursery for newborns in a

general hospital, where twenty to forty infants oc-

cupy the same room and are bathed on a common
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table. Obviously this crowded state furnishes an

ideal means for the dissemination of impetigo and

other nursery infections.

The actual treatment of impetigo is beset with

difficulties, as testified to by the many and diverse

methods recommended in medical literature. In its

mild form the disease comes to an end in the

course of a few days, with or without treatment.

The principal factors favoring extension of the

lesions are heat and moisture. Overheating the

nursery and overdressing the infants should be

avoided. It has been my practice to advise that,

when the infant’s condition permits, its clothing be

partially or entirely removed several times a day

in order that a drying effect upon the skin may be

obtained. Carr*’ goes a step farther and recom-

mends that in severe cases the infant be placed

naked in a covered crib, in which is suspended an

electric light.

The individual blebs should be opened as early

as possible with a sterile needle and the contained

pus removed by swabs dipped in alcohol. The list of

antiseptics which have been advised for clearing

up the infection is a large one. It includes alcohol

in solutions of 70 to 95 per cent, 2 to 5 per cent

ammoniated mercury ointment, 1 per cent copper

oleate ointment, and an alcoholic solution of crystal

violet and brilliant green (Berwick’s dye). Mer-

curochrome solutions have also been employed.

Other writers have advised touching the lesions

with silver nitrate solution, the lunar caustic or

the copper sulphate stick. Mild mercurous chloride

dusting powder, which was mentioned under the

subject of prophylaxis, has also been found of

value in treatment.

Ultraviolet light radiation has in recent years

become a popular adjunct in the treatment of im-

petigo. I have found that the daily application

of a suberythema dose of ultraviolet light appar-

ently has a very definite effect in hastening the

disappearance of the lesions. Although the bene-

ficial result might be attributed solely to a drying

effect upon the skin, it would appear logical to con-

clude that there is in addition a definite bacterio-

cidal action upon the causative organisms, since

these are situated superficially. In summer natural

sunlight has proved a satisfactory substitute for the

ultraviolet lamp.

In conclusion I should like the emphasize the

following facts.

1.

Mild impetigo neonatorum may change to

virulent impetigo during an epidemic.

2. Continued outbreaks of the disease in hos-

pital nurseries are the source of much trouble and

embarrassment to the institutions and to the at-

tending physicians.

3. The prevention of impetigo neonatorum should

be systematically attempted by hospital staffs

through committees appointed to govern the

nursery.
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ASTHMA OF NASAL ORIGIN*

Carroll Smith, M.D.

SPOKANE, WASH.

The cure of asthma by removal of nasal polypi

was reported sixty years ago. Then in the early

modern surgical era nasal surgery fell into bad re-

pute on account of too much being done, the end-

results of too drastic nasal surgery never being

satisfactory. Next came along the work of the

allergist, and his accomplishments were hailed as a

panacea of respiratory ills.

As is the case in all real progress in our pro-

fession, we learn from experience, and the final

word in diagnosis and treatment is made up of the

best gleaned from all of the various methods and

specialties. An analysis of the findings of the rhi-

nologist, radiologist, bacteriologist, internist and

bronchoscopist is many times necessary before we

arrive at the best method of procedure in cases of

bronchial asthma.

A good classification of bronchial asthma is as

follows: (1) Those hypersensitive to some par-

ticular substance, usually a protein. (2) Those of

infectious origin. (3) Those due to infection and

who are also sensitive to some protein. (4) Those

of reflex origin. This classification is practically

* Read before the Annual Meeting of Western Section
of American Laryngological, Rhinological and Otologi-
cal Society, Del Monte, Calif., .Jan. 27, 1930.
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the same as that of Stout of Philadelphia. The first

group not coming under asthma of. nasal origin will

not be dealt with in this discussion. Perhaps 60 to

75 per cent of all cases of bronchial asthma come

under the class of those due to infections of the

nasal sinuses and to nasal reflexes. The dropping of

mucopus into the pharynx and the subsequent in-

fection of the mucous membrane of the larynx and

bronchi are precipitating causes of the edema and

spasm of the bronchial muscle, or a combination

of this and the bacterial protein absorbed by the

blood and lymphatic system accentuate these at-

tacks.

Nasal obstruction caused by deviations, hyper-

trophies and polypi, causing the breathing of cold

air through the mouth on sensitive mucous mem-

brane, aids in bringing on these attacks. It has

been estimated that the normal nasal mucous mem-

brane and that of the nasal accessory sinuses of a

normal nose secrete a pint and a half of mucus

every twenty-four hours. This aids in the warm-

ing and moistening of the air when properly in-

haled through the nose. In cases of nasal obstruc-

tion this is not done and the subsequent irritation

from the cold dryer air results.

Gottleib, Mullin and many others have shown

that a majority of cases of asthma and bronchi-

ectasis are associated with and are caused by dis-

eases of the nasal sinuses. These sinusal diseases

are not always profusely suppurative. In some of

these cases transillumination and roentgenogram

of the sinuses may be negative but there is a red-

ness in the nasopharynx, particularly just back of

the posterior pillar on each side. Irrigation of these

antra may show only a few shreds of mucopus and

here it is frequently not productive of good results.

The lining membrane, being somewhat thickened

and perhaps cystic from a long standing mild in-

fection, may be cured only by radical operation.

It is in these cases, too, that allergic tests should

be made. The sensitization to the protein may not

in itself be sufficient to produce asthma, but an

acute exacerbation of this old chronic infection, as

in the case of a “cold,” is frequently sufficient to

provoke an attack. These are the kind of cases we

frequently see that occur in the fall or during the

rough changeable months, and are the patients who

say they get along well in a warm mild climate

during the winter.

The reflex type was well illustrated by the late

Dr. Sluder. He demonstrated spasmodic contrac-

tions of the bronchi by irritation of the nasal or

sphenopalatine ganglion which lies behind and

above the posterior end of the middle turbinate.

Many good results from asthma have been reported

from corrections of septal deflections or the re-

moval of septal spurs or of hypertrophic posterior

tips of the middle turbinates in the region of the

nasal ganglion. Asthma of reflex origin has also

been proven by the removal of impacted cerumen,

it having been caused by irritation of the vagus

through its auricular branch.

I wish to briefly report three illustrative cases:

Case 1. A girl, age 9, first came under my care in 1917.

Chief complaint, chronic cough and much expectoration of

pus and slight asthmatic attacks past five years. Had been

treated for tuberculosis. Had had left acute suppurative

otitis media, smallpox and whooping cough. Tonsils and

adenoids removed.

Examination showed very large middle turbinates, few

polypi in middle fossae and antra suppurating. Roent-

genogram showed typical bronchiectasis, no tuberculosis.

I treated this case over a period of five years, having

to do radical antral operations, middle tubinectomies and
several polyp and ethmoid operations. The asthma was
relieved and the nose and general condition much im-

proved, but some cough continued, for the bronchiectasis

to a lesser degree persisted.

Comment: If the bronchiectasis is of such a

character that it is felt to be a factor through ab-

sorption, in the production of asthmatic symptoms,

then one should make an effort to remove this form

of infection as well. In addition to the treatment

of bronchiectasis by the correction of any sources

of infection in the accessory nasal sinuses, as well

as by general measures usually instituted in the

treatment of bronchiectasis, I believe it is good

surgery to perform a phrenicotomy, as advocated

by Drs. Bisaillon and Matson of Portland. This

procedure, by reducing the movement of the lung

and diaphragm of that side, markedly reduces the

cough, expectoration and also toxic absorption.

After phrenicotomy, if there is a good rise in the

diaphragm, a reduction in lung volume of one-

fourth to one-third is obtained, which closes off

many bronchiectasic areas. Any procedure which

relieves distressing cough and abundant expectora-

tion and lessens toxic absorption no doubt prevents

many reinfections and exacerbations, to which

bronchiectatic patients are prone, and thereby im-

proves the asthmatics general condition.

Case 2. June, 1924. Man, aged 60. Asthmatic attacks

and nasal discharge for several years. Polypi in each mid-

dle fossa and antra dark. Of the ethmoids only the ante-

rior ones were involved. On both sides a large polyp ex-

tended into the nose from the antrum, having caused a

sloughing of the posterior portion of the nasoantral wall

above the inferior turbinate.

Right and left radical antral operations produced com-

plete relief from his asthmatic attacks.
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Comment: This case is illustrative of the group

reported by Dr. Stauffer in his paper in 1925, in

which he claimed and demonstrated that most cases

of suppurative ethmoiditis were the result of sup-

purative antra rather than the cause of that con-

dition.

Case 3. January 22, 1929. Girl, age 16. Complaint and

history: Asthmatic attacks and nasal obstruction since six

years of age, first attack following a severe “cold.” Has
slept propped up on pillows for years. Tonsils and ade-

noids removed when seven years old.

Examination showed nostrils filled with polypi, antra

dark on transillumination. Roentgenogram showed rudi-

mentary frontals, cloudy antra and ethmoids.

January 26. Right and left radical antral operation.

Antra were filled with polypi. Removal of polypi from
middle fossa, also of part of left middle turbinate.

For three months she was free from asthma and was
able to sleep flat in bed. She also gained twenty pounds
in weight during that time, when attacks, but of less

severity, again occurred. Polypi were found in each nos-

tril, antra clear.

April 26. Right middle turbinate, right polypi and eth-

moids were removed and on May 1 same operation on
left side. No asthma since then, although a few small

polypi have been removed on two subsequent occasions.

Comment: Here is illustrated the value of a

rhinologic examination in asthmatics, this case be-

ing treated for many years by a very reputable gen-

eral practitioner. This one also belongs to the group

that has to be watched carefully for many years

before she is free from nasal surgery.

SUMMARY

1. A majority of cases of bronchial asthma are

of nasal origin.

2. In certain cases a correlation of the findings

of the several specialties is necessary to determine

the cause.

3. All cases of nasal reflex asthma can be cured

by appropriate surgery.

4. Best surgical results in cases due to nasal

sinusitis are obtained in young people on account

of the absence of peribronchial thickening and the

chronicity of the infection so frequently encoun-

tered in the aged.

5. Cases due to antral infection are much more

easily, permanentaly and quickly cured than those

in which the ethmoidal and sphenoidal sinuses are

involved. The diseased tissues of the antrum can

be easily and permanently relieved by radical op-

eration. Sphenoethmoidal surgery is less productive

of good results on account of the necessity of con-

servatism because of the closeness to vital struc-

tures and on account of the tendency to recurrence

of hyperplastic tissues.

6. Asthma due to infections in other parts of the

body are exceedingly rare. I have seen no reports

of asthmatic cures from the removal of gallbladder,

prostatic infections or from extensive removal of

infected teeth, and the much maligned tonsil is

rarely if ever blamed for this disease.

7. The nose should be put in as normal condi-

tion as possible in early life by the proper correc-

tion of septal deflections and spurs. This will pre-

vent many early infections which always have a

tendency to produce sinusal disease, hyperplasias

and polypi which, when once started, rarely if ever

subside without more radical surgery than was first

necessary, and which are the cause of many dis-

eases of the entire respiratory tract.

MODIFICATION OF THE SIPPY

CARDIOSPASM DILATOR

John H. Fitzgibbon, M.D., F.A.C.P.

PORTLAND, ORE.

The history of satisfactory nonsurgical dilatation

of esophageal stenosis due to cardiospasm dates

from the work of Russel,^ who appears to have

been among the first to realize that the condition

was more common than generally supposed and

“that if this condition were more carefully looked

for it would be more frequently found.” His paper,

published in 1898, reports seven cases seen during

eleven years preceding the date of publication.

Four cases were cured by dilatation, one was much

improved, one was not improved, and the other had

not been treated.

His first case, seen in 1887, was treated by pas-

sage of bougies without improvement. He states,

“I was then persuaded that further stretching be-

yond what a bougie could accomplish, or even

overstretching as is practised on the anal sphincter,

would be necessary to overcome the contraction.

I accordingly made an instrument consisting of a

sausage-shaped silk bag, rendered air tight by a

very thin rubber bag within, and mounted on a

tube or hollow bougie. This was passed through the

stricture in a collapsed state and blown up by an

air syringe when in position. This method proved

successful; after a time swallowing became normal

and continues so, the lady being now alive and in

good health.”

Sippy,^ in 1903, devised a rubber bag dilator



172 CARDIOSPASM DILATOR FITZGIBBON Vol. XXIX. No. 4

which was at first mounted upon a whalebone staff

and distended with air under measured pressure.

A conical metal bulb, with a lateral canal for pas-

sage of a previously swallowed silk thread guide,

was screwed to the tip of the whalebone staff. A
silk or linen bag surrounded the rubber bag and a

rubber condom was drawn over the cloth bag. He
later modified this instrument by constructing the

dilating bag upon a flexible metal spiral, previously

intended for passing dilating olives in treatment of

organic stricture of the esophagus. In this form

the dilator is passed over a piano wire which has

been guided into place in the esophagus by a silk

thread. The increased flexibility and simple con-

struction of this instrument, with introduction sim-

plified by use of the piano wire, make it a very sat-

isfactory means of dilating strictures due to cardio-

spasm, and it has been used in a great number of

cases.

The earliest water distended esophageal dilator

I have been able to find in the literature was de-

scribed by Pyle,^ in 1900, and used for dilating a

stricture resulting from typhoid ulceration of the

esophagus. It consisted of a rubber bag surround-

ed by silk and rubber coverings attached to a tube

rendered somewhat rigid by a wire passed through

it. Distention was produced by pumping water into

the bag with a pump connected to a vessel contain-

ing water. Pyle states, “The method of treatment

has been so entirely successful that I believe that

it will be universally adopted for not only similar

cases but all cases of stricture of the esophagus,

rectum, sigmoid and of the descending colon.” An
illustration showing the details of construction and

method of use of the instrument accompanies his

paper.

Plummer,* in 1906, described a hydrostatic di-

lator which he had devised and used in a number

of cases with good results. This type of instrument

has in the intervening years been used with con-

tinued success.

Other dilators and modifications have been de-

veloped, of which Smithies’® air bag and Zohlen’s^

expanding olive are the most recent.

As all previously described instruments have

been more or less satisfactory in the treatment of

cardiospasm, one hesitates to offer a modification

of any in common use. There are certain cases,

however, in which there is a greatly dilated and

angulated esophagus above the hiatus. This ren-

ders it extremely difficult to insert a dilating bag

and successfully dilate the stricture. The piano

wire, passed along a silk thread, usually makes in-

sertion of the Sippy bag relatively easy. Wires of

various sizes and degrees of flexibility may be used

to suit the individual case.

Even though the wire and bag are properly in-

serted, satisfactory stretching is at times difficult

in a markedly dilated and angulated esophagus. In

one such case, seen in May 1927, upon watching

the Sippy dilator under the fluoroscope, it was seen

that the unsatisfactory result was due to the fact

that the bag tended to slip upward into the esopha-

gus while being inflated. The esophagus being

markedly enlarged (fig. 1, a), there was ample

room for the flexible shaft of the instrument to

bend laterally and permit the bag to slip out of

Figr. 1 (a). Dilated and angulated esophagus with old
type of bag slipping upward. Note lateral bending of
shaft of the instrument.

(b). The modified bag, inflating from both ends,
does not slip.

the Stricture. This could not be controlled by

manipulation from above. The tendency to slip

upward was obviously due to inflation of the bag

from the upper end. As air entered the bag from

above, the upper part was distended and pulled

the instrument upward and into a position unsuit-

able for efficient dilatation.

To overcome this difficulty, bags of various size

and shape were tried, but all tended to slip upward

while being inflated. The idea of inflating the bag

from both ends simultaneously was then developed

and found to be a satisfactory solution to the prob-

lem. Simultaneous inflation of the upper and lower

ends of the bag is accomplished by extending the

tube through which air enters so that it reaches the

lower half of the bag. Openings are left at both
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the upper and lower

ends for admission of

air (fig. 2). Fluoro-

scopic observations

'vhcd- _\

Rubbar tabing from
of the modified bag pressure apparatus-

^

show that it remains

in place and satisfac-

tory dilatation is ob-

tained.

I have used the

modified instrument

since May 1927 and

feel that it is a dis-

tinct improvement

over the old type of

dilator. The bag may

be mounted upon a

whalebone or other

type of shaft when

the piano wire guide

is not used. It is a

very simple matter to

construct a dilator,

using rubber con-

doms and silk or lin-

en cloth for the bag.

The inflating tube is Modified Sippy cardio-IIIC imicuuig LUUC IS spasm dilator showing meth-
attached to a sphyg- inflating from both

momanometer and
hand pump, and accurate control of pressure is

secured. Bags of various size may be made rang-

ing from four to seven inches in circumference.

They may be made somewhat smaller at the mid-

dle than at the ends to aid in preventing slipping.
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AMEBIASIS IN THE NORTHWEST
ITS SYMPTOMOLOGY IN CARRIERS*

G. H. Hummel, M.D.

SALEM, ORE.

The prevalence of infection with the endameba

histolytica in temperate climes, such as the United

States, was not fully appreciated until after the

world war. When I came to Salem a little more

than a year ago, and questioned members of the

medical profession as to the frequency of ame-

biasis in Oregon, I was told that it is very rare

and is hardly ever encountered. Such is not the

case. My experience has been that it is compara-

tively frequent. The work of Kofoid, Boeck, Rivas

and lately of Craig and Kessel has demonstrated

that from 10 to 15 per cent of the population of

the United States are infected with the endameba

histolytica. As we would expect, a larger percent-

age of infection is encountered along the Southern

border and in California on account of its large

Mexican, Philippino and Oriental population.

In 1926 Craig called attention to the frequency

of symptoms due to amebiasis in apparently

healthy persons. Careful questioning will elicit the

fact that more than 50 per cent of so called car-

riers (that is contact-carriers who never suffered

from dysentery) do complain of symptoms which

will invariably disappear on specific medication. If

the carriers of this parasite did not suffer physically

from this infection, it would be of little importance

except from the standpoint of prophylaxis. It is

unfortunate that the term “amebic dysentery” is

still used in our medical textbooks. Amebiasis

would be a much better term, because the ameba

may cause a multiplicity of symptoms aside from

dysentery, and attack other organs such as the

skin or the bronchi. We should get the idea out of

our minds that amebiasis means dysentery. The

patient may have no symptoms at all, when in-

fected with this protozoon. And yet this same per-

son may at any time, when his resistance is low-

ered, develop definite clinical symptoms, as a rule

limited to the digestive tract and the nervous sys-

tem, or he may develop a chronic colitis.

At this point I wish to emphasize that when a

diagnosis of colitis is made, we often deal with

protozoon infections. At the Portland session of the

A. M. A. meeting Smithies pointed out that in cities

adjacent to rural communities, intestinal protozoia-

sis is of frequent occurrence. In Chicago he found

* Read before Polk-Yamhill-Marion County Medical
Society, Salem, Ore., Feb. 4. 1930.
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protozoic infestations in 300 instances amongst 3600

patients. This incidence is probably larger yet in the

West, because of the prevalence of Japanese truck

gardeners and their fertilizing garden truck with de-

jecta and contaminated well water, and because of

the increasing immigration of Mexicans and Philip-

pinos all over the West and the North, many of

whom are carriers of the ameba.

To mention an example, nine months ago the

health officer of one of the Northern California

counties found 40 per cent of the Japanese vege-

table growers and over 20 per cent of the whites

infected with the ameba histolytica. Furthermore,

there is an increase in raw food eating, due to

propaganda emanating from cultists and advertis-

ing in health columns. These raw food faddists

are potential manure eaters, because garden truck

is contaminated during growth by dejecta and con-

taminated water. In countries like China, Central

-America and Mexico you frequently meet foreign-

ers who never eat raw vegetables or drink water.

The ever present danger of contracting typhoid or

amebiasis is for those people a good excuse to

quench their thirst only with beer or wine.

The clinical aspect of amebiasis has gradually

acquired a protean character. While dysenteric

symptoms, such as frequent evacuations, mixed

with mucus and blood, colicky pains and tenesmus

are characteristic of the acute form of the disease,

the great majority of these infections are not ac-

companied by dysenteric symptoms at all, but by

much milder symptoms usually attributed to some

other cause, and are not recognized as a result of

infection with this parasite. The most careful ques-

tioning is, therefore, necessary regarding any mild

symptoms the patient may have and which he

thinks of not sufficient importance to report to the

physician. The acute form of amebiasis, as de-

scribed usually in textbooks, has to a large extent

veiled and hidden the significance of the less

marked and milder symptoms of the chronic type.

The physician, not acquainted therefore with this

form, is liable to overlook it entirely or diagnose it

for some other condition, because the average medi-

cal man in this country does not realize the wide-

spread extent of amebiasis, and because he forgets

that dysenteric symptoms are the exceptions and

not the rule, as Craig pointed out several years ago.

What are the symptoms of the patient affected

with chronic amebiasis? They are largely limited

to the digestive tract and the nervous system, and

can be gotten from the patient by questioning him

closely. Many of these people are considered neu-

rasthenics. Some of them are quite frequently dis-

covered accidentally during a routine examination

of the stool for ova and occult blood in suspected

gastric or duodenal ulcer or colitis. The most typi-

cal complaint is constipation alternating with diar-

rhea. The patient as a rule states that he is con-

stipated for several weeks and that this period of

constipation is relieved by a mild attack of diar-

rhea lasting a day or two.

He describes his stools as ill formed, semiliquid

and mixed with mucus. If those loose stools are

examined microscopically, large numbers of active-

ly motile amebae and also cystic and precystic

forms are found. He thinks that his mild diarrhea

is due to some indiscretion in his diet, and since

it is of short duration, he seeks no medical advice.

His constipation returns, to alternate again after a

few weeks with diarrhea. These diarrheal attacks

occur usually at night, and are preceded or accom-

panied by a feeling of malaise, headache, vague

abdominal pains evanescent in character, and dis-

tention of the abdomen.

Another frequent complaint of the carrier is lack

of appetite and soreness of the abdomen, especially

of the right and left iliac fossae, due to the fact

that the ameba preferably attacks the cecum, the

descending colon and sigmoid. Physical examina-

tion reveals tenderness without rigidity over the

cecum or the ascending colon, leading often to a

diagnosis of appendicitis or cholecystitis.

.Another train of symptoms is referred to the

nervous system, all as Craig has pointed out, of the

neurasthenic type. These patients complain of vague

headaches, attacks of neuralgia in the arms and

legs and arthritis. They lack pep and are unable

to do their daily work. They suffer from insomnia

and morning tiredness. Their memory is poor and

they show marked nervous irritability. On exertion

they notice palpitation which subsides after rest.

A quite typical symptom in the carrier is the ex-

cessive perspiration of the hands and feet, which

feel moist and clammy. All these features indicate

absorption of toxic material from the intestine. Sub-

normal temperature is the rule, though I had one

case which ran a temperature for a full year. The

blood picture is fairly constant. A moderate sec-

ondary anemia is present, ranging from 3,500,000

to 4,000,000, with a hemoglobin of 75 to 85 per

cent. The white count shows a moderate leucocy-

tosis, ranging from 11,500 to 14,000 with a rela-

tive lymphocytosis.
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I might mention at this point that amebiasis of

the cecum may frequently simulate acute appendi-

citis. The first case I saw in Salem was of this

type. Cole, Engman and White reported during

the past year cases of amebiasis cutis, i.e., extensive

ulceration of the abdominal skin following appen-

dectomy with drainage.

Now a word about the life cycle and the patho-

logic conditions this parasite produces. The ameba

is ingested in the form of the cyst with raw vege-

tables, contaminated by dejecta or impure water.

Food handlers working with vegetables coming

from contaminated soil become infected, after

which dissemination is very easy by careless work-

ers and by flies, as O’Connor and Wenyon have

shown. In the Chicago epidemic (February, 1929)

the infection was disseminated by night cooks, veg-

etable salad girls, five pantry girls and kitchen

help in general.

The transformation of the actively motile ameba

to the resistant cystic form occurs, when the living

conditions become unfavorable for further continu-

ance of vegetative multiplication. The amebic cyst

(similar to the ova of intestinal worms) sheds its

capsule and develops into the live ameba in the

colon, where it exerts its action as a true tissue

parasite, living on the tissue of its host, man, in-

gesting red blood cells and causing multiple ulcers

in the colon. These ulcers vary in size from a large

pin head to a dollar. They are round or oval, have

a raised border, undermining the healthy mucosa.

The floor of the ulcer is covered with mucus and

necrotic tissue and is dark red in color.

Whether the endameba histolytica secretes an

endotoxin in addition to the cytolysin which cause

the ulceration of the intestinal mucosa is still un-

decided. Craig thinks that the toxins of strepto-

cocci, staphylococci and B. coli are absorbed

through these multiple ulcers caused by theamebae.

He reasons thus; If there are many thousands of

these ulcers, the patient develops fulminant dysen-

tery, and if there are just a few, he only complains

of the vague digestive and indefinite nervous symp-

toms of chronic amebiasis.

In regard to diagnosis of this disease, the routine

examination of the feces cannot be too strongly em-

phasized in people complaining of the above men-

tioned symptoms. I usually test the stool first with

benzidin for occult blood. Another point of impor-

tance is that the amebic stool is alkaline in reac-

tion, while the stool in bacillary dysentery or the

normal stool is acid. If blood is present, I anoscope

or sigmoidoscope the patient for possible ulcers in

the rectum or sigmoid. If flakes of mucus are

found, some of it is immediately placed on a

warmed slide, a cover slip is applied and the speci-

men examined first with low power to locate the

amebae and then with oil immersion.

The parasites, which often have a raspberry-like

appearance from the ingestion of red cells, are

readily found and can be recognized by their mo-

tility and their thrusting out pseudopodia. If no

amebae are found on anoscopy, the patient is in-

structed to bring a specimen of stool which is ex-

amined by the iodine and eosin stain for cysts.

This stain will bring out the four nuclei perfectly.

The cyst itself will stain a yellowish green. For-

tunately I am able to show a case of mixed in-

fection, quadrinucleate cysts of the ameba his-

tolytica and octonucleate cysts of the nonpatho-

genic ameba coli. If repeated (i.e., six consecutive)

stool examinations are negative, I give a provoca-

tive intravenous injection of one-half grain eme-

tine, after which the patient quite often passes a

stool mixed with blood streaked mucus, in which

amebae may readily be detected.

The treatment of these cases is dietetic and

medicinal. A soft diet mechanically and chemically

nonirritating is indicated. A milk diet in severer

cases is preferable, because it produces an acid re-

action in the stool. Emetine, yatren, anayodine and

emetine-bismuthiodide, and occasional stovarsol or

neoarsphenamine are used to combat this infec-

tion. One must always keep in mind, however, that

there is a marked tendency to relapse.

During the past eleven months seventeen cases

of chronic amebiasis were seen in office practice.

Five of these patients were returned missionaries

from China, Japan and Korea. The remaining

twelve have lived in Oregon and W’ashington from

one to twenty-nine years. Four were one time resi-

dents of California and Arizona. The remaining

eight have lived in the Northwest permanently.

What role the Filipino and Japanese populations

play in disseminating any infection would be inter-

esting to find out.

I wish to report some of the more interesting

cases, which will bring out the symptoms in the

carrier quite clearly.

Case I. R. C., a girl, 15 years old, has lived since her

sixth year in Spokane, Wash., and for the last thirteen

months in Salem In 1928 she had five attacks of pain in

the right lower abdomen which were diagnosed appendicitis.

In February, 1929, I was called when she had another at-
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tack, characterized by some nausea, sharp pain over Mc-
Burney’s point, but a subnormal temperature.

The red count was 3,367,000, the white count 11,900,

the hemoglobin 80 per cent. She was constipated, nervous,

irritable and tired easily in school and at play. She had

occasionally a few loose stools.

She had amebic dysentery at the age of six in Ceylon,

India, where she was born. .\n ice bag did not relieve her

abdominal pain. The stool was strongly positive for occult

blood. No cysts or live amebae were found. There were

no ulcers on proctoscopy.

A provocative intravenous injection of emetine was given,

and the next daj' her mother notified me that the patient

had two semiliquid passages, covered with blood streaked

mucus, which showed numerous amebae on microscopic

examination. Two courses of emetine and yatren were

given, and her attacks which simulated appendicitis ceased.

She gained weight, her anemia was relieved and she is well.

Case 2. A. S., a man, came to the office with a complaint

of tired feeling, loss of weight, cramps and soreness in

epigastrium, constipation and spells of diarrhea. He had

those symptoms for the last seven years. A diagnosis of

duodenal ulcer was made four years ago in California,

because his epigastric pain and nausea were relieved by

alkalies and a Sippi diet.

When he brought his stool to be examined for occult

blood, I found that it was streaked with mucoid blood.

Microscopic examination of this mucus showed a few mo-
tile amebae and many cysts. The patient was referred to

the Portland Veterans Hospital, where the diagnosis of

amebiasis was confirmed. Incidentally the barium meal

showed a duodenal ulcer besides. I did not suspect

amebiasis in this case, and the parasite was only acci-

dentally found.

Case 3. Mrs. J. T., a woman 59 years old, permanent

resident of Salem for the past twenty-nine years. Com-
plained of pain in her right hip and knee, alternate periods

of constipation and diarrhea.

The patient was seen in consultation with Dr. Thompson
on account of her hip. The radiograph showed tubercu-

losis of the acetabulum and head of the femur. One year

ago she was at a Portland clinic, where a diagnosis of

cholecystitis was made because of colicky attacks of pain

and tenderness over her gallbladder, and cholecystectomy

was advised. The same diagnosis was made by another

clinician. I also thought she had gallbladder disease.

Because of her marked anemia I asked her to bring a

specimen of her stool, to rule out possible gastric condi-

tions, such as ulcer or malignancy, and advised a Graham
function test. The feces were alkaline in reaction, showed a

strongly positive benzidin test and were covered with a few

flakes of thick mucus which on examination showed nu-

merous amebae. The pain in her hip and knee and her

upper abdominal complaint overshadowed the other milder

symptoms, such as alternate constipation and diarrhea,

evanescent lower abdominal pains to such an e.xtent that

I did not think of amebiasis. Again the parasite was found

only accidentally. .After emetine and anayodine administra-

tion her abdominal symptoms disappeared and she had no

more colicky pains in her gallbladder region.

Case 4. O. W., a boy, two and a half years old, lived

in Salem for the past twelve months. Father is a native

of Chile, mother an .American. The child was perfectly

well until a month ago, when he became irritable, fretful,

did not want to play any more, lost four pounds of weight

and his appetite. The family history is important. The
aunt of the boy died six months ago of perforation of the

bowel due to amebiasis, in a Portland hospital. The boy
lived with this aunt for four weeks.

Physical examination was negative, except for tenderness
over the descending colon and sigmoid and a marked ane-
mia. The hemoglobin was 80 per cent, the red count
4*102,000, the white count 12,800. The tonsils and the ears
were negative. The afternoon temperature was 98.2°. The
stool was passed in the office and showed a mixed infec-
tion of ameba histolytica and ameba coli which is non-
pathogenic. The listless child changed within a few days
after emetine and yatren administration. Amebiasis in

children is quite rare, while bacillary dysenterj^ is more
frequent.

Case 5 is interesting. Miss \’. F., aged 19. Complaint,
daily fever, ranging between 99° and 99.6° for the past
twelve months, lack of ambition and inability to work
and study; constipation, clammy perspiration of hands and
feet; soreness in lower abdomen on right side; occasion-
ally loose stools. These symptoms started a year ago, when
she was taking the nurse’s course in a Los .Angeles hos-
pital. Though she never had any cough, a diagnosis of in-

cipient pulmonary tuberculosis was made. Roentgenograms
of her lungs, which were taken at that time and later

were negative for tuberculosis.

She was advised to stop training and rest. She stayed
at home for eight months, but her symptoms did not clear

up. Her tiredness and lack of ambition increased and she
did not even care to engage in any social affairs with
friends of her age.

I saw her first on Nov. 26, 1929. She was a well nour-
ished young woman. Her cheeks were flushed. Her tem-
perature at 3 p.m. was 99.4°. Physical examination was
negative except for tenderness without rigidity over ascend-
ing and descending colon, and a palpable spleen. The lungs

were clear. Blood count: Hemoglobin 85 per cent, red

cells 4,095,000; white count, 4,100; small lymphocytes 31

per cent. Patient’s serum agglutinated bacillus typhosus
in dilutions from 1:20 to 1:1280. Agglutination was nega-

tive for paratyphoid bacilli, brucella abortus and bacillus

melitensis.

.A diagnosis of typhoid fever was made rather too hastily

because of her leucopenia and positive Widal, only to be

discarded the next day, when the patient reported she had
one prophylactic injection of typhoid vaccine a year ago.

She then was proctoscoped, but no ulcers were found, al-

though the benzidin test was strongly positive. Three con-

secutive stool examinations were negative for amebae and
cysts.

.A provocative intravenous injection of emetine brought

about a copious loose stool, streaked with blood and mu-
cus, in which numerous amebae were found. In spite of

putting the patient to bed for four weeks and pushing

specific treatment to the limit, her temperature did not go

down and ran between 98.2° and 99.4° for three months.

Dr. Manlove thought there was a possibility of intestinal

tuberculosis, but her gain in weight, the gradual disappear-

ance of her symptoms and repeated negative examinations

for tubercle bacilli brought us to the conclusion that she

had some large amebic ulcers higher up in the colon, with

secondary infection causing this continuous fever. Bismuth

mixtures in large doses and continued anayodine adminis-

tration finally brought the temperature down.

Case 6 demonstrates how easily one can miss the diag-

nosis. The infection was recognized only a week ago. Miss

H. H., 25 years old, complained of tiredness and exhaus-

tion, perspiration of hands and feet, insomnia and distaste

for food for the past three months. She has lived all her

life in Salem.
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Physical examination showed she had infected tonsils,

incompletely removed eight years before, and atrophy of

the right eyeball, due to an injury received ten years pre-

viously. There was some tenderness over the cecum and

the sigmoid. Under general anesthesia the eye and the ton-

sils were enucleated by Dr. Findley and me about nine

weeks ago. In spite of persistent treatment by Drs. Find-

ley and Baum, the socket refused to heal, secreting a sero-

purulent exudate.

A month after the operation the patient complained of

clammy perspiration of the hands and fever. I thought

she was run down and had the grippe. The red count at

that time was 3,305,000 and the white count 11,200. She

was put on iron and arsenic and improved. A week later

she came in again, complaining of continuous fever and

pain in her hip joint. The white count had risen to 16,300

with a lymphocytosis of 24 per cent. A roentgenogram

of her hip joint was taken by Dr. Thompson to rule out

tuberculosis. The film was negative. Agglutination for

typhoid, paratyphoid, brucella abortus and B. melitensis

was negative.

Finally I examined the stool and it was strongly positive

for occult blood. A few cysts were also found. Procto-

scopy showed two small ulcers above the first valve of

Houston, covered with mucoid blood, in which numerous
motile amebae were present. Up to date the patient has

received eight emetine injections and the arthritis in her

hip joint has disappeared. The chronic inflammation of the

orbit has given place to a normal looking mucosa.

This case was as much a surprise to me as it was

to Drs. Findley and Baum. In this patient there

was a complete absence of intestinal symptoms.

She had a typical amebic arthritis and the chronic

inflammation of the orbit was due to the amebiasis.

SUMMARY AND CONCLUSIONS

Chronic amebiasis is characterized by mild

symptoms, exhibited mainly in the digestive tract

and the nervous system.

Our conception of rare occurrence of amebiasis

in the Northwest should be modified.

A routine examination of the feces for cysts and

amebae is indicated in all cases, presenting vague

intestinal and nervous symptoms.

The symptoms of these carriers can be cured by

specific treatment.
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EXTRAPLEURAL THORACOPLASTY *

Philipp Schonwald, M.D.

SEATTLE, WASH.

In this discussion of ninety thoracoplasties per-

formed on forty-five patients, I endeavor to illus-

trate the favorable change in the prognosis of far

advanced pulmonary tuberculosis, brought about

by the surgical treatment of this disease; also to

present the modifications and the advance in view-

points and methods based upon personal experience

and observation. Modifications and advance are

brought about through the tendency not to be

orthodox in this work, but to stay open to sugges-

tions and improvements, gathered either from per-

sonal contact with workers in the same field or

from the literature.

All these thoracoplasties were performed in col-

laboration with Dr. Winkel of this city, who bears,

the brunt of the purely surgical responsibility and

to whom I am very much indebted for his excellent

surgical aid. I shall briefly discuss our various ex-

periences concerning the indications and contra-

indications for thoracoplasty, the technic, pre- and

postoperative management, and then review our

results.

INDICATIONS

Thoracoplasty is indicated if ( 1 ) the patient

cannot reasonably be expected to recover without

surgical intervention; (2) the disease is far ad-

vanced and unilateral; (3) extensive adhesions ren-

der the induction of a satisfactory artificial pneu-

mothorax impossible.

The second point strikes one of the most im-

portant questions in the consideration of thora-

coplasty in a given case, namely, the condition of

the contralateral lung. The general agreement is

that the other lung must show no involvement at

all or only a small inactive process. The experience

in our series of cases seems to evaluate the great

importance of a careful study of the contralateral

lung.

In seven of our cases the other lung showed some

involvement, in the majority of these even some

activity being present. Four of them or 57 per

cent are dead; two or 28 per cent are arrested:

one or 14 per cent is still ill. Of ten cases with

slight and inactive involvement of the contralateral

lung, three or 30 per cent are dead; four or 40

per cent arrested, and three or 30 per cent are still

ill. The remaining twenty-two cases did not pre-

* Read before a meeting of King County Medical
Society, Seattle, Wash.. Jan. 27, 1930.
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sent clinical or radiologic evidence of disease in the

other side. Two or 9 per cent of them are dead;

si.xteen or 72 per cent are arrested; and four or 18

per cent are still ill.

It seems to follow that one of the first and most

important considerations for the indication of tho-

racoplasty must be the condition of the contra-

lateral lung, and that activity in the other side

constitutes a priori a contraindication. This must

not necessarily mean that such a patient could

never be subjected to collapse therapy. In many of

my cases I have been able through concentrated

effort within a few months to improve the other

lung sufficiently, so that we could proceed with

thoracoplasty.

As to the third point, I want to put particular

stress upon the word “satisfactory.” It has been

the experience of all specialists that an incomplete

pneumothorax very seldom leads to cure, because

it does not effect good collapse and immobilization

of the lung. It is only a loss of valuable time to

keep up an incomplete pneumothorax which has

not brought about the disappearance of symptoms

wdthin a few weeks.

Thoracoplasty is contraindicated, if the general

condition of the patient is very poor, the hemo-

globine below 60 per cent or a severe tuberculous

complication somewhere else in the body exists.

Moderate laryngitis is no contraindication. We have

encountered it in one case. This patient suffered a

slight flare-up of her laryngitis about four months

after operation, apparently due to too much activ-

ity and talking, but showed good improvement un-

der proper treatment.

Tuberculous enteritis, which is not looked upon

as a strict contraindication by some authors, has

in our experience proven to be the most unwelcome

and fateful complication. Of our fatalities, five

were due mainly to enteritis. In but one of our

cases, where a tuberculosis of the intestines devel-

oped after operation, has this condition cleared up

satisfactorily. In three of the eleven cases, compli-

cated by enteritis, this condition was present be-

fore thoracoplasty was performed. In the eight

others it developed sooner or later after the surgi-

cal procedure, or better to say it then became evi-

dent.

The pneumonic type of tuberculous infiltration

is usually listed among the contraindications. Two
such cases were in our series. One was unsuccess-

ful, probably due to a complicating S}T)hilis; one

had a remarkably good result.

Reviewing our various experiences concerning

operative technic, I will first discuss the methods

of anesthesia used in our series. The first eighteen

operations were done under general anesthesia, ni-

trous oxide and oxygen being employed. Three

cases, who succumbed to pneumonia, were subject-

ed to this method of anesthesia. We then changed

to colonic ether anesthesia, using a mixture of

ether, paraldehyde and olive oil. This proved to

be a quite successful procedure and not much post-

operative trouble was encountered following the

seventeen operations in which it was used.

Our last fifty-five operations were done under

local anesthesia. We used and 1 per cent novo-

caine, the infiltration being done in layers. Skin

and subcutaneous tissue are first anesthetized and

after their dissection the muscles and intercostal

nerves are infiltrated as we go along. We note that

Willy ]\Iayer advocates this very same method of

fractional local anesthesia, as we have been prac-

tising for three years. Local anesthesia has proven

to be the ideal procedure. Coincident with its in-

troduction we have experienced the disappearance

of most postoperative complications. Patients gen-

erally are comfortable in a very few days. There

is no vomiting or nausea as a rule. During the

operation there is no suppression of reflexes and,

therefore, no danger of aspiration or congestion.

If done rightly, it affords absolute anesthesia and

the best recommendation for its efficiency in this

respect is the fact that in not even a single instance

has a patient after the first operation, done under

local anesthesia, suggested that we use a general

anesthetic for the next stage. We always give 1/6

gr. morphine and 1/150 gr. scopolamine one hour

before and another 1/6 gr. morphine fifteen min-

utes before operation.

A technical point which has been the object of

some controversy is the question whether it is bet-

ter to begin at the top and resect the upper ribs

first or vice versa. We have in most of our cases

followed Sauerbruch’s argumentation and started

with the resection of the lower ribs. In six cases

only have we followed Lilienthal’s and .'Mexander’s

suggestion, to begin with resection of the ribs of

the apex. Among these are our two cases of im-

mediate postoperative mortality and another casu-

alty. It seems to me that the danger of aspiration

and congestion is greater with this procedure, as

Sauerbruch has pointed out many years ago, be-

cause most of the lungs which require thoracoplas-

ty show the important pathology, especially cavi-

ties in the upper lobe, while the lower lobes con-

tain more breathing lung tissue.



April, 1930 THORACOPLASTY—SCHONWALD 179

By compressing the upper lobe first the secre-

tion from the cavfities is forced into the larger

bronchi and is apt to be aspirated into parts of the

lower lung, causing tuberculous pneumonia, a dan-

ger which is naturally augmented by the law of

gravity and the temporary suppression or diminu-

tion of the cough reflex, due to the use of narcotics

immediately after operation. In three of these

cases, where the upper ribs were resected first, only

one stage operation, namely collapse of the upper

half of the thorax, was contemplated. Two had a

good collapse of the lower lobe by pneumothorax.

Nevertheless the resection of the lower ribs ap-

peared necessary in these instances after some

months; in one case, because aspiration and case-

ous infiltration of the lower lobe had resulted, in

the other, because a large cavity in the upper lobe

could not be brought to compression with resection

of the upper ribs alone.

This leads us to another consideration of opera-

tive technic, namely, the question whether a par-

tial thoracoplasty is feasible as an effective method

to collapse only part of one lung, which method

may be desirable if one lobe of the lung in ques-

tion seems to be in such good condition that a col-

lapse of this lobe would not be warranted. We-

have met this situation on five occasions, twice in

one patient.

This man had a fibrocavernous phthisis of the right

upper lobe and what seemed to be an inactive process in

the left apex. Thoracoplasty of the right upper lobe was

performed with apparently good result. Several months

later the roentgen examination disclosed a large cavity in

the other, the left apex.

In the meantime symptoms of tuberculous enteritis had

also appeared and the performance of a thoracoplasty of

the left apex was postponed until almost two years later.

We then proceeded to resect the four upper ribs of the left

side with the intent thereby to abolish the apical cavity.

To our great disappointment, however, the cavity was not

obliterated but slid downwards and forwards, and only the

anteroposterior diameter was diminished. Seven months

later we proceeded to collapse the cavity by extrapleural

apicolysis. Pieces of the first and second ribs from the

sternum to the clavicle were resected, then the apical ad-

hesions bluntly broken until a complete collapse of the

cavity was evident. Part of the incision was left open and

the space previously occupied by the apex of the lung was

filled with rubber-dam.

The patient made a good recovery immediately after

the operation, but suffered what seemed to be a cold ten

days later. Bilateral pneumonia developed. He showed

some improvement after the onset had been overcome but

had a sudden relapse and died two weeks after the operation.

A necropsy gave us a chance to check up on what we
had accomplished with these plastic operations on both

upper lobes. There was a complete healing of the multiple

cavitations in the right upper lobe. Tbe recently com-

pressed cavity in the left upper lobe w'as also perfectly

collapsed. Nowhere in both lungs was evidence of active

tuberculosis. Both lower lobes were hepatized. There were
some ulcerations in the ileum.

Another patient had a number of large cavities in the

left apex which were held open by broad adhesions, while

the lower lobe was well collapsed by pneumothorax. We
resected the four upper ribs and found again that the

cavities had diminished in size, but were not collapsed.

A complete thoracoplasty was performed recently, which
we expect to abolish the cavitation.

I have mentioned above a similar case and so

there remains one case out of four who has done

well so far, after resection of the upper ribs alone

(May 3, 1929). We have come to the conclusion

that collapse of part of a lung with partial thora-

coplasty is not a method of choice and should be

attempted only under exceptional indications.

This rule, however, does not apply to extra-

pleural apicolysis which is indicated in cases where

cavitation of the apex exists without any apprecia-

ble amount of disease in the rest of the lung.

Apicolysis is not a plastic of the thorax, because

there is no intent to change its shape or to reduce

its volume and only enough rib is removed to gain

access to the dome of the lung. The preferable

route of approach is from the front, by resecting

the sternal portion of the first and second ribs.

When the dome of the apical pleura is loosened,

dissected from its normal and pathologic adhesions

and pushed downwards, an extrapleural cavity is

formed which must be filled. If not very large,

a transplant of fat is advisable according to Tuf-

fier’s method. If a large cavity results, then filling

it with rubber-dam, in order to produce gradual

granulation, is the method advocated by Lilienthal,

which we also have followed in our case.

Thoracoplasty, as the name implies, is a plastic

operation, a remodeling of the thorax, and must

not necessarily be a procedure confined to two

stages. While in the majority of cases the classical

two-stage operation creates enough collapse to fac-

ilitate good retraction and cure of the lung, it

happens at times that one or two more interferences

are necessary in order to reach the desired collapse.

This is true especially of the so-called barrel-

chests, where the ribs are standing out horizontally

from the spine. It is rarely necessary in the typical

phthisic chest with its slanting ribs and narrow

interspaces. In two of our cases such an additional

stage was necessary and effective (figs. 1 and 2).

An interesting way of performing thoracoplasty

was described by Duval, Quenu and Welti, namely,

the approach by the axillary route. The incision is

made in the midaxillary line. With specially con-

structed curved instruments the ribs may be de-
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Fig. 1. Ccllapse of a barrel-shaped chest, performed
in three stages. Note the convexity of the chest con-
tour.

Fig. 2. The same case as in fig. 1 after an additional
stage by the axillary approach had been performed.
Note the improved collapse. This patient is now in
excellent condition.

nuded posteriorly to the spine and anteriorly, if

desired, to their sternal connection. The authors

claim that even the first rib may be reached by

this route quite easily, admitting, however, that

the brachial plexus must be drawn aside during

the actual cutting of the first rib. I am afraid

that such a procedure would cause a severe neu-

ritis, which may last several months, as Coffey has

experienced, when he resected the first rib by the

anterior approach. We have used this axillary route

in one case, where an additional stage was neces-

sary in order to effect a better collapse of the

upper lobe. We found this method very simple and

useful for this purpose.

Another interesting modification was recommend-

ed by Descarpentries in Roubaix, France, who per-

forms his thoracoplasties by keeping the patient in

a sitting position, arms and head resting forwards

on a table. He performs an operation which is

more like the posterior stage of the old Wilms

pillar resection, only removing small sections of

ribs at the angle. We have tried this position, which

seemed to have the one advantage that the patient

must not lie on his better side for an hour or so

during the operation, which often causes discomfort

for obvious reasons. But we found the sitting posi-

tion was tiring our patient more than the usual way.

A point which has been the object of much dis-

cussion is the question of the necessity or advisa-

bility of performing a phrenicoexairesis before each

thoracoplasty. Such has been recommended by sev-

eral authors, by some as a test to show whether

the other side is good enough to stand up under

the strain of more work. Then, again, phrenic

avulsion is said to be a necessary adjuvant in

bringing about a more complete collapse of the

operated lung by the rising diaphragm. I have had

occasion in previous papers on this subject to em-

phasize my standpoint as somewhat contrary to

both of these considerations.

As a test of the other lung, phrenicoexairesis

alone is not radical enough a change in the respira-

tory equilibrium to really bring out the limit of

what the contralateral lung will stand. In the great

majority of the cases which come to thoracoplasty

the lung to be operated on is so much destroyed,

fibrosed and contracted and does so little actual

breathing, due to its greatly reduced vital capacity,

that the other lung has had plenty of opportunity

to show its resistance during the preceding course

of the disease. As a synergistic operation to com- li

plete the collapse, it is in most cases superfluous, i

We deal usually with cases where the diaphragm |

is flattened, immobilized and the costodiaphragm-

atic sinus obliterated by previous pleurisy. Other- 4

wise these same cases would be fit for artificial

pneumothorax, and would not need thoracoplasty,

Jacobaeus voices the same opinion about phreni- 4

cotomy, as well as Low, who goes so far as to 4

pronounce that phrenicoexairesis is never indicated h

in cases of thoracoplasty.
|
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We have performed phrenic avulsion in only six

cases in connection with thoracoplasty. In one case

it was used as a test of the other lung. After four

months, while the contralateral lung seemed to

Fig. 3. Collapse of the left lung with the typical
Sauerbruch operation. Although the volume of the
hemithorax has been decreased only slightly, the re-

sult was perfect. The patient has been well for three
years.

h'ig. 4 . Collapsed by the combined operations of
Bratier and Sauerbruch. Note the complete abolition
of the upper lobe. This patient has been well for
three years.

Stand up well, thoracoplasty was performed and

the patient succumbed nine days later to pneu-

monia of the other, the tested lung. In two cases.

four years after successful thoracoplasty, an active

process developed on the base of the collapsed

lung; the phrenic nerve was avulsed, in one in-

stance apparently a very successful procedure.

Of our twenty-two arrested cases there are only

two who required a phrenic avulsion four years

later. All the others got well without it (figs. 3

and 4).

The technic which we followed was at first the

paravertebral extrapleural thoracoplasty according

to Sauerbruch, which later we changed to a combi-

nation of this and Brauer’s method of subscapular

rib-resection. Inasmuch as in the vast majority of

cases the important cavitation and fibrosis is situ-

ated in the upper lobes, a more complete collapse

of these is desirable, which can better be accom-

plished by Brauer’s method of resecting large seg-

ments of the second to the fifth or sixth ribs.

The lower lobe, usually less affected, does not

need to be collapsed so severely and is afforded

a chance of recovery by Sauerbruch’s method of

resection of shorter segments of the lower fifth or

sixth ribs.

All of the patients operated on, with the exception

of one case of multiple lung abscess, suffered from

pulmonary tuberculosis of the third stage, i.e., in-

filtration with cavity formation of more than one

lobe, the majority of them unilateral, with no or

little involvement of the other lung. Some, how-

ever, had more pronounced infiltration of the con-

tralateral lung, while in one case, as mentioned

above, after thoracoplasty on the right side, a

large cavity made its appearance in the left apex

which necessitated a surgical collapse of this

apex also.

PREOPERATIVE AND POSTOPERATIVE MANAGEMENT

Our preoperative management has been very

simple, consisting of some digitalization in cases

where a fast pulse or a marked accentuation of

the second pulmonic seemed to warrant some car-

diac support. Normal saline and glucose is given

intravenously sometimes during the operation or

immediately afterwards. In more resistant cases we

give it by proctoclysis. Caffeine-sodium-benzoate

and camphor are valuable as stimulants, when

needed. Sufficient morphine or pantopon is given

to alleviate the postoperative shock, pain and cough.

As soon as the skin wound is healed, the oper-

ated side is strapped, but not too tightly, with

elastic adhesive which later is replaced by an

Oelgoetz splint. The patient is kept at a complete
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rest in bed for at least two months and then grad-

ually moved out of bed, provided that his symp-

toms have completely subsided. One year after

the second stage the patient may, as a rule, be

allowed to return to a more or less normal life,

with the logical restrictions which the possession

of only one workable lung reasonably seems to

demand.
RESULTS

To value the statistics of our results and those

of other w’orkers in the same field, you will bear

in mind that heretofore the prognosis of pulmonary

phthisis of the third stage, in which satisfactory

collapse by artificial pneumothorax w'as impossible,

was absolute infaust quoad sanationem as to pos-

sible cure, and very dubious quoad vitam as to the

chance of prolonging the life.

There were altogether forty-five cases, thirty-one

female and fourteen male patients. In five cases

one operation was performed, in thirty-seven two

stages, in two three stages, and in one four stages.

Of these forty-five patients nine are dead. Five of

these were bad risks to begin with, only operated

upon as a last resort, three of whom suffered from

a complicating tuberculous enteritis and succumbed

to this, as we have learned, the most dangerous

complication in thoracoplasty cases. They lived,

however, from two to eighteen months after the

operation.

One patient had an acute phthisis and syphilis,

and died from pneumonia eight days after opera-

tion. One had primarily a good result, but after

dissipating and abusing himself, succumbed two

years after operation to enteritis. One patient died

eleven days after the second stage from influenzal

pneumonia and pericarditis, one ten days after api-

colysis from bilateral lobar pneumonia, and one

nine days after the first stage from pneumonia of

the other lung. Two cases constitute our strictly

postoperative mortality or 4.4 per cent. The other

seven are the late mortality or 15.5 per cent.

Of the thirty-six surviving, eight are to be con-

sidered still ill. Two of these suffer from tuber-

culous enteritis; four or five of these eight patients

offer a good prognosis. Twenty-two, or 56 per cent

of the thirty-nine cases operated on a sufficient

length of time ago, are to be considered as per-

manently arrested. They are either working or in

working condition. Six cases have been operated on

too recently to be classified.

In speaking of bad risks, I may anticipate your

question as to why we operate on outspoken bad

risks. The best explanation I can offer is the fact

that, among the surviving thirty-six, are eleven

whom we considered just as bad risks as the de-

ceased, and six of these eleven are arrested cases.

It follows that by refusing the nineteen bad risks

who offered themselves, we w^ould have forfeited

their only chance, which eleven of the nineteen

won, six with apparently definite good results.

The favorable outcome in 56 per cent of the

thirty-nine cases, who were operated on a sufficient

length of time ago, seems to be a very gratifying

achievement in view of the seriousness of the dis-

ease. Other ailments of similar gravity, as cardio-

renal disease or cancer, do not show nearly as

good statistics. Our figures compare well with those

of Archibald, who reports 62 per cent positive re-

sults, namely cures and improvements, also with

Sauerbruch’s 68 per cent, Gravesen’s 66 per cent

and Alexander’s 58 per cent.

During the last few years thoracoplasty has

gained the recognition it deserves as a very impor-

tant treatment of far advanced pulmonary tuber-

culosis. The results improve with the growing ex-

perience of the surgeon and this naturally leads

to a widening of indications, thereby bringing more

of the hitherto hopeless cases within the scope of

this operation. Someone has figured that, even with

a very conservative selection, there are at least 30,-

000 cases in the United States suitable for thora-

coplasty. The important workers in this field agree

that thoracoplasty is not a subject for the general

surgeon, and that specialization and close coopera-

tion with the phthisiologist are the fundamental re-

quirements for success.

Functional Dysinsulinism with Epileptiform Sei-

zures. Three cases of “epilepsy” due to dysinsulinism or

hyposuprerenalism have been treated by Johannes M. Niel-

sen and Elmer L. Eggleston, Battle Creek, Mich. {Journal

AM.A., March 22, 1930), with frequent feedings or with

suprarenal gland or with both, and the attacks of uncon-
sciousness have ceased. In one case there had occurred

twelve, in another more than 100 complete seizures with

many petit mal attacks; yet all attacks ceased under this

treatment. The period of observation in the third case is

not yet long enough to justify absolute conclusions. The
starvation blood sugar (taken before breakfast one morn-
ing) is not always or in all cases an index of the prevail-

ing low point in the patient studied, especially in cases of

functional dysinsulinism. In cases of functional dysinsulin-

ism the blood sugar may rise or fall markedly without any
premonitory sign that we can at present detect. The de-

gree of increase in blood pressure under the influence of

epinephrine is not necessarily any indication that the blood

sugar has risen, or vice versa. Frequent feeding alone may
suffice in these cases to prevent epileptiform seizures, but

frequent feeding plus suprarenal gland by mouth is a surer

way of maintaining sufficient blood sugar to prevent at-

tacks.
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CONSULTATION IN GENERAL PRACTICE*

E. J. Jasper, M.D.

ASTORIA, ORE.

Medicine is a science noted for its voluminous

literary efforts. One may choose from his library

an endless discussion on asthma, pneumonia, the

symptoms of appendicitis or the technic of almost

any operation imaginable. But let one search for

the subject of consultation, it immediately becomes

apparent that little has ever been said on such

an important and vital subject. The writer has

never read a discussion on the subject, hence the

references shall be meager indeed. Many an apol-

ogy may also be given in advance, as this ex-

presses the view of one who has been in general

practice only eleven years.

Consultation is a term of great elasticity. It is a

variable factor, differing in each locality according

to the number of physicians and specialists in the

community, tempered also by the atmosphere which

has been created by such a local fraternity. Con-

sider also the difference between consultation in a

closed group clinic as compared with the keen

competition of an open general practice. In all

these details the writer will not attempt to define

or discuss the finer points of distinction. Only one

prime effort outstands all others in this respect,

that consultation must be a cooperative affair,

tending to benefit both parties, the consultant and

the one calling consultation. Without this basic

principle consultation can not exist for economic

reasons. From this point a definition is ventured.

Consultation is the cooperative effort and delibera-

tion between two or more physicians with respect

to the diagnosis and treatment of a serious illness.

In general practice the number of consultations

is held to a minimum insofar as it is possible to do

so. The cases which require deliberation are few

but nevertheless urgent. Just what number should

be held varies on the ability and judgment of the

physician. Also on his prestige and standing in

the community as a general diagnostician and prac-

titioner. In general it may be said that the fol-

lowing cases require consultation:

1. Cases in which blindness is apt to result.

2. A bullet wound in the abdomen.

3. Injuries or accidents which will result in permanent

disability or deformity. Deforming fractures, the loss of a

limb, permanent invalidism or the loss of a sense organ.

4. .\n injury accompanied by unconsciousness extending

over twelve hours, in which no surgery has been con-

templated.

• Read before a meeting of Clatsop County Medical
Society. Astoria, Ore., Jan. 8, 1930.
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5. Pathologic childbirth. Septic complications, placenta

previa or a dystocia requiring surgical intervention of a

serious degree.

6. Medicolegal cases.

7. A fulminating case of meningitis, diphtheria or tuber-

culosis, in which death is apt to occur on the first day
or less.

8. An acute abdomen which on exploration discloses un-

usual findings of a fatal prognosis.

9. An acute or lingering illness, in which the family is

not satisfied.

10. Cases beyond one’s ability, requiring special skill,

apparatus .or treatment.

To this list no doubt each physician could con-

tribute others, varying with his experience or en-

vironment. It will not be necessary to detail the

above named cases further. Most conditions are

self-evident and of such a frequency that the logic

of them can readily be understood.

The time element is occasionally to be consid-

ered before calling a consultant. The proper time

in fever and medical cases is before the family

becomes weary or dissatisfied. It is never advisable

to wait until the family wants consultation. It is

more expedient to do the proposing yourself and

thus also perhaps have the choice of a consultant.

Again, it might be said it is not advisable to call

consultation too early. Especially is this tru^ in

fevers with a crisis like pneumonia. Also to wait

until the undertaker is around the corner is not

the proper time for consultation. In emergency

cases of great necessity, consultation should b'e

called immediately.

If one should be so unfortunate as to have the

family call in another physician and had neglected

the time element, this would be unfortunate indeed.

The doctor in charge may occasionally remain and

face the embarrassment of the situation. Should

the consultant be agreeable, so much the better for

the profession. It is at least evident that one’s

confidence has been partially if not entirely lost.

More frequently it would be better to come to a

quick decision and drop the case entirely. Neglect

to properly time consultation has lost patients to

many physicians.

The time element having been considered, the

question arises, whom should one call in consul-

tation? In general, one should try to call on his

superiors. The superior may be an elder in the

profession, one skilled in special work or a youth in

the role of a specialist. When superiors are not

available, one next highest in order should be

chosen. Conversely, one should not allow or agree

to call in a consultant who is an enemy. Such an

enemy might be a physician with whom no one is

CONSULTATION—JASPER
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able to agree and who cares not a whit for the

opinions of any of his confreres. Such a physician

should automatically be debarred from consultation

of any sort. The same should also apply to a con-

sultant belonging to some other cult or profession

which is not recognized. If the patient insists on

such consultation, tell him that it is impossible to

do so, state the reasons, and drop the case imme-

diately.

The manner in which deliberations usually take

place at the bedside varies considerably with what

is customary in the community. Also the distance

from a medical center has an influence. It would be

a happy circumstance, if rules might be drafted to

cover all cases. Perhaps the best answer would be,

“when in Rome, do as the Romans do.” However,

without much apology the following general rules

are proposed:

1. Consultation should be private. Friends or relatives

should not be in the room. Some consultants like to display

honor upon themselves with bombasity or an overdone

technic.

2. Consultant should be given time and not unexpect-

edly called into a case which might require deep study

and deliberation.

3. Medicines should not be changed abruptly by reason

of calling in a consultant.

4. If a surgeon is called, and an operation deemed ad-

visable, the physician in charge should propose the opera-

tion. He may state a little later, as the result of consulta-

tion an operation is deemed advisable.

5. .\fter consultation is held the information should

remain confidential. If members of the family or friends

question the consultant, he should answer by stating that

“I have given Dr. Blank all the information. He is in

charge and will explain matters to you.”

A mistake too often made by the consultant is

that he is willing to take charge of the case after-

wards. This is rather a grave mistake, made usually

by young and inexperienced consultants. I once

asked a certain physician his opinion in the matter

and he replied: “ A good rule would be that once

a consultant, always a consultant.” This no doubt

expresses the attitude of some physicians on the

subject. A consultant is not to take care of the

patient unless the physician in charge expressly

wants him to do so. If the family wants the con-

sultant, they should secure a release rather than

ask for consultation. This point should be clearly

understood by the family before consultation >s

attempted. A consultant who steals your cases is

unethical.

The conditions under which consultation is held

are often so that the physician in charge and the

consultant can not be at the bedside at the same

time; or if in hospital practice, the consultant may

be asked to see a certain patient in the absence of

the physician. Under such circumstances and even

in the presence of the attending physician, the

following outline is proposed. In the matter of a

personal estimation, this appears to be the ideal

method of consultation under all conditions.

1. The consultant should examine the patient.

2. He should write a brief sketch of his findings.

3. Write the diagnosis, or probable diagnosis, if this can

be done.

4. Suggestions as to the treatment. References to further

study.

5. Prognosis of the patient.

In a hospital this can be written on the record

sheet. In private practice the written slip should

be given to the physician in charge. It is for his

information and study. A carbon copy may be re-

tained by the consultant, if he so desires. This

method would eliminate bombasity, unusual dis-

play, sustained silence, aftertalk and all the evils

which so often follow the ordinary loose methods of

consultation. A written record is more business like

and more scientific. It requires more knowledge and

greater effort. At the present time in standardized

hospitals many written records are required from

the attending staff. The same principle should

apply to holding consultations. The latter is of

greater importance, due to the urgency and ex-

treme responsibility of the situation. As a recipient

of several methods of conference, I am heartily in

favor of written consultations.

The position of a consultant is not an easy one

to fill. Very often too much is expected of him.

He has to be unusually cautious not to offend any-

one or any procedure thus far taken with the

patient. When he finds the physician entirely

wrong, it takes the best of maneuvering and strate-

gy of words to save the honor of the day. The

consultant should be preeminent in the art of

diagnosis. He should not be an ordinary, but at

most times an extraordinary diagnostician of rare

ability and good judgment. Conversely, a con-

sultant, whose percentage of correct diagnoses is

small or of little help, soon loses his prestige and

position as confrere to that particular physician.

In conclusion, a successful consultant is one who

benefits the patient and establishes a closer degree

of friendship with respect to himself and the phy-

sician in charge. This requires tact, reserve, good

judgment, correct diagnosis and a carefully an-

nounced expression of affairs at the opportune time

and psychologic moment. It is indeed a gift of

which few of us are capable of rendering.
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LEPROSY IN THE UNITED STATES

A recent bulletin of U. S. Public Health Service

has discussed leprosy in the United States. No evi-

dence has been found of its existence prior to the

arrival of Columbus. It appears to have manifested

itself coincidentally with the early settlements and

progressed with them. Cartagena, in the Republic

of Colombia, was the center of the slave markets

and became the focus of leprosy on the continent,

the first leprosarium of the new world having been

established in that city. Likewise New Orleans, an

important center in the slave traffic, became an

early focus of leprosy and in 1778 a special hospital

was constructed for the exclusive care of these

patients. As settlers proceeded up the Mississippi

Valley leprosy followed them.

Probably not all of the leprosy in the Valley

was chargeable to the slave traffic, some cases com-

ing among the early voyagers. Certain French set-

tlers from New Brunswick, Canada, conveyed the

disease to Louisiana. It is reported that the focus

in New Brunswick was attributed to sailors from a

French vessel which was wrecked on the coast in

1758. Infected clothing was distributed among fish-

erman from leprous Orientals among the crew.

Another focus of infection was established in the

Great Lakes region by immigrants from Norway

and Sweden. While cases in this section numbered

168 in 1897, they have greatly dwindled to an in-

significant number at the present time.

.\lthough leprosy is one of the oldest diseases of

which authentic knowledge is available, it has al-

ways been one of the least understood and most

maligned. It has been only in the last few decades

that the terror aroused by the word leprosy has

been to some extent allayed. The belief that “once

a leper, is always a leper” has quenched all hope

in the afflicted and brought consternation to fam-

ily and friends. Improved therapeutic measures of

recent years have proven that the fate of a leper

is not necessarily hopeless and increasing num-

bers are annually discharged from leprosariums

as cured or no longer a menace to public health.

The discovery of the leprosy bacillus about fifty

years ago, by the Norwegian scientist, Hansen, has

enabled investigators to differentiate leprosy from

other diseases with which it was formerly con-

fused. While the disease differs in no respect from

true leprosy of past centuries, its differentiation

from unrelated diseases has led the way to its

rational treatment and elimination of the old-age

terror excited by its presence.

WASHINGTON GRADUATE MEDICAL
COURSE

The Extension Service graduate medical course

of the University of Washington will be held in

Seattle July 14-18. The meetings will be scheduled

in Aeronautics Hall, the new Guggenheim building,

which has just been completed. The faculty will

consist of Dr. E. S. Judd, of the Mayo Clinic, on

surgery; Professor Tom Addis, Stanford University

Medical School, on medicine; Dr. Karl Meyer, of

the Hooper Foundation, Berkeley, Calif, and Dr.

Joseph Brennemann, of Chicago, on pediatrics.

Drs. Judd and Addis are well known to the pro-

fession of the Northwest and need no introduc-

tion to assure a warm reception from all who are

able to attend these lectures. Dr. Meyer is an

expert in bacteriology, pathology and serology.

He will bring to his audience the latest informa-

tion on these subjects. He is especially versed in

the practical application of serology, particularly

in its application to infantile diseases. He will offer

the latest research work in the diagnosis and treat-

ment of poliomyelitis and encephalitis. He has

recently returned from Europe, where he has famil-

iarized himself with all research work pertaining

to public hygiene.

Dr. Brennemann, formerly professor of pedia-

trics at Northwestern University and president of

the American Petdiatric Society, is now the head

of the Children’s Memorial Hospital at Chicago.

He is one of the most outstanding men of the day

in this line of practice. He will offer much of in-

terest not alone to pediatricians but to those en-

gaged in general practice. The committee in charge

of this course believes that an exceptionally attrac-

tive program awaits the class which it is expected

will assemble in large numbers at the July meeting.
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HONOR TO DR. WILLIAM HENRY WELCH
Celebration of the eightieth birthday of Dr.

William Henry Welch, many years associated with

Johns Hopkins L'niversity, is an event of interest to

practitioners of medicine in all parts of the world.

This ceremony is scheduled to occur in the Hall of

the National Academy of Sciences, Washington,

D. C. .A.pril 8. A portrait etching by the well

known .\merican etcher, Alfred Hutty, has been

made for this occasion. The program will be broad-

casted so that Dr. Welch’s hosts of friends and ad-

mirers may participate in the enjoyment of the

congratulatory addresses and response.

Probably no living physician has made greater

discoveries or perfected more noteworthy advances

in medical science than Dr. Welch. From the first

years in medical school to the concluding days of

medical practice one pays tribute to the substantial

benefits derived from knowledge originated by his

genius. Few men are privileged to be numbered

among the immortals of medical history. With them

this great man will be included. His name is in-

separably attached to certain features in bacteri-

ology, pathology and medical practice which will

ensure him undying fame among coming genera-

tions of practitioners of medicine. We join the

medical profession of our nation in the hope that

he may be spared for many years of useful ac-

tivities. —
DR. WILLIA:M house

The death of Dr. William House of Portland

has removed one of the outstanding figures among

medical practitioners of the Northwest. By virtue

of his keen intellect and proficiency in his specialty

of neurology and psychiatry, he was a leader in

that line of practice. He was a gentleman of stu-

dious habits, a thinker who did not accept all

things till prov'en. He was a tireless worker, of

pleasing personality, always ready to lend encour-

agement to younger men. He was interested in

everything pertaining to the advances in medicine,

and during the long period of residence in Port-

land took an active part in many phases of medical

study and progress.

For more than twenty years he has been asso-

ciated with Northwest ^Medicine. When the tri-

state medical organizatio nwas instituted in 1909,

he was one of the group of Portland physicians

who conferred with representatives from Wash-

ington and Idaho for the promotion of that project.

When it was determined to select a medical journal

to represent the three state associations, he was

active in establishing Northwest IMedicine to

function in this official capacity. He has been con-

tinuously available in supplying editorials and sci-

entific contributions for the pages of the journal.

His interest and advice have been utilized on many
occasions to the profit and advantage of this publi-

cation. His loss will be felt not only in professional

circles but also by the management of this journal.

FELLOWSHIPS AT CLEVELAND CLINIC

The Cleveland Clinic Foundation offers four

two-year Fellowships in iMedicine, beginning on

July 18. Applicants must have had at least one

year of hospital intern service. These fellowships

carrry payments of $1200 for the first and $1600

for the second year. The holder has an opportunity

for extensive and varied practical service. Weekly

lectures and pathologic conferences at which clini-

cal problems are discussed will be additional at-

tractions. Application blanks can be secured from

the Secretary of the Fellowship Committee, Cleve-

land Clinic, Cleveland, Ohio.

MEDICAL NOTES

OREGON
Oregon Tuberculosis .\ssoclation held its fifteenth an-

nual convention in Portland Feb. 25-26. .^n attendance of

two hundred was recorded. The meeting was opened with

an address by Dr. William Johnston, president of the

Oregon State Medical Society. Dr. G. C. Bellinger, superin-

tendent of the state tuberculosis sanatoriums at Salem and

at The Dalles, and Dr. E. 0. Sisco, medical director of the

Chemawa Indian school at Salem, reviewed the progress

made by Oregon in the control of tuberculosis, .\ddresses

were also made by Dr. Estella Ford Warner, who has been

representing the Commonwealth Fund in experimental pub-

lic health work in Marion County, and by Dr. F. D.

Strieker, secretary of the state board of health. series of

round table discussions by members of local public health

units was held. Officers of the association who were re-

elected for the ensuing year are: President, L. G. Clark;

vice-president, Leslie Butler; treasurer, L. Mills; secre-

tary, Miss Cecil L. Schreyer.

He.alth Progr.am Outlined. A program of development

of public health activities in Jackson county has been

outlined by Dr. B. C. Wilson, county health officer. Many
of the features are in accord with recommendations made

by Dr. W. F. Walker of the American Public Health As-

sociation who visited Medford last October. compre-

hensive county health department is planned, under whose

direction clinics will be established for diagnosis of disease,

control of tuberculosis, the feeding of infants, etc. A cam-

paign to learn the incidence of typhoid fever in this region

will be launched and efforts will be made to popularize

such prophylactic measures as smallpox vaccination and

administration of toxin-antitoxin.
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Status of Obstetric Practice Defined. The privilege

of practicing obstetrics in Oregon is open to osteopaths,

chiropractors and naturopaths as well as to regularly

licensed physicians and surgeons, according to an opinion

rendered last month by Attorney General Van Winkle.

.According to him there is nothing in the state law which

specifically prohibits cultists from accepting maternity cases

Clinic Enlarged. A riew $100,000 wing to the Dr.

R. C. Coffey Clinic and Hospital in Portland is now under

construction. It will be three stories in height, of reinforced

concrete and will provide accommodations for thirty-five

patients.

Guest Lecturer. Dr. Franklin C. Mann, professor of

pathology and surgery at the Mayo Clinic, Rochester,

Minn., delivered the annual Joyce lecture on surgery before

the Portland Academy of Medicine March 13. His subject

was “Experimentally Produced Pathology of the Liver.” A

dinner in his honor at the University Club preceded the

lecture.

Appointed to Examiners Board. Dr. C. C. Newcastle,

of Portland, was recently appointed a member of the state

board of medical examiners to succeed^ Dr. J. F. Wood
whose term has expired.

Central Willamette Medical Society held a dinner

meeting at the Osburn hotel in Eugene March 6. Three

visiting physicians from Portland were guests of the society

and conducted a symposium on the subject of colitis. Dr.

F. R. Menne described “The Pathology of Colitis,” while

Dr. J. H. Fitzgibbon discussed “Diagnosis and Treatment.”

Dr. Karl Knitter of Coquille has moved to Myrtle

Point, where he formerly practiced.

Dr. W. H. McKinney of Weston has opened an office in

Athena. He intends to divide his time between the two

towns.

Dr. Eugene Rockey of Portland, accompanied by Mrs.

Rockey and Mr. W. B. .Ayer, sailed from New York April

IS on the Conte Biancamano for a trip to Europe.

Dr. a. E. Kroo of Portland is convalescing from a seri-

ous attack of influenza.

Wedding. Dr. Leon A. Goldsmith and Miss Bertha

Goodman, both of Portland, were married at the home of

the bride’s parents, February 20.

WASHINGTON
Hospital to be Enlarged. At a recent meeting of the

national board of trustees of the Shriner’s hospitals, held

in St. Louis, it was decided to appropriate $10,000 toward

the cost of erecting a new unit at the Spokane Shrine hos-

pital for crippled children. This amount, added to a fund

already accumulated, will make possible the immediate con-

struction of a $65,000 wing to the hospital.

Snohomish Hospital Planned. .A committee repre-

senting service clubs and benevolent associations in Sno-

homish is now investigating the possibilities of erecting a

modern community hospital in that city. Two sites have

been offered for the purpose. It is planned to finance the

project by popular subscription.

Professional Building Opened. The new Medical .Arts

Building at the corner of Palouse and Mission Streets in

Wenatchee was recently completed and is now in opera-

tion. The structure is two stories in height, of fireproof

construction, and cost $90,000.

St. Joseph’s Hospital, Tacoma, held a staff meeting

March 3, at which an address on “Head Injuries” was given

by Dr. W. W. Swift of Seattle.

Tacoma Surgical Club entertained two hundred visit-

ing surgeons from Western Washington and Oregon, March

8. The opening session was devoted to the reading of scien-

tific papers. In the evening a banquet was held at the

Winthrop hotel. Dr. Ernest G. Martin, professor of physi-

ology at Stanford University Medical School, San Fran-

cisco, Calif., delivered an address on a physiologic subject.

Dr. E. A. Rich is president of the society.

City Physician Appointed. Dr. M. S. Wright, formerly

of Mount Vernon, has been appointed physician and sur-

geon in the Spokane city health division. He succeeds Dr.

William Lee who resigned to engage in private practice

in Seattle.

Spokane Academy of Ophthalmology and Otolaryn-

gology at a recent meeting elected officers for the ensuing

year. Those chosen were: President, A. N. Codd; vice-

president, Paul Remington; secretary, Marc Anthony.

Dentists Addressed. Drs. George Anderson and C. A.

Veasley, Jr., addressed the members of the Washington

State Dental Assosciation at the annual convention held in

Spokane March 13-15. Their subjects dealt with the rela-

tion of dental infections to systemic disease.

Cowlitz County Medical Society held a meeting March

11 at the Hotel Monticello in Longview. Dr. A. G. Bett-

man of Portland, Ore., reviewed his experiences with plas-

tic surgery.

Dr. H. E. Nichols, formerly intern at the Seattle City

hospital and more recently engaged in practice in Olympia,

has returned to Seattle, where he has taken over the

roentgenologic practice of the late Dr. R. C. Baumgarten.

Dr. P. C. West of Seattle returned to his home early

last month, following a hurried trip to Paris to the bedside

of his small daughter who was desperately ill with pneu-

monia. The child is now convalescing.

Dr. E. S. Kimball, retired physician of Spokane, sus-

tained a fracture of the skull and other injuries late in

February when he was struck by a motor truck in Spokane,

Dr. -A. J. Saxton, until recently a member of the staff of

the King County hospital, Seattle, has located for practice

in Enumclaw.

Dr. Cecil Fargher, a graduate of the University of

Oregon Medical School, has opened an office in Wenatchee.

Dr. W. D. Turner, of Seattle, has moved to Winlock,

where he is associated in practice with Dr. W. W. Webb.

Dr. H. j. Fitz, county health officer of Grays Harbor

county, returned to his duties last month, following an

illness of several weeks duration.

Dr. E. W. Brennen, who formerly practiced in Michi-

gan, has opened an office in Kirkland.

Wedding. Dr. Warren W. Bell and Miss Geraldine Rey-

nolds, both of Seattle, were married in that city Febru-

ary 20.
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IDAHO

Dr. Homer D. Juxkix, who has been engaged in prac-

tice at Idaho Falls for the past ten years, has moved to

Paris, 111., where he will engage in surgical practice, having

taken over the practice and hospital operated for many

years by Dr. Roland Hazen wbo recently died.

OBITUARIES

Dr. William House, prominent neuropsychiatrist of

Portland, Ore., died at his home, March 6, following a

prolonged illness, aged 56 years. He was born in Ellen-

ville, X. Y., in 1873, and graduated from the University

of Buffalo School of Medicine, Buffalo, N. Y., in 1893.

In 1904 he moved to Portland, where he soon built up i

large practice in his chosen field. He was active in medical

affairs, having served as president of the Portland City and

County Medical Society and of the Portland .Academy of

Medicine. He was professor of medical jurisprudence and

assosciate professor of nervous and mental diseases at the

University of Oregon Medical School from 1908 to 1920.

Dr. House has served for many years as an associate editor

of Northwest Medicine.

Dr. James M. Powell, retired pioneer physician of

Monmouth, Ore. died at the home of his sister in Mon-
mouth, February 23, aged 77 years. He was born in Albany,

Ore. in 1852, and graduated from the University of Cali-

fornia Medical School, Berkeley, San Francisco, Calif, in

1876. He practiced for a short time in Lebanon, Ore. and

then moved to Spokane, Wash., where he was instrumental

in organizing the Spokane Medical Society. Later he re-

turned to Monmouth. He retired from practice several

years ago and engaged in orchard culture.

Dr. William Strother Gaines, Spokane, Wash., died at

St. Luke’s hospital in that city February 24, following a

brief illness, aged 76 years. He was born in Tennessee in

1854 and graduated from Bellevue Hospital Medical Col-

lege, New York, in 1887. He came West soon afterward

and settled in Oaksdale, where he practiced for eighteen

years. He then moved to Spokane and opened an office in

the Hillyard district.

Dr. John Carl Hill, Boise, Idaho, died at St. Luke's

hospital in that city, February 18, following a brief illness,

aged 43 years. He was born at Hannibal, Mo. in 1881,

and graduated from the Univ'ersity of Colorado School of

Medicine, Denver, Colo., in 1907. He had practiced at

Boise for the past nineteen years.

Dr. John .Albert Mapes, Seattle, Wash., died at the

United States V’eterans’ hospital March 14 following an

operation, aged 57 years. He was born in Michigan in

1872, and graduated from the University of Michigan

Medical School, -Ann .Arbor, in 1897. He had been attached

to the Seattle division of the United States Yeterans’ Bu-

reau for several years. During the war he served as a cap-

tain in the United States .Army Medical Corps.

Dr. William Flanagan, Grants Pass, Ore., died in that

city, February 17, aged 75 years. He was born in 1855, and

graduated from Willamette University Medical department,

Salem, Ore. in 1884. He was one of the pioneer physicians

of Grants Pass where he served as coroner and city coun-

cilman.

Dr. D.^niel Buckley, Seattle, Wash., a son of the

pioneer Seattle physician, the late Dr. Daniel Buckley, died

from pneumonia at the Seattle City hospital, where he was

serving an internship, aged 23 years. He was born in

Seattle in 1906, and graduated from Washington Univer-

sity School of Medicine, St. Louis, Mo. in 1929.

REPORTS OF SOCIETY MEETINGS

OREGON
PORTLAND CITY AND COUNTY SOCIETY

Pres., K. A. Kiehle; Secty., H. P. Rush

Portland City and County Medical Society met in the

auditorium of the Medical-Dental Building, Portland, Feb.

19. The meeting was devoted to a consideration of pro-

tecting the sight of school children’s eyes.

Dr. W. F. Hoffman, Seattle opthalmologist, related his

ten years experience with sight saving clinics in the Seattle

schools. The subject was also discussed by Dr. F. A.

Kiehle, president of the society, and Dr. Helen C. Cary,

Portland school physician.

WASHINGTON
KING COUNTY MEDICAL SOCIETY

A general meeting of King County Medical Society was

held in the auditorium of the Medical-Dental Building,

Seattle, March 3, at 8:20 p.m. President D. H. Houston

being in the chair.

Dr. Raymond Somers presented an interesting report

of a fatal case of suppurative pericarditis together with

the pathologic specimen. Dr. H. J. Davidson reported a

similar case, in the treatment of which he fixed a small

catheter in an opening of the pericardium, irrigating with

a weak permanganate solution.

Dr. H. J. Davidson reported the inactivity of the com-

mitttee appointed to investigate contract medicine and

stressed the need of action.

Major H. C. Mallory of the United States Army deliv-

ered a short address on R. O. T. C., urging more doctors

to join this organization.

Dr. .Albert M. Snell of the Mayo Clinic presented a paper

on “Diagnosis and Treatment of Jaundiced Patients.’’

Cases of jaundice are classified as obstructive, intrahepatic

and hemolytic. Diagnosis of hemolytic jaundice rarely pre-

sents great difficulties. About 60 per cent have stones in

the biliary tract which complicates the picture. Intrahe-

patic jaundice presents a more difficult problem. Cases may

include catarrhal jaundice, toxemia of pregnancy, biliary

or portal cirrhosis, to.xic conditions caused by drugs or in-

dustrial poisons. It is important to avoid operation in these

cases. Obstructive jaundice is commonly due to calculus,

carcinoma or cicatrix. Stone in the common duct seems to

be the commonest cause. Carcinoma presents a picture

often resembling that from stone. Preoperative diagnosis is

rarely made. Diagnosis of common duct stricture is readily

made from the history. Presence of complete or intermit-

tent obstruction of the bile passages demands surgical treat-

ment. No satisfactory method of combating hepatic toxemia

or insufficiency has yet been devised.
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Applications for membership from Drs. S. N. Berens and

F. H. Wanamaker were read. Drs. W. W. Collins and

T. T. Dawson were duly elected to membership.

On motion of H. J. Davidson, it was voted that the

general meeting adjourn to March 10, in order that action

on the subject of contract practice might not be delayed

until the next general meeting thirty days hence.

LEWIS COUNTY MEDICAL SOCIETY

Pres., H. L. Petit; Secty., Rush Banks

The regular monthly meeting of Lewis County Medical

Society, preceded by a dinner, was held at Lewis-Clark

Hotel, Centralia, February 10, President H. L. Petit in

the chair.

Dr. Walter Kelton of Seattle presented a paper on

“Spinal Anesthesia.”

Dr. Herbert E. Coe of Seattle read a paper on the

“Operative Treatment of Harelip and Cleft Palate.”

Dr. H. E. Cleveland of Burlington, president of the

State Association, addressed the society, extending an invi-

tation to attend the annual meeting to be held at Belling-

ham in September.

The regular monthly meeting of the society was held

March 10 at St. Helens Hotel, Chehalis, following a dinner.

President Petit being in the chair.

Dr. C. W. Shannon of Seattle read a paper on “Blind-

ness of Nasal Origin.”

Dr. J. H. Harter of Seattle read a paper on “Frontal

Sinus Suppuration and Its Cure.”

PIERCE COUNTY MEDICAL SOCIETY

Pres., C. F. Engels; Secty., W. B. Penney

The regular meeting of the Pierce County Medical So-

ciety was held at the Tacoma Hotel, Tacoma, March 4.

A dinner in the Stone Room preceded the meeting.

Dr. Albert M. Snell, of Rochester, Minnesota, gave the

only talk of the evening, which was a thorough and com-

plete discussion of the diagnosis and treatment of jaundice.

This talk covered the observation and work of the Mayo
Clinic during the last several years, and was amply illus-

trated with lantern slides.

SPOKANE COUNTY MEDICAL SOCIETY

Pres., C. B. Ward; Secty., R. P. De Riemer

A special meeting of Spokane County Medical Society

was held March 7 in the Paulsen Medical and Dental

Auditorium, Spokane.

Dr. F. C. Mann, internist from the Mayo Clinic, deliv-

ered an address on “Physiology of the Biliary Tract.”

Dr. C. M. Doland discussed the Porter bills. On motion

of Dr. Doland it was unanimously voted to file a protest

with the Washington members of the House of Represen-

tatives against the passage of these bills.

The regular monthly meeting of the society was held

March 13 in the Marie Antoinette Room of the Daven-
port Hotel in conjunction with the Washington State

Dental Association.
PROGRAM

“Medical Manifestations of Dental Pathology.” (a) Gen-

eral, Dr. George Anderson, (b) Special, Dr. C. A. Vea-

sey, Jr.

“Effect of Diet on Teeth and Jaws of Growing Animals.”

Dr. Willard C. Fleming, Oakland, Calif. Experimental

Findings of the California Stomatologic Research Group,

University of California. This paper was illustrated by lan-

tern slides and one reel of motion pictures.

WALLA WALLA VALLEY MEDICAL SOCIETY
Pres., J. T. Rooks; Secty., C. J. Johanneson

The regular monthly meeting of Walla Walla Valley

Medical Society was held March 13, following a banquet

at the Marcus Whitman Hotel, Walla Walla.

Dr. J. Earl Else of Portland discussed “Recurrent

Goiter.” An outline of cases of recurrence was presented,

explaining the reason for failure in goiter surgery.

Dr. J. Tate Mason of Seattle gave an address on “Spinal

Anesthesia,” especially featuring sodium amytal. He ex-

plained the advantages and disadvantages over inhalation

anesthesia, giving the caution that it should be employed

only by an expert.

Dr. R. W. Smith of Walla Walla read a paper on “Local

Anesthesia in General Surgery.” This should be employed

more extensively than at present. It can be used in many
cases where general anesthesia is contraindicated.

BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

Hypertension and Nephritis. By Arthur M. Fishberg,

M.D. Adjunct Attending Physician to Mount Sinai and
Montefiore Hospitals, New York City. Illustrated with

33 Engravings and 1 Colored Plate. Cloth 566 pp. $6.50.

Lea & Febiger, Philadelphia, 1930.

The author begins with a discussion of renal function.

The chief sign of normal renal function is ability to con-

centrate the urine to normal specific gravity. A constant

specific gravity not exceeding 1010 shows maximum dam-

age of the kidneys and, no matter how poor the kidneys,

they may be made to elaborate a urine of specific gravity

of 1010 under proper conditions. The reviewer doubts if

this is possible in the latter stages of polycystic disease

of the kidneys.

The author states that the concentration test is the

simplest and most accurate for determining renal func-

tion. The patient drinks one glass of water only at six

o’clock dinner and abstains from all liquids till ten next

morning. The urine passed at bedtime is discarded but the

samples taken at 7 or 8 a.m. next morning are saved, and

also at 9 and 10 a.m. These three specimens are kept in

separate bottles and the specific gravities are taken. A nor-

mal urine should concentrate to a point over 1024 in one

of these samples and may reach 1030. The ’phthalein test

is inaccurate in heart failure and also in cases with impaired

renal function with polyuria. The urea test is reliable but

requires chemical analysis of the urine. In impairment of

renal function the ability to excrete all the urinary con-

stituents is uniformly diminished. It does not mean that

some constituents of the urine are excreted more freely

than others.

The distinction between renal insufficiency and impaired

renal function is made. The former may occur with or

without impairment of the latter. The criterion of renal
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insufficiency is retention of nitrogenous waste products in

the blood. The test of renal impairment is failure in con-

centration of the urine. Ordinarily loss of renal function is

overcome by polyuria, when compensation is established.

Renal insufficiency is caused by great impairment of renal

function; by inability of the kidneys to secrete properly

through heart failure; and, lastly, by increase of waste

products in the blood, as brought about by improper food

or fevers, etc. The power of the kidneys to eliminate

water is also diminished in impaired renal function. This

may be tested by giving a patient three pints of water on

an empty stomach in the morning, when all should be

eliminated within four hours. The frequent presence of

polyuria in chronic nephritis owing to hypertension ob-

scures this form of renal impairment.

Failure of water secretion by the kidneys is very com-

mon in heart disease with edema, and with vomiting and

diarrhea. The presence of albumin and casts in the urine,

and even the high nitrogen findings in the blood, often mis-

leads doctors into the diagnosis of renal disease. But in

these pseudorenal conditions there is normal or high con-

centration of the urine, and the causes of renal disturbance

are altogether extrarenal.

The author believes that estimation of blood urea is all

sufficient, in accord with most able clinicians. The deter-

mination of the other urinary substances in the blood only

causes added expense without increasing our knowledge.

Ma.ximum accumulation of urinary constituents in the

blood is no sign of renal disease. When the kidneys are at

fault, the specific gravity of the urine is low. If a person

has been on a high protein diet for days, two or three

days of a low protein diet are necessary before an accurate

estimation of blood chemistry of renal function, such as

comparisons of the blood urea content with that in the

urine, etc., are not only unnecessary but are no more
accurate than the simple determination of the specific

gravity.

most illuminating discussion of edema shows that it

occurs from three causes: (1) diminished colloid osmotic

pressure in the blood plasma, (2) increased permeability

of the capillaries, (3) augmented hydrostatic pressure in

the capillaries. The first and second amount to much the

same thing because with increased permeability of the

capillary wall protein molecules pass through into the tis-

sues and, if the tissue fluid contains 2 per cent of protein

and the plasma 7 per cent, the effective colloid osmotic

pressure of the plasma proteins is but S per cent. The

edema of chronic nephrosis and of the nephrotic form of

glomerulonephritis is due to diminished colloid osmotic

pressure of the plasma proteins. This condition is caused

by the great loss of albumin in the urine, and the same

state is seen in undernutrition. The third factor of aug-

mented hydrostatic pressure in the capillaries is found

chiefly in stasis from heart failure.

Chapters are given to hypertensive encephalopathy and

retinitis, and it is pointed out that convulsions occur in the

encephalopathy which are not uremic and in cases with

normal renal function. .^Iso hypertensive retinitis is a bet-

ter term than albuminuric because it also is present in

cases of essential hypertension and is probably due to

ischemia of the retinal vessels.

The author's classification of renal disease, after Volhard

and Fahr, consists of (1) benign albuminuria, (2) nephro-

ses, larval, necrotizing, chronic and amyloid, (3) glomerulo-

nephritis, focal nephritis and acute interstitial nephritis,

(4) multiple glomeruloar embolization (subacute bacterial

endocarditis), (5) essential hypertension, (6) senile arterio-

sclerotic kidney. There is a very complete and interesting

discussion of benign albuminuria, diagnosis usually requir-

ing long observation. The nephroses denote degeneration,

chiefly of the epithelium of the tubules. The larval are seen

in fevers and diabetes, and the necrotizing in mercury

poisoning. The diagnosis of chronic nephrosis can only be

made after protracted observation because glomeruloneph-

ritis often simulates it for long periods. But the occurrence

of blood in the urine, hypertension or impairment of renal

function will rule out nephrosis. It is a very rare disease

but patients usually recover after years. A rich protein

diet, thyroid extract, and salyrgan with ammonium nitrate

are useful in treatment of the edema.

.\cute glomerulonephritis is caused by the toxins of

streptococcic infection and may be in part ao allergic

reaction. The main treatment is restriction of diet for some

days to fruit juices in small amounts in opposition to the

old method of great quantities of milk. Chronic glomerulo-

nephritis is more apt to occur when there is a persistent

focus of infection (tonsils) with repeated acute e.xacerba-

tions of the renal trouble accompanying those in the

primary focus. There is a most interesting clinical account

of the various types of this chronic form of nephritis,

including the nephrotic, nephritic and cardiac edema. The

discussion of treatment is admirable. Focal nephritis is seen

at the height of acute infections (tonsillitis) with hyper-

tension, edema or impairment of renal function, due to

presence of bacteria in the kidneys. The prognosis is ex-

cellent.

There are 135 pages devoted to essential hypertension

and nowhere has the subject been presented more satisfac-

torily. While the term describes a hypertension which

never originates in renal disease, and does not commonly

terminate through failure of renal function, yet, on the

other hand, the kidneys are damaged by arteriosclerosis in

more than 90 per cent of cases at the time the disease

runs its course. In less than 10 per cent of cases does loss

of renal function and uremia cause death. These constitute

malignant hypertension, in which for some unknown reason

necrosis and endarteritis of the renal arterioles occur. Most

malignant cases happen in the thirties and forties, while

ordinary hypertension is more common after fifty, and the

preponderance of glomerulonephritis is under thirty years

of age.

Heart complications are so far the most common cause

of death in hypertension. Fishberg quotes Bell and Clawson

that only 10 per cent of hypertensive hearts are free from

coronarx' sclerosis, that in 55 per cent the coronary disease

is moderate, and in 35 per cent it is severe. Symptoms of

coronary disease are, however, much more common in

males, and much less fatal in females, as noted by William

Mayo (reviewer). Symptoms simulating angina may be

due to hypertension alone from strain on the heart or aorta.

The various vascular complications of hypertension are

reviewed in extenso. Cerebral hemorrhage occurs in from

7 to 14 per cent of cases, and cerebral arteriosclerosis is

found in practically aU at necropsy. Renal involvement is



April, 1930 BOOK REVIEWS 191

also considered in detail, and the effect of hypertension

on the nervous system, blood, lungs, eyes, metabolism, etc.

The prognosis of hypertension in women is vastly better

than in men. In 76 cases Paullin found the mortality in

men to be 54.1 per cent, as compared with 3.8 per cent

in women, in the course of observation extending from

five to seventeen years. The causes of death in 131 cases

recorded by Christian and Bell in hypertension were 32 per

cent from heart failure, 25 per cent from cerebral acci-

dents, 25 per cent from independent conditions, and 4.5

per cent from renal disease. The section on treatment is as

excellent as that of other parts of the work.

This book is one of the most outstanding of recent

contributions to clinical medicine and the best work on

nephritis and essential hypertension in the English language

today. It is admirable in all respects, in its practical

teaching, in its masterly complete clinical descriptions, in

its sane, broad conceptions, and in its catholic apprecia-

tion and knowledge of all the important work and bibli-

ography of the leaders in medicine throughout the world,

as shown by constant quotations in the text and the enor-

mous list of references at the close of each section. The
work cannot be too highly commended. Wixslow.

Peptic Ulcer (Clinical Roentgenology with Case Reports).
Annals of Roentgenology, Volume X. Two Hundred and
Forty Roentgen Ray Studies and Forty-seven Clinical

Illustrations. By Jacob Buckstein, M.D. Instructor in

Gastrointestinal Roentgenology, Cornell University Med-
ical College, etc. 337 pp. $12.00. Paul B. Hoeber, Inc.,

New York, 1930.

We are very fortunate to have this monograph presented

by a man so well trained and thoroughly competent. The
material is well arranged; there has been a very careful se-

lection of representative cases and the condensed, well

worded case histories, coupled with the author’s personal

check-up at operation, makes the volume of more than

usual value. In addition to gastric and duodenal ulcers,

which are usually only those included in peptic ulcers,

the author has given us some very interesting material on

gastrojejunal, jejunal ulcers and gastrojejuno-colic fistulac

as well as esophageal involvements. By showing both the

physiology and pathology he illustrates the complete eval-

uation of roentgen findings when properly interpreted.

The importance of checking and rechecking of the gas-

trointestinal cases by both internist and surgeon is clearly

shown. The work appears on heavy glazed paper, illustrated

by numerous full page roentgenograms. This volume fills a

need for a book of reference, where comparisons with def-

initely proven cases may be made. It will be found of great

help to internists, surgeons and roentgenologists.

Garh.art.

Surgical Diagnosis. By 42 American Authors. Edited by
Evarts -A. Graham, M.D., Professor of Surgery, Wash-
ington University Medical School. Three Octavo Vol-
umes, totaling 2750 pages, containing 1250 illustrations,

and separate index volume. Philadelphia and London:
W. B. Saunders Company, 1920. Cloth, $35.00 a set.

Volumes I and II are now ready. Volume III and sep-
arate index volume ready March 15, 1930.

In the past, excellent works have appeared which treated

the subject of surgical diagnosis from totally different

angles. Each in itself supplied a demand. The present work,

comprising three volumes of almost one thousand chapters

each, is sufficiently comprehensive in type and scope to

include all the forms in which the subject has heretofore

been presented. Under the editorial direction of Evarts

Graham, the forty-two authors responsible for the work
have accomplished their purpose in a uniformity of man-
ner which gives pleasing balance throughout. Chapter

titles include wounds, postoperative complications, gyne-

cologic diagnosis, diseases of face, mouth and jaws, joint

diseases and injury, the skin and subcutaneous tissues,

as well as many others.

Adequate description of disease enables the reader to

get a comprehensive picture which includes in some in-

stances etiology, pathology and even suggestions as to

principles of treatment. Thus it is apparent that the phy-

sician as well as the surgeon is appealed to. Clinical fea-

tures of disease have, of course, received the greatest em-

phasis, though a logical inclusion of laboratory and other

methods is noted, the result being a very practical com-

pilation on the subject of surgical diagnosis as practiced

today. The illustrations are good, welt chosen and ade-

quate, though by no means lavish. They number twelve

hundred and fifty. Although only two volumes are at

present available the third is promised this month.

Forbes.

Surgery at the New York Hospital One Hundred
Years Ago. By Eugene H. Pool and Frank J. McGowan.
Twenty-four Full Page Plates. 188 pp. $1.50. Paul B.

Hoeber, Inc., New York, 1930.

To one fond of historical medical investigation this is

a fascinating volume. The New York Hospital received a

Royal Charter in 1771, being the second to be established

in America, following the Pennsylvania Hospital founded in

1751 through the efforts of Benjamin Franklin. Surgeons of

that day, like those of the present generation, realized their

superiority over their predecessors, as indicated by the fol-

lowing quotations from Potts, in 1779: “No man, however

slightly acquainted with the history of surgery, can have

the slightest doubt of the superority which its present state

justly claims over that of our predecessors. The surgery

of the last century was coarse and cruel, painful and te-

dious. To simplify the art has been the aim of all the

best practitioners of later times.”

In the light of this opinion the treatment of the fol-

lowing case is interesting, taken from the “Surgical Regis-

ter,” covering the period 1808-1833, which has recently

been discovered. .A comedian entered the hospital Septem-

ber 18, 1811, with a compound fracture of tibia and simple

fracture of fibula. The limb was placed upon the leg

splint, well padded with tow, constantly wet with Jamaica

spirits and water. On account of full and hard pulse seven

hours later twelve ounces of blood were abstracted and

the patient given eighty drops of laudanum for his pain.

Five days later poultices of bread and milk were applied,

which failed to induce suppuration. In the presence of

gangrene soon appearing a yeast poultice was employed, to

which bark was added after a day or two. Indications of

infection promptly followed, the muscles of the jaw be-

came rigid and after a consultation twenty drops of

tincture of cantharides were given every two hours till

eighty drops were administered to relax the neck of the

bladder. Wine and laudanum were given freely to allay

pain. In spite of these and many other kindly ministra-
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lions, the patient died with tetanus at the end of about

two weeks.

There were many famous surgeons in New York during

this century, whose portraits and biographies appear in

this volume. The cases quoted show careful history taking

according to the methods of the day and offer an accurate,

interesting description of surgical procedures during that

period.

Disorders of the Sexual Function in the Male and
Female. By Max Huhner, M.D., Chief of Clinic, Geni-
tourinary Department, Mount Sinai Hospital Dispensary,

New York City. Third Edition. 342 pp. $3.00. F. A.
Davis Co., Philadelphia, 1929.

The author makes a plea for closer cooperation between

the urologist and neurologist, asserting that the present

day urologist does not know enough about neurology to

treat sexual disorders properly. He contends that sexology

is a distinct specialty. The conditions considered are mas-

turbation, impotency, frigidity, many other abnormalities

of sexual function, enuresis, continence and dysmenorrhea.

And although there are some repetitions which are disturb-

ing to the reader, the ideas are simply and clearly ex-

pressed. The ability to simplify and to clarify a subject

matter which is perplexing to many of us is no doubt

due to the author’s large experience with clinical cases

of this type. To the practitioner, particularly the general

practitioner who wishes to treat sexual disorders, this

book should prove very valuable. O. A. Nelson.

The Bellevue Hospital Nomenclature of Diseases and
Conditions. Revised by the Committee on Clinical Rec-
ords. 232 pp. $3.00. Paul B. Hoeber, Inc., New York,
1930.

This volume has been revised every five years since

the original issue of 1903. It represents the classification of

diseases as employed in the department of hospitals in the

city of New York. New diagnoses have been added and

there are some new subdivisions, as Diseases of Allergy,

Metabolism and Deficiency. The most radical change is

noted in the cardiac section, in which appear anatomic,

physiologic and etiologic diagnoses of diseases of the heart.

If one desires information as to correct nomenclature of

conditions data are available in this monograph.

Essentials of Medical Electricity. Bv Elkin Cumber-
batch, M.A., B.M. (Oxon.), D.M.R.E. (Camb.), M.R.C.P.
Medical Officer in Charge, Electrical Department, St.

Bartholomew’s Hospital, London, etc. Sixth Edition,
Revised and Enlarged, with Eleven Plates and 116 Illus-

trations. 443 pp. $4.25. The C. V. Mosby Company,
St. Louis, 1929.

This is one of the best volumes on the use of electricity

in medicine which can be studied by the seeker for infor-

mation in this line of practice. The principles of the elec-

tric current and its general application in medicine are

explained in detail. .4bout half the book is devoted to

the galvanic current, which is the basis of all electric ap-

plications in the treatment of disease. The usefulness of this

current is little understood by the medical profession. In

this volume its various applications in the treatment of

diseases of the muscles, nerves and joints are clearly por-

trayed. Particular attention is given to ionization and the

explanation of its role in electrotherapy. The sinusoidal

currents are explained and their practical applications in

connection with the galvanic current are clearly demon-
strated. The important subject of testing electric reactions

is discussed and its mysteries clarified. High frequency cur-

rents and diathermy are considered, the essential factors

being briefly considered. The chapter on static current

proves the importance of this agency in physical therapy.

Diseases benefited by electric treatment are classified alpha-

betically with suggestions for the treatment of each. This

book is worthy of careful study by anyone interested in

this subject.

Tonsil Surgery Based on a Study of the Anatomy. By
Robert H. Fowler, M.D., Chief Surgeon of the Tonsil
Hospital, New York, etc. 103 Illustrations, including 10
Full-page Color Plates. 287 pp., $10.00. F. A. Davis
Company, Philadelphia. 1930.

This is by far the best work on this subject the reviewer

has ever read. The public is beginning to appreciate the

difference between good and bad tonsil operations. An in-

creasing demand arises for work that is of the highest

quality. There are too many hemorrhages, too many sec-

ondary operations, too many mutilated throats. These can

be traced back to two things, the idea that the tonsil

operation is easy, and the fact that many who do the

surgical work have received poor instruction.

The method of illustration of the various operative pro-

cedures is exceptionally good. The author has gone in de-

tail into the physiology and anatomy, including the blood

supply and relations with neighboring structures. Many
views are presented and the reader can figure out a happy

medium. No one operator is superlative. Rather, the dif-

ferences are slight in comparison with the resemblance

which covers the vital matters. Here is more information

about operations that are excellent than has been made

available in the literature heretofore. Patrick.

Roentgenographic Technique. A Manual for Physicians,

Students and Technicians. By Darmon Artelle Rhine-
hardt, A.M., M.D. Professor of Roentgenology and
Applied Anatomy, School of Medicine, University of

Kansas, etc. With 159 Illustrations. 388 pp. $5.50.

Lea & Febiger, Philadelphia, 1930.

The increasing importance of a more practical knowledge

of the use of roentgen rays in the practice of medicine

makes a book of this kind a real necessity. Several chap-

ters covering a description of roentgen rays, roentgen

machines and an explanation of various electric circuits

are remarkably clear and lucid, being well illustrated. The

advantages of a basic technique and means for devising a

practical one, adapted to any equipment, are fully covered.

A thickness-voltage chart prepared by the author is of real

value in any procedure. Many experiments with paraffin

blocks greatly aid one in understanding the physics of

roentgen rays.

Farther along the author discusses a practical exposure

technique and applies it to regional parts under various

conditions. Considerable attention is paid to the use of

intensifying screens and the Potter - Bucky diaphragm.

Rules are given for correlating time, voltage, distance,

screens and diaphragm to thickness of tissue, in order to

get the proper exposure under all conditions. The work is

brief, concise, sufficiently comprehensive for all practical

purposes, and the subject matter is arranged nicely for

reference. Snively.
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Laboratory Methods of the United St.ates Army. Edit-

ed by Charles F. Craig, M.A., M.D., Colonel, Medical

Corps.' United States Army. Illustrated. 696 pp. $3.50.

Lea & Febiger, Philadelphia, 1929.

This manual presents all laboratory methods used in the

laboratories of the Medical Department of the .\rmy and

the .\rmy Medical School. There are twelve parts, repre-

senting clinical pathologic, general bacteriologic and special

bacteriologic methods. Other parts deal with e.xamination

of water and sewage, of milk, butter and lard. Chapters

are offered on protozoologic, helminthologic, entomologic,

pathologic and veterinar>- laboratorj- methods. The latest

and most approved forms of technic are available in this

volume.

Svrgical Clinics of North .America (Mayo Clinic Num-
ber—Feb. 1930), Vol. 10, No. 1. 174 pp., with 82

illustrations. Paper, $12.00 per clinic year; (Tloth, $16.00

per clinic year. (Issued serially, one number every other

month.) W. B. Saunders Company, Philadelphia and
London.

This volume contains the usual number of clinical re-

ports of great interest and value that always emanate from

the Mayo Clinic. Different members of the staff present

reports of surgical procedure on the intestinal tract and

abdominal organs. Treatment of fractures and operations

on other bone diseases are offered in goodly number. New
and Figi present a number of cases of neoplasms of the

soft tissues of the face and neck treated by combinations

of electrocoagulation, radium and incision, giving timelv

suggestions for cases of this sort. These volumes are always

well worth the time of their perusal.

PRIZE FOR GOITER THESIS

Beginning this year the .American .Association for the

Study of Goiter will award a cash prize of $300 annually

for the best original thesis dealing with some phase of the

goiter problem. These should be submitted by June 1, to

Doctor Walter M. Simpson, Chairman of the Essay Com-
mittee, Miami \’alley Hospital, Dayton, Ohio. The award
will be given immediatel}' following the coming meeting
of the .Association which is to be held in Seattle, Wash-
ington, July 10-12, 1930.

Clinical Studies of Rheumatic He.art Disease. Forty
white and eighteen colored persons comprised the group
studied by Bernard .A. Schwarz, Cincinnati {Journal
4J/..4., March 22, 1930). Forty were under the age of
16 and twelve between the ages of 16 and 35. Si.v patients

were over 35 years of age. One-half of the fifty-eight

patients gave a definite history of acute rheumatic fever
with an average loss of time from school or work of seven
weeks. The longest period of time lost was eight months,
and the shortest, two weeks. One-half of this group with
a history of acute rheumatic fever had had one or more
attacks before the age of 13. The remaining half, with no
history of acute rheumatic fever, gave a definite history of

repeated attacks of sore throat in seventeen instances, of

growing pains in eight instances, and of chorea in five in-

stances. The familial incidence of rheumatic heart disease

was limited to one case. There were twenty-five who had
had tonsillectomy, of whom eleven gave a definite history

of rheumatic fever, and nine out of the eleven had had
recurrent attacks of acute rheumatic fever after tonsillec-

tomy. The anatomic distribution of heart lesions was as

follows: Fifty-one patients showed mitral valve involve-

ment ; three showed aortic valve involvement ; one had
aortic and mitral valve involvements, while three had no
valvular involvement. Of the fifty-one cases of mitral

valve involvement, thirty-si.x were insufficiency, seven

stenosis, and si.-c insufficiency and stenosis combined. In

twenty of the total number in the group roentgenograms

were made, with a negative report in seven instances.

Thirty-four patients had electrocardiograms, of which seven

showed marked right ventricular preponderance, thirteen

left ventricular preponderance, three an occasional extra-

systole, one auricular fibrillation, five notched P waves,

and two delaved auricular ventricular conduction time. It i

has been clearly kept in mind that, in the great majority 1

of cases, thp manifestations of cardiac abnormalities do not

constitute distinct disease entities but rather present local

evidence of general systemic disease. He has divided these

cases of rheumatic heart disease into two classes: Class .A I

comprises the arrested cases which offer a favorable prog- '

nosis and in which, with proper management, there is ap-

parently a normal span of life. Class B is made up of

those having recurrent attacks of acute rheumatic fever
,

which finally prove fatal. From the social side of heart

disease, such a grouping is important because much time

and eff'ort can be spared if one centers attention on re-

habilitation and on otherwise adjusting the lives of those

with a favorable prognosis.

Recent .Advances ln Physiology of Menstruation.
Emil Novak, Baltimore {Journal A. M. A., March 22,

1930), is of the opinion that radical adjustments must be

made in our views as to the physiologx' of menstruation

because of the important new developments in this field.

There is little doubt that in lower animals the sex cycle

can occur independently of ovulation. The best evidence

along this line has come from observations on monkeys,
which menstruate much as do human females. Menstrua-
tion without preceding ovulation is certainly not the rule

in women, but there is reason to believe that it occurs

at times, though the associated endometrial cycle would
naturally be different in such cases. Even if preceding

ovulation is the rule, it is not certain that the two are

related in the nature of cause and effect. The time has

come when the doctrine of the “primacy of the ovum”
in the regulation of menstrual periodicity must be aban-

doned. The evidence brought together in this paper makes
it no longer tenable. There is no reason to believe that

any other constituent of the ovarian structure is any more
important in this respect, but there is evidence to suggest,

though not to demonstrate, that the pituitary may, by the

probable periodicity of its own function, be the regulator

of the menstrual rhythm. This, however, carries the prob-

lem only one step toward its solution, for it raises the

question of what determines the periodicity of the pituitarx',

and still leaves the question of menstrual periodicity one

of the mysteries of life. The dual nature of the ovarian

secretion has been definitely established, the “clincher” hav-

ing been recently applied by the demonstration of an active

corpus luteum extract, with properties in some respects an-

tagonistic, in others supplementary, to those of the already

well recognized ovarian follicle hormone. Evidence has

thus accumulated to indicate that the latter is not to be re-

garded as the “female sex hormone.” For that matter, the

anterior pituitary secretion appears to play an even more

fundamental role in sex physiology. For various reasons,

especially the fact that the characteristic secretion of the

corpus luteum has very different properties from those of

the follicle and the placenta, the term “gestational gland,”

to include these three structures, is incorrect, and should

be abandoned. The most important recent contribution to

sex physiologx’, and the one which promises most in its

future practical applications, is the discovery that the an-

terior pituitary constitutes the “motor” of the ovarx'. The

surprising effects of implantations of the anterior lobe on

the groxvth and maturation of the follicular apparatus

open up a x'ast field of possibilities. .Although the dis-

cox’ery of the follicle hormone has as yet yielded almost

nothing from a therapeutic standpoint, there is reason to

feel that the discox'ery of the underlying role of the an-

terior pituitary secretion may, in the future, be more pro-

ductive of results in the treatment of disorders of the sex

cycle.
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ORIGINAL CONTRIBUTIONS

SPINAL ANESTHESIA*

Walter Kelton, M.D.

SEATTLE, WASH.

The history of anesthesia reveals that various

forms of this adjuvant to surgery have come and

gone and many of the different drugs used in anes-

thesia have had their day. It also discloses that

the several methods of inducing anesthesia and the

various drugs employed have all had their zealous

advocates and their strong opponents. Perhaps no

type of anesthesia has had more adverse criticism

than spinal. This was probably due to certain un-

fortunate experiences in the early period of its

use. Critics of the method commented widely and

unfavorably on these experiences; the consequence

was general condemnation of this form of anes-

thesia. Thus it happened that spinal anesthesia,

after having a more or less widespread trial about

eighteen years ago, was practically discarded.

No ideal anesthetic has so far been discovered.

None has been found which can be given with ab-

solute safety, which will produce uniform and suc-

cessful anesthesia, and will be entirely free from

the possibility of unpleasant effects, such as shock,

nausea, vomiting and distention. In the past few

years spinal anesthesia has again come forward.

With refinements in technic in the laboratories

supplying the drug, with improvements in the drug

• Read before Lewis County Medical Society, Cen-
tralia, Wash., Feb. 10, 1930.

itself, with better understanding of the method and

better technic on the part of the surgeon, spinal

anesthesia has made tremendous strides and is

now a well accepted form of anesthetic.

For the first few years in the recent development

of this method of anesthesia, stovaine was the drug

most generally used. But in many cases it proved

to be a shock to the patient, occasioned alarm to

the surgeon, too frequently produced near-death

and occasionally death; consequently other drugs

were sought. Novocaine in stock solution was tried

and this at times was found to be toxic. Spinocaine

was given a trial and it became, and still is one of

the favored drugs. But the drug which has thus

far proved most dependable to produce anesthesia,

with few of the complications and dangers experi-

enced with other drugs, is novocaine in crystal

form, prepared in ampules by the Metz laboratory.

On the whole, it is the most satisfactory drug for

the purpose yet found.

Our interest in spinal anesthesia began when it

was being given a trial sixteen or eighteen years

ago, but our enthusiasm was checked by adverse

criticism. Later our interest revived, when this

method of anesthesia again began to come forward

and we availed ourselves of an opportunity, in the

service of the King County charity hospital, to give

it a thorough trial. Through this medium and the

cooperation of some of the other hospitals we are

able to present a series of 927 cases, covering a

period of the last four years.

In these cases patients ranged in age from twelve
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Takle

to eighty-six years and the opera-

tions were of virtually every kind

below the diaphragm. Among
them were amputations, many
cholecystectomies, nephrectomies,

and such stomach operations as

gastroenterostomy, pylorectomy

and partial gastrectomy. Four

Hibb’s-fusion operations, involv-

ing the fourth, sixth, and seventh

dorsal vertebrae, were performed

recently, the anesthetic having

been introduced as high as the

third dorsal space (Wyckoff and

Kelton).

Certain writers on spinal anes-

thesia urge the selection of patien^. In their opinion

a few types, notably those with^blood pressure, are

not fit subjects for spinal anesthesia. In our series of

cases we have iven it for many major operations

upon patients with systolic blood pressures of 110,

and in two with pressures of 100 with no un-

pleasant effects.

Some writers on this subject stress the point that

it is not safe to perform operations above the dia-

phragm with this method of anesthesia, but in

our experience none of our cases have been more

satisfactory than the four upper dorsal Hibb’s-

fusion operations. In this connection it should be

borne in mind that Jonessco reported having done

many operations above the diaphragm, including

goiter operations.

As to technic, we can not give much detail,

but the artist’s drawings will show the equipment

necessary, the position of the patient for giving

the drug, and his proper position after the anes-

thetic has been given.

Figure 1 shows the arrangement of the anesthetic

table. The equipment consists of an ordinary hypo-

dermic syringe, a stock solution of novocaine for

;he purpose of anesthetizing the skin and soft tis-

sues down to the spinal canal, a 10 c.c. syringe,

two spinal needles, ephedrine and the novocaine

crystals.

Figure 2 shows the position of the patient which

we have found most satisfactory for giving the

drug, because it permits complete forward bending.

He is seated lengthwise on the table with the

hands hooked underneath the thighs.

With the patient’s position as shown in figure 2,

the stock solution of novocaine is injected into

the skin and soft tissues, after which the spinal

Novocain solution.. or 1%

c

c ::c^
Z tutes Metz novocala

crystals 150 mnx.

EpKeirine

7
File

ei for 3j)uial Anesthesiae^uij)j>e

Fig. 1. Equipment for anesthetic table.

Fig. 3. Position of patient on table for operation. Note
elevation of head.

needle is inserted in the selected interspace, the

spinal fluid being allowed to flow drop by drop

into the tube containing the crystals. The other

spinal needle is used to stir the crystals until they

are dissolved. This solution is then slowly intro-

duced into the spinal canal, the plunger being

carefully slipped backward and forward for the

purpose of being sure that the fluid is entering the

canal. We cannot emphasize too strongly the im-

portance of a free flow of the spinal fluid. If this

does not flow freely, the needle is not in the canal

and the anesthetic will not be effective. As soon as
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the drug has been introduced, an ampule of ephe-

drine is given subcutaneously by the nurse and the

patient is placed on his back with the head ele-

vated, as shown in figure 3.

We wish to make it clear that we do not tell

the patient anything about the anesthetic to be

used (Forbes’ method). It has not been the custom

of surgeons to discuss with their patients ques-

tions relating to anesthetics or other details of

technic connected with operations. We believe it is

best the patient should not know that spinal anes-

thesia is to be used, because such knowledge usually

invites the expression of numerous opinions based

chiefly on rumor, the effect of which very often

is a disturbed state of mind.

The patient is told that it will require half an

hour or more for the general preparation, that is,

the cleansing of hands and the field of operation

and preparation of instruments. A nurse at the

head of the table then engages him in conversation.

His mind is at ease while he thinks the preliminary

preparations are in progress, and in many cases the

operation is finished without his realizing that it

had begun.

A summary of events in our series of cases is

shown in table 1. It will be observed that stovaine

was used in 330 of these cases, but of late that drug

has been practically discarded in spinal anesthesia

and at this time novocaine in crystal form is being

used almost exclusively.

Regarding supplemental anesthesia, we have this

to say. In some cases a supplemental anesthestic is

given, when additional anesthesia is not necessary.

The purpose of this procedure is to divert the pa-

tient’s mind and to encourage the impression that

he is being anesthetized by ether or other inhala-

tion anesthetic. This is particularly valuable if

the patient is nervous. Of course, it is not neces-

sary to produce complete anesthesia by supplemen-

tal means.

We have attempted to record all cases of shock

under the two headings, “mild” and “severe.” Under

the heading “severe” we have recorded those cases

in which the blood pressure dropped to an almost

imperceptibly low point and the patient was not

responsive to questioning. Under the heading

“mild” we have listed those cases in which there

was no alarm but such shock, as would have occur-

red under any form of anesthesia.

It will be noted in these cases that adrenalin

predominates as a stimulant when one is called for.

This was the drug most generally used as a stimu-

DRUG USED
Stovain 330

Spinocain 183

Novocaine crystals 365

Procaine H
Drug used not recorded 38

SUPPLEMENTAL ANESTHETICS
Ether 94

Local infiltration . 77

N.0-0 107

N.0-0.-E 31

Sod. amytal 9

Ethylene . 10

SHOCK
Mild 105

Severe 14

STIMULANTS
Adrenalin 137

Caffeine sod. benzoate 46

Ephedrine 106

Strychnine 11

Oxygen or gas oxygen 10

COMPLICATIONS
Headache 6

Backache 2

Nausea 14

Vomiting 6

Fainting 5

Fainting before administration of drug 1

Gas 2

Distention 1

Meningeal irritation 2

Pain down legs 1

Hysteria 3

Extreme nervousness 1

DEATHS
Immediate 3

Subsequent 22

A collection of cases from widely separated sources,

showing end results:

Strauss 22,717 cases, one death in 498
Chiene 12,000 cases, one death in 570
Jonessco 1,005 cases, no deaths
Chaput 7,000 cases, no deaths

Kelton 927 cases, three deaths

TABLE 1

lant during the early period of the development of

spinal anesthesia, but it has been largely supplant-

ed by ephedrine. In patients with low blood pres-

sure it is of paramount important to give intra-

venous saline at the beginning of the operation, at

which time adrenalin or ephedrine may be intro-

duced through the tubing. Ephedrine is the ideal

stimulant and should be on hand in every case.

If this is given, adrenalin should not be used as a

supplementary stimulant, but strychnine, camphor

or caffeine should be given if needed, or occasion-

ally a repetition of ephedrine.. In this series we

omitted, for the purpose of observation, the use of

ephedrine or other stimulant in approximately forty

cases with no ill effects.

As to the complications arising from spinal anes-

thesia, we have observed that there are about the

same varieties as occur with other methods, though

comparatively far less nausea, vomiting, distention,

backache, headache, pneumonia and postoperative
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ileus were noted in these cases. We might mention

what we regard as two great advantages in the use

of spinal anesthesia. One of these is that the pa-

tients are far less ill than with other methods; the

other, almost a total absence of postoperative ad-

hesions which generally are the result of sponge

packing. .Another great advantage may be deduced

from the fact that, because of the easier and more

effective suturing of the abdominal wall before re-

covery of muscular tone, we found postoperative

incisional hernia very rar ly in this series of cases.

We had three patients who w^ere nauseated and

vomited prior to the administration of the spinal

anesthetic. In two of these we interpreted this con-

dition to mean nervousness at the thought of the

operation. In the other patient we felt certain the

condition w’as due to an idiosyncracy to morphine

which was given prior to the anesthetic. In one

patient the vomiting was more or less severe for

four days and it was very difficult to bring about

activity of the bowels.

We have recorded one case of nervousness as

possibly due to this method of anesthesia. How'-

ever, the case was one of crushing injury to the

leg, followed by eight months of osteomyelitis with

a high range of temperature, amputation of the leg

and a secondary amputation, and it may be that

this grave and prolonged illness was the responsible

factor in producing the nervous condition.

In one case included in our series, the blood pres-

sure had just been taken and recorded at 140, the

patient having been in excellent condition up to

that point. Hardly had this reading been given to

the surgeon, when the pillows were accidentally

knocked from under the patient’s head, allowing it

to drop slightly below the body level, and half a

minute or more elapsed before the head was re-

elevated. The blood pressure was immediately taken

again and recorded at 70, and it went down rapidly

to 20. Two days thereafter we had another experi-

ence similar to this one in some respects, in an-

other case in the same hospital. The patient w'as

middle-aged and robust. At the beginning of the

operation the blood pressure was recorded at 145,

but it rapidly dropped to almost zero. In each of

these cases there were no contraindications to the

employment of spinal anesthesia, both patients be-

ing vigorous.

Contrasting with the record in these two cases

was that in an operation we performed in a differ-

ent hospital a short time afterwards. The patient

was a w'oman w'eighing less than 100 pounds, who

had been bedridden for more than a month before

the operation and whose blood pressure was 100.

In that case there was not the slightest difficulty

with the anesthetic and the blood pressure at the

end of the operation was 110. All of these experi-

ences serve to convince us that the laboratories, in

preparing the novocaine crystals, do not have uni-

form success in eliminating the toxic elements in

the drug.

The deaths which we are recording as due to

spinal anesthetic are those which occurred in the

operating room shortly after the administration of

the drug. Those recorded as subsequent are such as

might have resulted under any form of anesthesia,

the deaths occurring from two to ten days follow-

ing the operations and clearly not connected with

the anesthetic. There is one possible exception, a

case in which the patient had very low resistance

and a variety of complications, including pneu-

monia and postoperative ileus.

Figure 4

shows a case

where no other

form of anes-

thetic could be

used with any

degree of safety

because of the

tre mendous
pressure and
the diminished

breathing space.

It is apparent

that any inhala-

tion anesthetic

would have
been fatal. This

patient was 86

years of age and Fig. I. Note size of abdominal tu-
mor, pressure of which against

laughed and diaphragm would obstruct respi-

. ration with inhalation anesthesia.
chattered w' 1 1 h

everyone in the operating room during the entire

operation.

SUMMARY AND CONCLUSIONS

1. Spinal anesthesia has finally come to proper

recognition as perhaps the safest form of anesthetic.

It is far easier for the surgeon, especially in ab-

dominal surgery, because it permits complete re-

laxation and reduces the operating time almost one-

half. There are few'er disagreeable postoperative

results, such as nausea, vomiting, distention, head-
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ache, backache, postoperative adhesions and post-

operative incisional hernia. “It makes a poor op-

erator look like a good one.”

2. In the hands of an inexperienced surgeon

spinal anesthesia is dangerous and ranks not far

above chloroform. Some of the deaths recorded in

spinal anesthesia are unquestionably the result, not

of the drug but of inexperience on the part of the

surgeon.

3. In the use of novocaine crystals as at present

prepared, it is essential to have the head well ele-

vated and to keep it there.

4. This depressent drug should never be admin-

istrated without having at hand and ready for in-

stant use the necessary stimulants.

5. Since occasional shock is observed without

any ascertainable cause, it is believed either that

there is a marked idiosyncracy to novocaine on the

part of some patients or in the preparation of the

drug toxicity has not been eliminated.

6. It can be given to the very young, to the ex-

tremely old, to the asthenic, and to the patient with

low blood pressure with as near absolute safety as

any other drug.

7. Spinal anesthesia has still to suffer from the

onslaught and attacks made upon it by its critics.

8. In view of the advances that have been made

and the progress now going on in spinal anesthesia,

it is believed and predicted that this form of anes-

thetic will rapidly become the one of choice in vir-

tually all surgery except cranial.

SOME RECENT SURGICAL ADVANCES*

R. D. Eorbes, M.D.

SEATTLE, WASH.

In the field of blood chemistry there were as

many examinations made during the year 1929 at

The Swedish Hospital of this city as there were

during the preceding two years. This is pointedly

indicative of the progress in standardization for

diagnostic and preoperative treatment purposes.

Recently more than ever there has been coopera-

tion between the internist, the laboratory and the

surgeon, in their efforts to assess the condition of

the patient with regard to the function of vital

organs and to carry him through to a final cure.

.\s a preanesthetic injection ergot has been rec-

ommended with morphine for its effect in giving

* Read before a meeting of Seattle Surgical Society.
Seattle. Wash., Feb. 28, 193D.

tonus to unstriped muscle and maintaining vascular

tone.

In the field of anesthesia sodium-amytal by in-

travenous injection has rapidly made a place for

itself. Functioning as a narcotic in doses of IS to

223/2 grains, it minimizes shock and postoperative

discomfort. Its drawbacks are few. Ethylene and

gas oxygen maintain their popularity. Spinal anes-

thesia is in favor in its field and Mayo, Lahey,

Graham, Babcock and Jackson have recently ex-

pressed themselves in its behalf as being the safest

anesthetic for the patient, and the most comfort-

able for the surgeon in most of the operations be-

low the umbilicus. It is a specific in cases of ileus

and the anesthetic of choice in acute intestinal ob-

struction.

During prolonged operations, where shock and

hemorrhage do or may supervene, it is of value to

begin early the intravenous injection of a six per

cent gum acacia solution. By slow administration

shock may be prevented and where blood loss has

occurred, a citrated blood solution may replace the

gum acacia.

Postoperatively acknowledged general principles

obtain. Bruce has described a colonic tube which

is passed while the abdomen is open. Its upper end

may reach the splenic flexure, while the lower end

is sutured to the skin of the anus. Distention is

prevented, fluids are easily given, and the sigmoid

is draped in the best position for intestinal support.

For the prevention of postoperative embolus

Walters has used thyroid extract in over 4500 cases.

The incidence was one-third the previous percent-

age and then only in older people with known car-

diovascular disease.

For the avoidance of atelectasis and minor forms

of pneumonia in certain operations on the thoracic

cavity and upper abdomen the administration of

carbon dioxide and oxygen is effective for hyper-

ventilation. It may be given three or four times

daily, Graham and others using it routinely.

Toxic diseases of the thyroid gland have a con-

fused pathology. That there is a relation in this

type of disease between the nodular, colloid, adeno-

matous and hyperplastic forms is the final conclu-

sion today. A clearer etiology alone will give a

clearer pathologic understanding.

In the technic of thyroidectomy the more acute

cases require the largest tissue removal, a tempo-

rary overcure being necessary for permanent re-

sults. During acute crises the administration of

glucose, iodine, fluids and morphine is essential.
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The duodenal tube has greatly aided the introduc-

tion of lugol’s solution, where nausea, vomiting or

diarrhea would otherwise have interfered.

Recent case reports describe states of acute

hyperthyroidism, precipitated by major operations.

Recognition is vital, as shock and hemorrhage are

simulated. Lugol’s solution produces dramatic re-

sponse in the thyroid type.

The association of the parathyroids with such

diseases as osteomalacia, osteitis fibrosa, osteitis de-

formans, multiple cystic bone tumors and ankylos-

ing polyarthritis seems definitely established. Re-

moval of tumors of these glands has produced rapid

improvement in the bony pathology, while at the

same time producing a more normal blood calcium

content.

King has done research work to show the unsus-

pected locations and difficulty of recognition of the

parathyroids. Lahey advocates, in goitre opera-

tions, examining the removed thyroid tissue for

parathyroids. If found, they should be grafted into

muscle.

Five adrenal tumors have now been removed in

patients with paroxysmal hypertension, three being

recorded in 1929. The operation is difficult but the

mortality not high. Improvement of the hyperten-

sion has occurred with uniformity.

In the surgery of the chest removal of the phre-

nic nerve by improved methods is a standardized

procedure. When done under fluoroscopic control

the amount of diaphragmatic paralysis is known.

Harrington recommends its removal in operations

for diaphragmatic hernia, the immobilization in-

duced being a great aid in the technic.

Thorocoplasty has a lowered mortality, due to

more effective technical standardization. The grad-

ed type with discrimination in the number of ribs

removed, working from below upwards, has proven

its advantages. The patient who is bedridden be-

fore operation is found to be a poor risk. One good

lung is essential and evidence of natural resistance

to tuberculosis should be observable on the diseased

side. The increasing percentage of cures in ad-

vanced cases is noted.

Graham reported a series of operations for the

relief of certain types of cardiac decompensation.

The removal of cartilages has released adhesions

and eliminated cardiac pressure against the chest

wall, with resulting improvement in certain cases

of mediastinopericarditis.

Meyer, of Hamburg, reported his third operation

for embolus in the pulmonary artery. His approach

was through the pericardium and recovery followed.

For better diagnosis of breast tumors transillu-

mination has been helpful. Mastitis, blood cysts,
j

galactocele and cancer can be frequently differ-
|

entiated by its use. Bloodgood adds that any caked

breast not resolving or forming an abscess within

ten days should be explored.
|

The report issued by the committee of the
|

American College of Surgeons on breast cancer con- ‘

eluded that
: ( 1 ) In primary cases roentgen rays j

have no value. (2) In conjunction with surgery the j

use of roentgen rays has not increased the number i

of five year cures. (3) In the treatment of distant

metastases roentgen rays have little effect. (4) in
^

the treatment of local recurrence the best results i

have been obtained by the employment of roentgen i

rays and radium. i

’

Recent abdominal incisions are those of Sloan,
|

<

Wilkie and Mason. Each is a decided help in the
;

j

appropriate case.
j

Meyer advocates a chondroplastic resection of 1

the costal arch for good exposure in high abdomi-
j

nal surgery. The diaphragm, liver, spleen and car-

diac end of the stomach are easily and quickly ex- 1

posed.
,

]

Varices in the lower esophagus are the seat of
|

serious hemorrhages in cases of cirrhosis of the
j

liver. To prevent their occurrence Walters has |

ligated the coronary vein. By suturing the lesser
'

j

omentum to the falsiform ligament, fresh anasta-
!

j

mosis was produced. His results have been encour- i

•

aging but inconclusive.
i

^

Jordan, of the Lahey Clinic, has reported on 133
j

cases of stomach ulceration, where the diagnosis
j

was clarified by roentgenography during the course

of medical treatment. For the diagnosis of a be-
j

nign lesion she insists on ( 1 ) complete radiographic
|

disappearance with normal pliability of gastric wall,
(

(2) complete clinical relief, (3) the disappearance
j

of occult blood from the stools. Where a minute i !

radiologic defect persists, as in some cases of cal-
j

lous ulcer, surgery is indicated for cure.
j

A relationship between the size and pathology of I

ulcer is fairly constant; eighty per cent of simple

ulcers are smaller than a quarter, never larger than

a dollar. Only twenty-five per cent of malignant

ulcers are smaller than a quarter. Therefore, if
:

smaller than a quarter, the chances are ten to one I

it is benign; if larger than a quarter, the chances

are two to one it is malignant. '

Controversy is still rife regarding the surgical '

treatment of duodenal ulceration. Partial gastric
;

\
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resection does not always reduce the acids suffi-

ciently and more than one hundred cases are re-

corded, where jejunal ulceration has followed at

the line of anastomosis. The mortality is high, espe-

cially in the hands of the average surgeon. Alter-

native procedures, as local excision with pyloro-

plasty or local treatment with gastroenterostomy,

have shown satisfactory end-results, with an insig-

nificant mortality when properly and appropriately

performed. A definite advance in this form of sur-

gery is its consideration as only a part of the man-

agement.

Essential factors for success with gastroenter-

ostomy are the following: (1) The removal of sep-

tic foci, especially in the upper respiratory passages.

(2) Improvement of the patient’s general condi-

tion. (3) Preoperative medical treatment to the

point of at least two recurrences in otherwise un-

complicated cases. (4) Examination at operation of

other abdominal organs which may have a causa-

tive connection with symptoms or pathology. (5)

Demonstrability of an actual ulcer. (6) Local

treatment of the ulcer by excision or infolding.

(7) A technically correct anastomosis. (8) Ade-

quate postoperative treatment and observation.

In certain types of cancer of the stomach, where

no obvious metastases are present but where the

size or fixity of the lesion prevents its removal,

Chamberlain has used deep roentgen therapy at the

operating table. Six weeks later a much contracted

and loosened growth was easily removed. He has

reported two cases alive after five years.

The high mortality of acute intestinal obstruc-

tion has been lowered by the administration of the

antitoxin of the bacillus Welchii. It is effective in

combating the toxemia. In many forms of septic

appendicitis, associated with paralytic obstruction,

it is of equal value. In the above conditions the

effect of sodium chloride administration has also

been dramatically shown. The use of a five or ten

per cent solution in glucose of equal strength is

advocated. Even in the absence of obstructive

symptoms the intense intoxication is neutralized by

sodium chloride. After operations for acute intus-

suseption in children a twenty per cent solution has

been given by rectum t.i.d. with benefit.

Hintze, of Berlin, has demonstrated the great

value of roentgen rays in the diagnosis of acute

intestinal obstruction. The exact location of the

constriction can thus sometimes be determined. He
states that ( 1 ) The fluid level is only present with

occlusion. (2) A contracted segment has localizing

value. (3) A fixed segment with an unchanging gas

content is characteristic of a strangulated loop.

The problem of the recurrent stone after chole-

cystectomy has received much attention. In sixty-

seven autopsies, where an operation for stones in

the gallbladder had preceded death. Young found

stones in the ducts of sixty per cent. His findings

are moderated by the explanation that the condi-

tion of the patient would have made further ex-

ploration inadvisable in all but 15 per cent. Lahey

explores the ducts in over 20 per cent.

The use of diathermy through the liver region

during serious operations within the abdomen is

advocated by Crile and Deaver. They consider it

a vital factor in the reduction of shock and post-

operative pneumonia.

Postoperative biliary fistulae of more than three

weeks standing have been injected with lipiodol by

Ginzberg. Roentgen studies have been illuminat-

ing in the demonstration of points of obstruction

and extent of tract outlined. The consequent sug-

gestion for treatment has sometimes been of the

greatest help.

As a cause of abdominal pain, simulating gall-

bladder or appendiceal disease, undulant fever is

now demanding attention. In a review of one thou-

sand case histories Simpson found that one-fourth

of them suffered abdominal pain as an outstanding

complaint. Needless surgery had preceded the

diagnosis of undulant fever in a number of these.

The symptoms are usually sufficiently characteristic

for diagnosis.

There are prospects of reducing the occurrence

of postoperative adhesions by the use of “amniotic

fluid concentrate.” The solution is furnished by

Lilly & Company for clinical trial. Trusler, of In-

dianapolis, has experimented with guinea pigs as

well as using it in some clinical cases. Johnson, of

Boston, has used it clinically with what he con-

siders good results. It works by stimulating the

rapid production of normal healing of the perito-

neum.

Acute edema of the pancreas has been classified

by Archibald in a recent number of Annals oj Sur-

gery as a new clinical entity. It has been recog-

nized by pathologists as a stage in the develop-

ment of acute pancreatic necrosis, but, according to

Archibald, in a large number of patients resolution

will often follow the stage of acute edema. The

symptoms are those of severe epigastric pain, re-

ferred to the left and through to the back. The
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pain is violent in many cases and shock may

quickly supervene.

Differentiation is necessary from a host of con-

ditions which may simulate it, but in a typical case

there is little difficulty. The history usually tells of

one of two mild preceding attacks; examination of

the abdomen shows epigastric tenderness roughly

outlining the pancreatic region; there is a charac-

teristic tenseness of the muscles, but board-like

rigidity is rarely seen; due to pressure on the solar

plexus the pulse is slow and the temperature usu-

ally depressed.

The laboratory is a great aid in determining

early hyperglycemia. The presence of amylase or

diastase in the blood in excessive quantity is a con-

stant finding. Knowledge of the condition is im-

portant. When a diagnosis of gallbladder disease

or other lesion has led the surgeon to open the ab-

domen, finding the diagnosis to be incorrect, inves-

tigation of the pancreas would disclose the source

of the trouble.

When operation is early, the bloody fluid and

areas of fatty necrosis so characteristic of a later

stage of pancreatitis are absent. In the treatment

it is sufficient to split the pancreatic capsule and

provide adequate drainage. Even when the diag-

nosis is accurately made, operation is indicated so

that graver forms of pancreatitis may not develop.

The method of treating varicose veins by injec-

tion, usually so satisfactory, has complications often

overlooked. Ulcers have formed at the point of

injection without apparent cause. Where quinine

has been used uterine cramps have followed and

cases of abortion have been reported in women
where pregnancy was not suspected.

The salines and sugars are preferred by most

surgeons, though pure phenol in three or four drop

doses works excellently. A solution of sodium mor-

rhuate is lauded by English surgeons who contend

that it has all the virtures and no defects, fre-

quently all the necessary injections being made at

one sitting. This solution is not yet available in

this country.

In recent months electrosurgery has established

itself in the practice of many surgeons with the

greatest firmness. For several years its employment

in the hands of a few has given satisfaction, but its

recent popularity has probably followed the de-

velopment by the manufacturers of a higher type

of mechanical equipment. The modern unit has

made it possible to perform miracles of surgery in

hitherto inaccessible brain tumors. A method of re-
|

mo\dng these tumors by scallops, with the final ex- i

traction of the collapsed shell, has been developed '

through electrosurgery. A modern unit also pro-
j

vides many forms of current, so that cutting, cook-
j

ing and coagulating are equally available. Experi-
j

enced men insist that familiarity with the machine

is an important step in the doing of good surgery.

The treatment of Reynaud’s disease by resection

of the upper thoracic and lumbar sympathetic

ganglia and trunks has been described by Adson
[

and Brown. Illustrations are presented of the blu- i

ish or cyanotic color in the foot and hand changing

to a normal pink following a successful operation. i

The diagnosis is important, as in cases of thrombo-

angiitis obliterans wnth vasospasm, and in disturb-
j

ances occurring in older persons, the associated
|

vasospastic condition is not sufficient to justify the
'

operation.

The operative technic is described with clearness
|

i

and the results of surgery are tabulated wnth much '

i

detail. The authors conclude that vasodilation will
.

|

be maintained for years following operation and I (

that complete relief from the signs and symptoms '
;

of the disease can be expected.

In certain forms of chronic arthritis equally sat- i

:

isfactory results have followed this operation in
;

i

both the upper and lower extremities. Patients I

treated were selected with care and were those who >

showed some relief from other measures, such as i

heat, diathermy and vaccines, which also act by i

increasing vasodilation. Patients sufficiently re- i

lieved by other forms of treatment and those in j

whose joints bony changes have occurred were not
I

selected. The striking, maintained and unequivo- i

cal therapeutic effects of lumbar and dorsal sympa-
|

I

thetic ganglionectomy in Reynaud’s disease and '

i

certain forms of chronic arthritis seem to warrant

the belief that surgical control in these diseases is

an accomplished fact.

Biliary Tract Drainage. In a comparison of the intra- i

duodenal concentrations of magnesium sulphate after ad- I

ministration of the drug by Lyon’s method and after its I

oral administration in saturated solution, higher average !

concentrations of the salt were found in the latter case by
John Tilden Howard, Baltimore {Journal A.M.A., April 5,

1930) ;
in fact, the maximum concentration when the salt is

given orally usually exceeds the maximum concentration in

the duodenum when magnesium sulphate is given by Lyon’s
technic, he asserts. High concentrations of magnesium sul-

phate are maintained longer in the duodenum by the oral

method than after a single stimulation by Lyon’s method.
Chemical opinion and data contradict the view that mag-
nesium sulphate in concentrated solution is appreciably

changed by passage through the stomach except for dilu-

tion. Objections to the drainage of bile through the intes-

tinal tube are discussed.

i
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PARTIAL URETHRECTOMY AND
URETHROPLASTY

IN TREATMENT OF STRICTURES OF THE URETHRA

Alexander B. Hepler, M.D.

SEATTLE, WASH.

The subject of urethral strictures is a common-

place one and has been given comparatively little

attention in recent urologic literature. The treat-

ment has been governed by firmly established stand-

ards which have changed little in the last fifteen

or twenty years and is apparently a closed book.

“Dilatations first, dilatations always” has been axi-

omatic, while operative enterprise has been largely

occupied with procedures, usually external ureth-

rotomy, designed to facilitate or render possible

subsequent treatment by dilatations.

However, in many instances these methods, no

matter how efficiently applied, are unsatisfactory.

There are many patients with severe, inflammatory

strictures, who keep returning year after year, in

whom the slightest neglect of treatment results in

recontraction and varying degrees of urinary re-

tention with infection and progressive kidney dam-

age. Many of them have had repeated perineal sec-

tions and external urethrotomies with no lasting

benefit. The treatment of old, traumatic strictures

by dilatation and external urethrotomy is notori-

ously unsatisfactory. For this reason I want to call

attention to the possibility of effecting a relative

cure of permanent duration by a wide resection

of the urethra in certain t)q)es of strictures, a fact

which has received greater recognition abroad than

in this country.

Excision or resection of strictures has never been

very generally practiced, first, on account of fear of

the perineum but chiefly because of a natural ap-

prehension that extensive operations on the urethra

will result in scarring and recontraction, which

would be as bad as the original stricture. In other

words, one stricture would be replaced by another

and continuous dilatation would be necessary.

This misconception is based on the results which

follow external urethrotomy. This is often an emer-

gency procedure, done with no hope for a cure but

simply to provide for perineal drainage of the

bladder and to permit subsequent treatment by

sounds. The strictures are cut through and not

cut out, so that the engendering factors, urethral

and periurethral inflammation and infiltration, are

left behind to produce subsequent contraction, un-

less it is prevented by continuous, systematic dila-

tation and this is not always possible or suc-

cessful.

The operation is done through a median incision

which does not provide good exposure. The bulb is

incised and the urethra opened on a sound. The

operation, when performed without a guide, is te-

dious and much time has been spent in looking for

a passage through the stricture. Suprapubic cys-

totomy with retrograde catheterization is often nec-

essary. The object of this at times most formidable

procedure is simply to cut through a mass of in-

flammatory and scar tissue or to drain the bladder.

In view of the fact that this can never be of

lasting benefit and is not done with the hope of

effecting a cure, operations that are logical to this

end have been devised. I feel sure that, if the

results of resection and excision of all the in-

volved area were more generally appreciated, it

would entirely replace external urethrotomy and

also become the treatment of choice in many of

the difficult cases which are now subjected to con-

tinuous dilatations.

The underlying principle of the surgical treat-

ment of strictures is wide exposure by perineal dis-

section and resection of the urethra with excision

of the entire involved area, thus doing away with

the factors that are responsible for recontraction.

Wide excisions are possible because of the urethra’s

remarkable capacity for spontaneous repair. If the

continuity of the mucosa is not entirely destroyed

and a strip is left along the roof to act as a center

for epithelialization, then the gap will be filled in

with remarkable rapidity. This natural replacement

is so effective that extensive plastic operations,

which attempt to make a continuous tube of mu-

cous membrane, are not necessary. After a few

postoperative dilatations the urethra will maintain

its normal caliber with little or no contraction even

after a period of one or two years.

This principle of urethral surgery has received

greater recognition abroad than in this country.

In Konig’s Clinic urethrectomy was the method of

choice in all severe strictures. Resection has been

extensively practiced at the Necker Hospital by

Guyon, Albarran, Lequeu and Marion. Hamilton

Russel of Australia is an enthusiastic advocate of

excision and has extended its indications to include

all cases which require prolonged and patient at-

tempts to get an instrument through a tight stric-

ture. In this country Cabot, Maximmilian Stem

and McGowan have recognized the value of excision

and have devised operations for this purpose.
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Stern has described an ingenious operation, ap-

plicable only to narrow strictures involving the

bulbomembranous urethra. Its principles are em-

ployed with modifications to meet varying degrees

of involvement and complications in the opera-

tion which I will describe.

1. The features of this operation to be empha-

sized are a wide exposure through an inverted Y
incision with sharp dissection of the perineum and

rectourethral space, including exposure of the ure-

thra back of the triangular ligament.

2. Dissection of the bulb of the urethra off of

the anterior layer of the triangular ligament rather

than an incision through it as in external ureth-

rotomy.

3. A wide excision of all inflammatory and scar

tissue, no matter how extensive it may be. In many

instances, particularly in traumatic strictures, this

is made possible only by dissection of the recto-

urethral space and exposure of the apex of the

prostate.

4. The necessity for leaving a strip of mucosa

on the roof to aid in the epithelialization of the

reformed canal.

5. The reconstruction of the urethra by suturing

the soft tissues of the perineum about a retention

catheter.

TECHNIC

Spinal or sacral anesthesia is used unless con-

traindicated. The patient is placed in the exag-

gerated lithotomy position in order to bring the

perineum into a plane approximating the hori-

zontal. A sound is passed down to the stricture or

a filiform through it, if possible. An inverted Y
shaped incision is made, the upper arm of which

starts at the scrotoperineal junction. Lower arms

extend nearly to the tuber ischii. The ischiorectal

fossae are opened up to the apex of the prostate

by blunt finger dissection, as in Young’s perineal

prostatectomy. Young’s bifed retractor is inserted

and the membranous urethra exposed by incising

the central tendon and rectourethralis muscle. This

is an important step, not included in Stern’s tech-

nic, which makes the rest of the operation much

easier and which is absolutely necessary in the ex-

tensive traumatic strictures or those complicated

by fistulae and dense perineal scarring.

The bulbocavernous muscle is then divided along

the median raphe and the flaps laid back from the

bulb. The transversus perinei muscles are cut near

their attachments to the base of the bulb, leaving

on the stumps for suturing. It is now an easy

matter to dissect the bulb up from the anterior
|

layer of the triangular ligament as far as is nec-
I

essary to expose the tip of the sound at the point
j

of stricture. The urethra is then opened and the
j

whole scarred area excised. At times this may re-

quire the removal of a portion of the posterior

urethra. Because of the previous exposure, this can

be done %vithout finding the opening through the

stricture. .After the excision a catheter is passed

to the bladder through the meatus and the defect

in the urethra closed about it.

In those cases requiring this operation there is r

usually so much scarring and the loss of mucosa
j

is usually so great that it is impossible to approxi-

mate the ends of the urethra, and interrupted trans- »

verse sutures are necessary to bring the normal pe-

rineal structures about the catheter. The wound

is further closed by bringing the bulb back over

the urethra and triangular ligament and recon-
|

structing the central tendon by a single suture

which passes through the stump of muscles on the

bulb, the transversus perinei and sphincter ani.
|

When this suture is tied, the structures are re-
j

stored to their original positions. Suturing the

bulbocavernous muscle completes the repair.

The excision, as just described, is applicable

to the ordinary strictures at the bulbomembranous

junction. In many cases, where there has been an

old extravasation, the bulb is implicated in the i

scar and cannot be dissected cleanly from the tri- I

angular ligament. It is in these cases that the pre-
]

vious exposure of the membranous urethra and
|

apex of the prostate is of special value. The
|

urethra can be opened behind the stricture and by
j

a forward dissection the mass of scar, including
|

the urethra, perineal tissue and at times large
1

portions of the bulb removed. This variation is
j

particularly necessary in traumatic strictures which '

often involve the posterior urethra and have usually i

been complicated by extravasation with scarring

of the deep perineum.

Postoperative treatment: The catheter is left in

for five to seven days, if it can be tolerated that

long. IMany of these old strictured urethras tol-

erate an indwelling catheter extremely well. In some

cases after the catheter is removed there is no

urinary leakage, in others there is perineal drain-

age from three to ten days. No urethral injections

are given. On the tenth day a No. 24 F. sound is

passed. There are usually six to eight postoperative

dilatations at fairly frequent intervals. One of the I

most interesting and one might say unexpected fea-
|
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tures is the absence of recontraction and continu-

ous dilatation is unnecessary. This has been a

point which has been emphasized by all writers

who -have practiced excision.

An analysis of the results of this operation in

twenty cases of stricture is presented in tables

1, 2 and 3.

Table 1

.

ANALYSIS OF 20 CASES OF STRICTURE TREATED BY PARTIAL

URETHRECTOMY AND URETHROPLASTY

Type
Gonorrheal 11

Traumatic 7

Congenital 2

Looation
Bulbomembranous urethra 9

Bulbous urethra only 6

Posterior urethra only S

Complications (preoperative)

Perineal fistula 6

Urethral calculus 2

False passage S

Severe infections 8

Table 2.

POSTOPERATIVE COURSE FOLLOWING URETHROPLASTY
(20 cases)

1. Urethral catheter drainage 20

(a) Duration in days:

Shortest 2, longest 9, average S.

2. Primary union S

3. Perineal leakage IS

Duration in days:

Shortest 2, longest 21, average 7.

Table 3.

POSTOPERATIVE DILATATIONS

\verage number of days until first dilatation 10

Minimum number of postoperative dilatations 3

Maximum number of postoperative dilatations 9

Time from last postoperative dilatation until next cali-

bration :

Shortest period 3 months, longest period 5 years.

average 16 months.
Results of calibration:

No loss of urethral caliber 11

Loss 3

Not examined 6

Of those in whom there was a loss in caliber:

One after 2 years accepted No. 30 F.; previously

accepted 34 F.

One after 2 years accepted No. 25 F.; previously

accepted 30 F.

One after 8 months accepted No. 25 F.
;
previously

accepted 28 F.

The following are abstracts of a few typical

case histories.

Case 1. Traumatic stricture of the posterior urethra.

Mr. A. W. B., state industrial case, aged 24, was in-

jured June 27, 1925, and sustained a fractured pelvis and

ruptured posterior urethra. No attempt was made to re-

pair the urethra. The bladder was drained suprapubically

for thirty days. Attempts at dilatation resulted in severe

reactions, local and general with complete retention of urine.

He was referred for examination December 14, 1925.

Urination was difficult. The stream was getting smaller

with terminal dribbling and incontinence. A distorted,

scarred posterior urethra, passable only by filiforms was
found.

Treatment. Operation, January 5, 1927. Partial urethrec-

tomy. The prostate was exposed without a guide and the

urethra opened at apex of prostate. The scar and a portion

of the urethra were excised from the prostate to the bulb.

The canal was reconstructed about a retention catheter.

Dilatations. A No. 26 F. sound the fourteenth day.

.\ No. 30 F. the nineteenth day. There were five subse-

quent dilatations at frequent intervals.

Results. Nine months later (February, 1928) there was

no dysuria. The urine was normal. The urethra accepted a

No. 30 F. sound with no difficulty. Five months later

the findings were the same. Reexamination in June, 1929,

showed no recontraction and a No. 30 F. sound could be

passed easily.

Case 2. Traumatic stricture of membranous urethra,

complicated by perineal fistulae.

Mr. M. J. K., state industrial case, aged 40, was injured

September, 1924, by a fall astride the side of an open

freight car. The urethra was ruptured and an attempt

made to repair it through the perineum. Attempts to pass

sounds postoperatively were unsuccessful and were fol-

lowed by bilateral epididymitis.

Referred for examination September, 1925. There was
a dense stricture of the bulbomembranous urethra, passable

only by filiforms. There was a severe infection of the lower

genitourinary tract, a bilateral epididymitis and several

perineal fistulae.

Operation. October, 1925. The prostate was exposed

through the perineum and the fistulae, scarred perineum

and large portion of the urethra excised. The urethra was
repaired about a catheter.

Dilatations. A No. 25 F. sound on the fourteenth day,

then seven dilatations at frequent intervals up to 30 F.

Results. Examination on December, 1927, two years after

operation, showed a normal urine except for a few pus

cells, no dysuria and a No. 30 F. sound could be passed

with no difficulty.

Case 3. Congenital valvular obstruction of posterior

urethra.

J. W., male, age 30, had suffered from urinary difficulty

since childhood. In 1924 an attempt to forcibly dilate the

urethra under a general anesthesia resulted in an acute,

complete retention of urine, requiring an indwelling cathe-

ter for its relief. He was made worse by the procedure.

Examination December, 1925, showed a congenital valve

at the membranoprostatic junction (type 3, Young’s classi-

fication) with marked sacculation of the posterior urethra,

almost a diverticulum behind the valve.

Operation. February 6, 1925. Prostate was exposed as

in a perineal prostatectomy. The posterior urethra was

opened and the valve and redundant, sacculated posterior

urethra excised. The urethra and soft parts were sutured

about a retention catheter which was removed after

seven days.

Dilatations. Six up to 30 F. at short intervals.

Results. There was no urethral calibration until two years

later, at which time he accepted a No. 25 F. sound with no

difficulty. A No. 30 F. was passed at the second dilatation.

The urine was normal and there was no dysuria.

Case 4. Gonorrheal stricture of bulbomembranous urethra.

C. K., quartermaster, first class, U.S.N., aged 22, had

had gonorrhea fifteen years previously. There had been

numerous recurrences, and repeated dilatations for stric-

ture were followed by severe reactions, local and general,

and a rapid recontraction of the stricture.

The patient was admitted to the hospital with chronic,

incomplete retention of urine. Filiforms were passed with
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difficulty. Because of the previous history a urethroplasty

was suggested and accepted.

Operation. July, 1921. A urethroplasty was done with

excision of stricture after the method of Maxmillian Stern.

Dilatations. Four postoperative up to 30 F.

Results. Patient returned to duty. There were no urethral

calibrations until five years later. Patient did not know size

of sound used. Seven years after the operation he accepted

a No. 27 F'. sound wdth no difficulty, although there had
been only one dilatation since the operation.

SOLIT.ARY CYST OF THE KIDNEY*

O. F. Lamson, M.D.

SEATTLE, WASH.

Solitary cysts of the kidney are quite rare and

the one I am reporting is of such enormous size

that it seems worthwhile to bring this subject to

your attention. Young states in his practice of

urology that out of 12,500 cases reported at the

Brady Institute of Urology, there was not a single

one of solitary cyst of the kidney.

Some pathologists claim these cysts are not as

rare as usually supposed, and cite autopsy findings

in which they are found in from 3 to 5 per cent.

iMost of these are small, serous retention cysts of

no clinical significance. Some of these contain straw

colored fluid, while others contain blood, usually

old and necrotic unless there has been a recent

hemorrhage.

It is quite likely that in most cases the hemor-

rhage is secondary and occurs from ruptured ves-

sels in the wall of the enormously distended cyst.

Colston reports a case in which there w'as a solitary

cyst and a coexisting papillary cyst adenoma of the

kidney. The question might naturally arise which

process was primary and if the adenoma by block-

ing the tubules might have caused the cyst to de-

velop. On the other hand, the cyst may have been

primary and have been an important factor in the

development of the papillary cyst adenoma, through

the well known theory of chronic irritation which

is recognized as an important cause in the develop-

ment of cancer elsewhere.

The etiology of solitary cysts is more or less

theoretical. The lesion has not been produced that

I am aware of by animal experimentation to verify

the theories that have been advanced. Three etio-

logic factors have been suggested as causes for the

development of solitary cysts. ( 1 )
They are due

to embryologic defects. (2) They are caused by a

failure of union between the glomeruli and connect-

• Read before a Meeting of Western Surgical Asso-
ciation, Del Monte, Calif., Dec. 12-13, 1929.

ing tubules. (3) They are retention cysts due to
|

constriction of the tubules, most probably by in- I

flammatory processes or congenital defects.
]

That they are retention cysts is more generally

accepted, but it is quite possible that there may in

addition be some congenital defect. The cyst arises

from the cortical portion of the kidney. As it de-

velops it approaches the surface of the kidney and '

thereby thins the cortex which with the capsule
'

forms the cyst wall. The cyst rarely, if ever, com-

municates with the kidney pelvis.
!

j

>

There is a great variation in the size of the cysts,
[

ranging from that of an English walnut to one that 1

is large enough to almost fill the abdomen. It is i L

only the larger ones that we are concerned with
|
E

clinically, as the small cysts do not cause symptoms
|

and are usually not found except in postmortem I

examinations or in the palpation of the kidney in I

the course of an abdominal operation.
j

The diagnosis of solitary cyst of the kidney is
|

rather difficult from examination as it might easily ^

be confused with any other tumor of the kidney.

The history of a tumor developing in the kidney i

region after middle life, with a gradual increase in
|

size without any special symptoms, would lead one

to suspect a cyst. If it is very tense one may not be

able to elicit fluctuation. By cystoscopic examina-

tion and pyelography one can differentiate between

a cyst and hydronephrosis.
|

Braasch and Carmen pointed out several years
j

ago that in large cysts of the kidney there is a

shortening of the adjacent calices and flattening of
|

the nearest portion of the pelvis. It is possible,
|

however, to have a normal pyelogram with a cyst,
j

if it is so situated as not to deform the calices and
i

pelvis. In a very large cyst, however, this is hardly
^

possible as there is sure to be some pressure on the

calices and pelvis of the kidney. The pyelogram of

a hydronephrotic kidney will naturally show an

enormously distended pelvis.

The renal function is likely to be very much

impaired in a large solitary cyst, due to excessive

pressure on the kidney. iMost of the 250-odd cases

reported have occurred in patients between thirty
|

and sixty years of age, although they have been

reported in infants and children.

The growth is usually slow’ and no definite symp-

toms are noted. Usually these cysts are discovered

in a routine clinical examination. Occasionally the

patient discovers the tumor. Some remain sta- t

tionary for years, while others have a tendency to
J

grow rapidly until they fill almost the entire abdo- ,
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Fig. 1. Side view of abdomen, showing size of tumor.

Fig. 2. Pyelogram of right kidney, showing displace-
ment to left of midline.

men. Hemorrhage into the cyst in some cases un-

doubtedly accounts for its rapid enlargement.

Of the cases reported, about two-thirds have been

in women, one-third in men. The treatment is sur-

gical. In some cases, if the cyst is not too large, it

may be removed together with a small part of adja-

cent renal tissue or it may even be wise, if it is

confined to one pole, to resect the pole of the kidney

Fig. 3. Shows tumor filling right side of abdomen and
extending six inches to left of midline.

with the cyst. In the very large cyst nephrectomy is

nearly always indicated.

The following is a report of a case of solitary cyst which,

on account of its enormous size and comparative absence

of symptoms, seems of sufficient importance to place on

record. The patient was a man, age 66, first examined

July 26, 1929. He gave a history of the gradual develop-

ment of a tumor in the region of the right kidney of about

fifteen years duration.

The tumor had gradually enlarged until it almost filled

the entire abdomen, pushing the stomach, colon and small

bowel well over to the left. There had been no associated

pain. He complained a little of distress in the right inguinal

region when he stooped over and some shortness of breath,

probably due to pressure on the diaphragm.

Examination of the patient revealed a tumor which

nearly filled the abdomen (fig. 1). In the left lower

quadrant could be felt a mass about one-half the size of

a normal kidney, evidently a part of the tumor. No fluc-

tuation was elicited As the patient gave a history of grad-

ual development of a tumor which was first noted in the

right kidney region, I was quite sure it had originated in

the right kidney.

Urinalysis showed a trace of albumin and an occasional

cast; normal specific gravity. Dr. O. A. Nelson made a

renal study, experiencing considerable difficulty as the

patient had a large prostate.

The renal study showed a normally functioning left

kidney but no function was shown in the right kidney in

forty-five minutes. A pyelogram of the left kidney was
normal. The left ureter was displaced to the left consider-

ably by the tumor.

A pyelogram of the right kidney showed the pelvis dis-

placed to the left of the midline about four inches (fig. 2).

There was a marked flattening and elongation of the

calices which was considered characteristic of cysts of the

kidney. The roentgenogram also showed an abdominal
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Fig. 4. Photograph of cyst, showing remnant of kid-
ney on upper border.

tumor filling the right side of the abdomen and extending

fully six inches to the left of the midline (fig. 3). Dr.

Nelson made a definite diagnosis of a solitary cyst of the

right kidney and recommended operation.

Operation was performed July 30. A right rectus incision

was made, extending from the right costal margin to the

level of the pubes, and an incision at right angles to this,

extending to the right hypochondrium. In attempting to

deliver the tumor it ruptured and a large amount of the

contents escaped. The cyst contained about eleven or

twelve quarts of a dark brownish fluid. It was dissected

from its attachments and removed wdth the remaining por-

tion of the kidney. The wound was closed and drained. It

healed by first intention and the patient made a satisfactory

recovery.

PATHOLOGY

Gross examination. Large, roughly rounded mass, 30 cm.

in diameter, consisting almost entirely of a huge cyst, on

which about one-half of kidney is seen projecting (fig. 4)

.

The cyst is rough on outer surface from adhesions. The
walls average 4 mm. in thickness. Cyst is filled with

brownish fluid and detritus, some of the latter being ad-

herent to the inner surface, but easily scraped off, leaving

a white reticulated surface. The cyst is separated from the

kidney proper by this thick wall. In addition to the main
cyst several small urinary cysts appear in the kidney

remnant.

Microscopic findings. Section of the cyst wall shows only

structureless degenerated material on the inner surface. The
wall proper is essentially fibrous, with a few infiltrating

lymphocytes.

Diagnosis. Degenerating cyst of kidney.

The outstanding features of this case may be

summarized as follows:

1. The enormous growth of the tumor had been

a gradual one for a period of over fifteen years,

with displacement of the stomach, colon and small

intestines to the left side of the abdomen.

2. In spite of the great size of the tumor, there

w'as a comparative absence of symptoms. The symp-

toms complained of were moderate dyspnea, due to

pressure on the -diaphragm and thereby some limi-

tation of expansion of the lungs; enlargement of

the abdomen and some distress in the right groin

on attempting to stoop over. He was moderately

constipated which could probably be attributed to

the tumor.

COLLOID CARCINOMA OF THE
URINARY BLADDER*

.Alexander Hamilton Peacock, M.D.

AND

Donald G. Corbett, M.D.

SEATTLE, WASH.

Ninety per cent of all tumors of the urinary

bladder arise from epithelial tissue and practically

all of them eventually become malignant. The vari-

ous terms and classifications of these tumors are

confusing. They should really be classed as car-

cinoma, then designating the types as squamous-

cell, nonsquamous (basal-cell), malignant, papillo-

ma, papillary carcinoma, and adenocarcinoma. In

addition there are the various early nonmalignant

growths, as adenoma, cyst, hemangioma, benign

papilloma, fibroma, lipoma, leiomyoma and der-

moid cyst. Last there are the rare embryomata

which may be benign or malignant, as teratoma,

myxoma, rhabdomyoma, chondroma and dermoid

cyst. Colloid carcinoma is included under the

adenocarcinoma class. Adenocarcinoma is rare,

forming one-half per cent of all bladder tumors.

It seldom invades the bladder wall.

The ideal treatment of all bladder tumors, aside

from the frank papillomata, is resection of the

growth. Radium, deep roentgen rays, coagulation

and diathermy are poor substitutes for the knife.

•At best, a partial destruction of the growth is ef-

fected. Results are looked for in the secondary

slough and cicatrization. With the knife, either

cold or radio, the tumorous area is entirely re-

moved, the incision being made into healthy tissue.

Where the tumor involves a ureteral orifice, the

ureter should be severed and reimplanted in the

reconstructed bladder or into the sigmoid. It is

surprising how large a portion of the bladder can

be resected and yet leave a good functional organ.

Complete resection of the tumor gives the patient

the best chances for a cure. This same principle

holds good for carcinoma of the breast, the lip, the

cervix and other tissues.

* Read before Annual Clinic of Seattle Surgical So-
ciety. Seattle, Wash., Jan. 18. 1»30.
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Fig. 1. Show.s carcinoma of bladder with collection
of cy.sts.

In bladder surgery there is no objection to en-

tering the peritoneal cavity, packing off the bowels

when necessary and cutting through all coats of

the bladder. The danger of infecting the peritoneal

cavity with urine is extremely remote in my ex-

perience. A complete excision of the carcinoma

seems to offer the patient the only hope of a cure.

All other methods of destruction so far have been

most inefficient and unsatisfactory.

The following case is reported as of unusual in-

terest. The cystic formation, full of sago-like mate-

rial, and the large size of growth are seldom en-

countered. Referred by Dr. J. A. Benshoof.

Patient, a white male, 68 years old, married and a

grocer by occupation.

His family, past medical and surgical histories are neg-

ative.

Five months before presenting himself for examination,

he noted that he urinated too frequently. Nocturia four

or five times. No pain. His stream was fair, started and

stopped easily. This continued for four months, when he

voided a considerable amount of bloody urine. Hematuria

has continued at intervals, generally terminal. No symp-

toms referable to the upper urinary tract.

Physical examination was negative. His prostate was nor-

mal. There was no residual urine. His urine was cloudy,

showed many red blood cells and pus cells, no tubercle ba-

cilli or other bacteria. His Wassermann was negative.

Cystoscopy showed a granular posterior urethra, an irri-

table, trabeculated bladder with a marked hypertrophy of

the interureteral ridge. No tumor, ulcer or foreign body
was seen. The ureters were catheterized. Pyelograms were

negative. A diagnosis of posterior urethritis was made.

He was placed on palliative treatment and improved
immediately. This continued for several months, at the

end of which time, though not uncomfortable, he still

Fig. 2. Show.<< re.section of the neopla.sm.

voided considerable blood and large chunks of tissue. Ex-
ploratory cystotomy was recommended and performed
under spinal anesthesia.

A transverse incision was made two inches above sym-
physis through the skin and fascia. Recti muscles were
separated and a ball-like mass, apparently bladder, was
easily seen (fig. 1). On incision, however, it was found
to contain about 300 c.c. of ropy, colloid material. When
this was removed, the mass was seen to be a cyst on

top of the bladder. The bladder was then opened, and
the tumor mass was found to project very slightly into

the bladder on the posterior wall over an area of about

10x7 cm. The remainder of the bladder was normal. The
peritoneum was opened and entire tumor exposed. It was
found to be limited entirely to the bladder. The tumor
was entirely resected, the peritoneum and bladder closed,

a large drainage tube being tied in place (fig. 2)

.

The patient’s condition at the end of the operation

was satisfactory. The drainage tube was removed in six

days and patient started to void the next day. In four

weeks time the wound was entirely tight, and no symp-

toms have persisted or recurred since operation.

Pathologic report. Large cystic spaces lie between strands

of fibrous tissue, and occasional smooth muscle. Lining the

cysts are occasional patches of epithelium of columnar

type, and usually in a single layer. No squamous celled

areas are seen.

Diagnosis. Colloid carcinoma of bladder.

Report of Progress on Use of Ephredine in Case of

Myasthenia Gravis. Harriett Edgeworth, Tucson, Ariz.

{Journal A.M.A., April 12, 1930), relates her own experi-

ences as the subject of therapeutic experiments made to

give relief from the symptoms of myasthenia gravis. Quite

by accident she discovered that relief followed the taking

of ephedrine. In the past three months she has been taking

six-eighth grain daily except for a few days. She is now
able to walk the distance of several rooms, to get into

and out of a car with a small amount of help, and to

speak and chew without difficulty. She can raise her arms
to her head for a few minutes, write a short letter, and
read the morning newspaper without diplopia appearing.

The pulse quality has improved, and she is much less con-

scious of a shortness of breath. The cyanotic symptoms
have almost disappeared.
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DIAGNOSIS OF ARTHRITIS

R. L. Jeffery, M.D.

SEATTLE, WASH.

In this short paper it is obviously impossible to

discuss arthritis exhaustively but I will try to

analyze a typical case of infectious arthritis. This

type is seen frequently by every general practi-

tioner and, although apparently very simple, often

leads to a great deal of mental anguish in the

minds of both patient and doctor because of the

frequent failure of the condition to respond to

ordinary measures.

I have selected this particular case because it so

well illustrates what may be called the masked

focus of infection which constitutes the etiology.

Let us first consider the history and physical

findings.

The patient is a woman, age 40, housewife by occupa-

tion. She has two children both living and well. She has

had no serious illness except influenza in 1918 and again

in a milder form in 1927. Convalescence following the last

attack was rather slow, but after two months she seemed

quite normal and thinks she has been quite well ever since,

although she tires easily. She has noticed since then that

she has had rather frequent colds which is unusual for her.

Menstrual history is negative. There has been a slight

tendency toward constipation since 1918, but she has

always been very careful to secure at least one good bowel

movement daily.

Present complaint. Eighteen months ago she noticed a

slight swelling of the second joint of her ring finger which

was painful but lasted only ten days. Some time later,

however, the swelling again appeared with the addition of

two other swollen joints on the other hand and a few

days later her left knee became involved. On the advice of

her physician the tonsils were removed with no beneficial

effect.

Roentgenograms showed two devitalized teeth, one of

which had a small apical abscess. These teeth were re-

moved and the following day her symptoms were greatly

exaggerated and she was forced to go to bed for a week.

The process did not subside entirely but was somewhat

improved during the following three months. Then her

other knee became involved. She then tried mud baths,

chiropractic treatments, various diets, etc. The course of

the disease was up and down and she began to have stiff-

ness and pain in both shoulders.

Physical examination. This is distinctly disappointing

because there is absolutely nothing that we can point

to which is abnormal except a slight lowering of the

polymorphonuclear leucocyte count, a moderate anemia

and low hemoglobin. In our search for focal infection

we find sinuses clear. Tonsils have been cleanly removed,

nasal passages clear, and there is a slight redness of the

pharyngeal wall. Roentgenograms of the teeth are nega-

tive. There is a slight degree of pyorrhea present. The
chest cavity is entirely negative. The abdomen shows noth-

ing but a slight tenderness over the ascending colon and

some evidence of gas in the cecum. The blood pressure is

slightly subnormal for a woman of her age.

It is quite obvious to us that we are dealing with a

straight case of infectious arthritis. But where is the

infection located and what is the exact state of affairs sur-

rounding such a case?
|

Let us review the events leading up to the tragedy, as
1

the detectives say. In the first place, note the fact that '

she has had no illnesses except influenza and these occurred

in 1918 and 1927. Also, observe that she did not do well
|

following the second attack. Further, if we question her '

,

carefully concerning her subsequent health, she admits she

has not been quite as active as usual and tires more easily

than prior to 1927, but she had considered her health good.
j

Note that her constipation dates back to 1918, following I

’

the influenza attack of that year.
!

jThe next fact of interest is that she had her tonsils re- ^
I

moved without improvement and removal of the teeth
|

!

set up an acute exacerbation of her arthritis. '

i

'

With these facts in mind we can feel reasonably

justified in drawing conclusions as to the origin,

course and present location of her infection. We i

j

know that influenza is fundamentally a strepto- i

coccal infection. If the patient develops sufficient
^

resistance at the time of the infection, no sequellae

result. But if the immunization process is not

complete, the streptococci may remain in the body

for years as saprophytes. The patient while in rea- '

[

sonably good health will maintain a sufficient im-
'

munity to render these organisms relatively harm-

less. I

I

Concerning this patient it is very probable she
|

did not recover from the first influenzal infection
j|

but retained a residual focus in her colon. Hence
j

her constipation tendency. She must have fared

even worse from her second attack in 1927 for we
see ample evidence of the effects of chronic infec-

tion ever since, viz., slow recovery, lack of usual
|

pep, easy tiring and diminished resistance to colds,
j

etc. A rather significant observation is the fact

that chronic infection seems to have a fairly definite

effect on the red cell count and the hemoglobin in

patients of this type. We almost always find there

is a very definite anemia and also a definite lower- !i

ing of the hemoglobin content of the blood.

The tonsillar infection, while always a menace

and a possible focus, probably had very little to
[

do with the arthritis. The teeth, however, must i

have had a very definite relationship to her arthritis 1

and were undoubtedly definite foci.. It must be j.

remembered that this woman’s body was making '

desperate efforts to widthstand the barage of or-

ganisms and toxins thrown into the blood stream

from her other foci at the time the teeth were ex-

tracted. The trauma and tissue laceration attendant

upon the extraction threw another shower of arth-

ritic organisms into the already overtaxed blood

stream and an acute progression of the disease

resulted for a time.

1



May, 1930 SHORT HEEL CORDS—WYCKOFF 21-1

The very important point which I wish to make

is that chronic infectious arthritis, is not usually

caused by a single focus of infection but is the

result of multiple foci which as a rule include the

gastrointestinal tract. I have tried to give our

ideas as to how the original infection gains entrance

and later a foothold in the body. It is our opinion

that only certain strains of streptococci cause arth-

ritis and that these vary in different people and

in different localities.

.Aside from the special problem of treatment,

what interests us at this time is the factor or fac-

tors which tear down the individual’s resistance to

the point where the infection causes acute Joint

symptoms to develop. We have found several fac-

tors which seem to us important. First and most

important is worry. If you will delve into your

case histories in this regard you will be surprised

to find how many cases of arthritis are preceded

by worry on account of financial, domestic troubles

or grief. Another factor is associated disease, such

as cancer, diabetes, amebiasis, endocrine disturb-

ances, etc. Other conditions which some times have

a bearing are overindulgence of various sorts.

Putting arthritis on a chronic infection basis

makes the treatment naturally a problem in im-

munology. We have treated a great many cases

in the last few years by various methods, ranging

from straight orthopedics to intravenous medica-

tion. We have found that the serologic methods of

Burbank and Hadjapoulis give us by far the best

and most satisfying results. Burbank’s methods are

too involved in detail to discuss here but we hope

in a subsequent paper to present the results which

we have met with in its use.

1213 Medical and Dental Bldg.

SHORT HEEL CORDS

H. J. Wyckoff, M.D.

SEATTLE, WASH.

This was the term used during the late war to

designate a condition in which the foot could not

be dorsiflexed to the normal 15° to 20°, on account

of an actual shortening of the tendo achilles and a

spasmodic condition of the calf muscles. In the

routine examination of men for military service it

was found that in at least 16 per cent the foot

could not be brought above a right angle with

the leg without considerable difficulty. Most of

these men presented no findings other than the

shortening. In office practice this condition is found

very frequently, producing a variety of symptoms.

Many more cases are seen in women than men.

The cause is not definitely known, but it is be-

lieved that an actual shortening of mild degree may
be present at birth. This may be aggravated by

various conditions, such as occupation, prolonged

confinement to bed without support to the feet,

improper shoes or frequent changing of shoes with

varying heights of heels. The most frequent age

for symptoms to develop is between thirty and

forty, but cases have been seen as young as two

years and as old as eighty.

With a shortening of the heel cords the weight

of the body is thrown forward and, when balance

is reestablished, there is a resulting strain on the

muscles and ligaments about the lower back, hips

and knees. This shortening frequently produces a

disturbance of the normal muscle balance of the

anterior and posterior muscle groups of the leg.

The anterior muscles are stretched and become

weakened and easily fatigued. The posterior mus-

cles are under more or less continuous strain, the

patients at times complaining of aching or cramps

in these muscles. There is frequently a thickening

about the tendo achilles with tenderness on pres-

sure. A bursitis may develop at the point of at-

tachment of the tendon to the os calcis, the so-

called “Albert’s disease.” This usually develops

only when a shoe or boot causes direct pressure

at this point.

A shortening of the heel cord causes a lateral

instability below the ankle, allowing or forcing

the foot to roll inward or outward. If the foot

rolls inward, a sprain of the external lateral liga-

ments may result. If it rolls outward, a strain

on the longitudinal arch may occur. A pronated

foot, which would normally produce no symptoms,

is subjected to an added burden by a shortening

of the heel cords and symptoms develop.

Normally, when standing, at least two-thirds of

the weight of the body is carried on the heel.

With a shortening of the heel cord the heel is

practically suspended and an abnormal amount of

weight is thrown on the anterior part of the foot.

The metatarsal arch is not designed to carry much

weight, so when added weight is thrown upon it,

the arch flattens or is actually reversed. This por-

tion of the foot widens so that, even with shoes of

extreme combination last, pressure cannot be

avoided over the first and fifth metatarsal heads.

Continued pressure over the first metatarsal head
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produces a bursitis and a bony enlargement which

in time forms the typical bunion.

A loss of the metatarsal arch produces other

symptoms, such as metatarsalgia, Morton’s toe, cal-

luses under the metatarsal heads, clawing of the

toes and corns. It may be safely said that most

foot conditions may be caused directly or indi-

rectly by short heel cords.

The treatment depends on the degree of shorten-

ing. The milder cases may be relieved by daily

stretching and exercises. Most of the cases with

symptoms fall in the class of moderate shortening.

These can usually be corrected by stretching in

casts. The casts are applied with the knee flexed

and the foot in a corrected position. .\t the end of

five days the casts are wedged and the final correc-

tion made. The casts are removed in from ten days

to two weeks and walking allowed in strong, well fit-

ting shoes. Daily exercises are advised for at least

six months. As a rule the foot conditions require

no other treatment. The cases with extreme short-

ening require tenotomies, but these are very rare.

In summarizing the following points may be

made:

1. Short heel cords are very common.

2. All short heel cords do not produce symptoms.

3. Improper shoes are an important factor in

producing this shortening.

4. Almost all foot conditions are a result of

short heel cords.

5. Most cases can be easily relieved by stretch-

ing in casts.

Metaphen as Germicide and Skin Disinfectant.
George W. Raiziss, Marie Severac and J. C. Moetsch,
Philadelphia {Journal AM.A., April 19, 1930), report on
the results of an extensive study of metaphen and many
other antiseptics in blood serum and skin disinfection. The
technic used to study the skin disinfection is in principle

the same as that of Roberts, with certain modifications.

They contend that only an antiseptic which passes the
most rigid test is to be considered safe for use in all clini-

cal cases in which a germicide is to be applied. The con-
clude, therefore, that, considered from this point of view,

ethyl alcohol, which is used extensively, is disqualified as a

skin disinfectant. A solution of hexylresorcinol 1:1,000

(S. T. 37) gave growths of bacteria in all tests. Acriflavine

base was found to be efficient in the 2 per cent concentra-
tion, resulting in sterilization in 80 per cent of cases. It is

important to note that a S per cent solution of iodine is

ineffective and a 7 per cent is effective in 88 per cent of

cases. Two per cent mercurochrome-alcohol-acetone-water
solution showed only 79 per cent efficiency. An aqueous
solution of metaphen 1:2,500, or 0.04, produced steriliza-

tion in all of the fifty tests performed. Metaphen proved
to be efficient in very high dilutions. This a 1 : 2,500 dilu-

tion of it, or 0.04 per cent, was found to produce 100 per
cent sterilization, while 7 per cent iodine and 2 per cent
mercurochrome sterilized at five minute intervals to the ex-

tent of 70 per cent and 50 per cent, respectively. This in-

dicates that better results were obtained with metaphen in

dilutions 175 and fifty times greater than those employed
for iodine and mercurochrome, respectively.

STABILIZATION OF THE
PARALYTIC FOOT*

C. F. Eikenbary, M.D.,

AND

John F. LeCocq, M.D.

SEATTLE, WASH.

The characteristic element in practically all para-

lytic feet is instability. This may be the result

of extensive paralysis, resulting in the flail foot

or a paralysis of only one or two muscles, resulting

naturally in deformity. The child who has a weak

tibialis anticus and a weak common extensor will

naturally develop an equinovalgus deformity, the

reasons being purely mechanical; the result is a

marked degree of instability. Other deformities

result from paralysis of other muscles or other

groups of muscles, the cause in all cases being

purely mechanical and readily understood.

While it may not be within the province of this

paper, we wish to again emphasize the well known

fact that paralysis and deformity should not be

synonymous terms. While a partial paralysis of the

extrinsic muscles of the foot is the cause of de-

formity, this need not and would not occur, if the

foot were properly supported during and following

the period of recovery. The orthopedist should not

be required to operate for the correction of a pre-

ventable deformity. If the patient came to the

orthopedist with paralysis only, it would be a far

easier task to evaluate the existing condition, the

degree of paralysis, etc.

Too much emphasis cannot be placed upon the

necessity of early and constant support for all

cases of infantile paralysis. Recovery is markedly

aided by proper support and deformity is pre-

vented.

Twenty-five years ago great emphasis was laid

on tenotomy, this being done, of course, to cor-

rect deformity. Transplantation of tendons was

just in its infancy. Tenotomy of the tendo achilles

for the correction of equinus was more frequent

than that of any other tendon. The tenotomy cer-

tainly had no effect toward increasing the stability

of the foot. On the contrary, it all too frequently

converted a moderately stable into an unstable

foot; thus a brace became necessary. Walking

with a brace probably was an improvement over

the former condition of deformity, but was far from

satisfactory.

• Read before a meeting of North Pacific Surgical As-
sociation, Portland. Ore.. Dec. 6, 1929.
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Tendon transplantation, the use of artificial liga-

ments of silk and tendon fixation to take the

place of ligaments, all had their vogue about the

same time. The use of braided silk to take the

place of paralyzed tendons by acting as artificial

ligaments was doomed to failure from the start; it

was an unphysiologic procedure, utterly inadequate

for the task imposed upon it, and has fallen into

disuse. The effort was interesting but mechanically

unsound. Fixation of paralyzed tendons into bones

was a step in advance of the use of silk, more

valuable than the silk but mechanically unequal

to the strain. In children the use of tendon fixa-

tion occasionally resulted in serious deformation

where none existed before. The foot would grow,

while the fixed tendon would remain fixed, thus

pulling the foot into the attitude of deformity. This

procedure has practically passed into disuse. We
see no reason for its retention in modern surgery.

Tendon transplantation has survived and still has

its use. Its use, however, is very limited. It is prac-

tically impossible to accurately evaluate the

strength of the tendon to be transplanted. It may

be too strong or too weak; in either case the result

is likely to be disappointing. Too often we have

seen the attempt made to transplant a plantar

flexor tendon to a position where its action to be

of value must be that of a dorsal extensor. Such

attempts are not based upon sound physiology and

result in failure. A strong hallucis longus tendon

may be made to partially take the place of a weak-

ened tibialis anticus, or a weakened common ex-

tensor may be strengthened by the transplanta-

tion of a fairly strong tibialis anticus to the center

of the tarsus. The results are fair but by no means

brilliant.

There is one condition wherein tendon transplan-

tation works remarkably well, in a paralytic cal-

caneous where we have a good tibialis posticus and

a good peroneus longus. Excellent results may be

obtained by the transplantation of both tendons

through a hole bored through the os calcis, thus

taking the place of a weakened tendo achilles.

It has been my experience that this represents the

one really excellent procedure for tendon trans-

plantation.

For the past fifteen years we have heard more

and more of stabilization by means of work on the

bony structures by arthrodesis. Today we feel that

arthrodesis of one type or another represents the

only efficient and certain means of properly stabil-

izing the paralytic foot. For years we have prac-

ticed arthrodesis and we are not in any way dis-

appointed with the results. The procedure corrects

the deformity and the bony ankylosis prevents its

recurrence.

Paralytic equinovarus and equinovalgus both

represent deformation in the midtarsal joint, a

shortened tendo achilles and a lack of stability in

both the midtarsal region and the subastragalar

joint. A midtarsal arthrodesis to correct the lateral

deformation is necessary.

Thorough denudation of the articular surfaces of

the astragaloscaphoid and the calcaneocuboid joints

is performed. The portion of bone removed is

somewhat wedge shaped, the base of the wedge
being on the inner or outer side, depending on

whether the deformity to be corrected is that of

valgus or varus. Following the midtarsal proce-

dure, the same plan is carried out with reference

to the subastragalar joint. A thorough denudation

of this joint is not so readily accomplished as in

the case of the midtarsal joint, but with ordinary

care it can be accomplished. The tendo achilles

usually has to be lengthened. In order to prevent

a recurrence of the equinus, the scaphoid is cocked

up on a higher level than it usually occupies (fig.

15, case 5). The operation is accomplished through

a linear incision two inches in length, extending

forward from a point in front of the lower end of

the external malleolus.

The foot and leg are then incased in a plaster

dressing which is worn from eight to twelve weeks.

Naturally it is exceedingly important that the foot

be placed in the plaster bandage in exactly the

position that is desired. A midway position is gen-

erally desirable, the foot being about 10 degrees

below a right angle with the leg (fig. 10, case 4).

Calcaneus deformities are more difficult to deal

with, but when properly treated the end-results are

quite satisfactory. The same midtarsal and sub-

astragalar arthrodessis as mentioned above are per-

formed. The head of the astragalus, however, must

be removed in its entirety. The sustentaculum tali

must be completely excised. If enough bone has

now been removed, both in the midtarsal and the

subastragalar regions, the foot can be displaced

backward, thus putting it in a position where the

body weight comes nearer the center of the foot

(fig. 11, case 6). The anterior lever is decreased

in length and at the same time the posterior lever

is increased.

Some modification of the above procedures is

frequently necessary, but in the main the arthro-
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desis described is rather rigidly adhered to. Occa-

sionally we find it desirable, in cases of equinus

(combined with either valgus or varus deformity),

to build up a bony block on top of the os calcis,

just posterior to the tibia (Campbell) (fig. 6, case

3; fig. 18, case 7). The object, of course, is to pre-

vent the foot from dropping into the equinus posi-

tion, very much as the olecranon prevents hyper-

extension of the elbow. This block is built up by

turinng up masses of bone from the os calcis and

by utilizing small pieces removed from the midtar-

sal region.

The illustrations submitted herewith are explan-

atory of the various procedures described.

Fig. 1, Case 1. Paralytic flail foot in equinus. Brace was
required.

Fig. 2. Case 1. Position of foot after arthrodesis and
tibial block (Campbell). No brace required.

Fig. 3, Case 2. Calcaneocavus. Radiograph following
midtarsal and subastragalar arthrodesis, combined
with marked posterior displacement of foot. Braces
required before operation.

Fig. 4, Case 2. Position of foot and range of movement
after operation. Walks well without braces.

Fig. 5, Case 2. Arthrodesis in midtarsal region and also
of subastragalar joint. Tibial block built on os calcis
posterior to tibia.

Fig. 6, Case 3. Flail foot in equinus before operation.
Radiograph after operation showing midtarsal and
subastragalar arthrodesis, combined with tibial block
on os calcis and posterior to tibia. Braces before
operation.

7. Case 3. Position of foot following operation.
Walks well without braces.

Fig. 8, Case 4. Paralytic equinus before operation.
Braces necessary.

Fig. 9. Case 4. Paralytic equinus. Radiographs show-
ing result of midtarsal and subastragalar arthrodesis,
combined with tibial block. Block more extensive than
necessary.

Fig. 10, Case 4. Walking position of foot after opera-
tion. Walks well without brace.

Fig. 11, Case 5. Severe calcaneus. Braces were neces-
sary. Radiographs showing midtarsal and subastraga-
lar arthrodesis combined with marked posterior dis-
placement of foot.

Fig. 12, Case 5. Walking position after operation.
Walks remarkably w'ell with braces.

Pig. 13, Case 6. Paralytic flail foot. Before operation.
Braces necessary.

Fig. 14, Case 6. Walking position after operation.

Fig. 15, Case 6. Midtarsal and subastragalar arthro-
desis. Scaphoid was displaced upward so as to take
care of tendency to foot drop. Walks well without
braces.

Fig. 16. Case 7. Paralytic flail foot in equinus. Braces
necessary.

Fig. 17, Case 7. Position of foot after operation.
Walks well without brace.

Fig. 18, Case 7. Radiograph showing midtarsal and sub-
astragalar arthrodesis, combined with posterior tibia
block built upon top of os calcis.

Normal Blood Pressure in Essential Hypertension.

The instability of the blood pressure in essential hyperten-

sion will often lead to normal readings of the blood pres-

sure if the patient sits quiet for from five to twenty min-

utes. This occurs even in patients with widespread vascu-

lar changes. David .Ayman, Boston {Journal AM.A., April

19, 1930), asserts that 56 per cent of seventy-six unselected,

untreated cases exhibited this finding. The paradoxic state-

ment that the disease hypertension may exist with normal

blood pressure apears to be justified. There is a wide range

of circumstances tending to lower an elevated blood pres-

sure. Certain anamnestic facts should especially lead to re-

peated blood pressure determinations.
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SOME FOOTBALL INJURIES TO THE
REGION OF THE KNEE JOINT

Don H. Palmer, M.D.

SEATTLE, M ASH.

There is no injury in football which is looked

upon with more uncertainty by coaches, trainers

and players than a disability in or about the knee

joint. A player with a nonfunctioning knee joint

is as helpless as a soldier with poor feet. He is a

constant worry to all concerned in the welfare of

the team, as he may be disabled on any play and

the whole complexion of attack may have to be

changed by a substitution.

In the modern game of football the knees are

subject to all forms of stress and strain, as well as

direct trauma. The constant desire to lighten the

weight of equipment to speed up the indnddual is

in a measure balanced by better types of sodded

playing fields and changes in rules. However, speed

and quick turning muII always be responsible for

many knee injuries.

Bursitis is one of the commonest findings in a

player, due to the constant falling on the knees.

The prepatellar and infrapatellar bursae are most

frequently involved. A bursitis under the internal

hamstrings or gastrocnemius tendons is not un-

common.

The prepatellar and infrapatellar bursae are often

greatly thickened, and firm, hard, cord-like areas of

dense tissue may be felt on the deep surfaces.

These at times are loosened or broken at one end

and hang free as a pedunculated mass, or may be-

come completely detached, forming the so-called

•‘mouse” in the sac. This condition, while not

serious and easily remedied, is very disabling during

a hard season, as the bursa will be painful and

always more or less filled with fluid. A further

trauma may rupture the bursal sac, which produces

a generalized inflammation in the immediate soft

parts, and compels the individual to curtail his ac-

tivties. The bursal sac is frequently involved from

furunculosis on the anterior surface of the knee.

-Acute bursitis is best handled by carefully with-

drawing the fluid with a needle, and the application

of mild elastic pressure. The procedure may have

to be repeated a second or third time within as

many days. In the chronic form the thickened areas

of the bursal sac, together with loose or peduncu-

lated tabs, should be removed by open operation,

the scar being placed well to one side of the

midline.

Vol. XXIX. No. 5

Traumatic periostitis about the tubercle of the

tibia and over the condyles of the femur is not

uncommon and produces considerable disability.

In either instance the periosteum may be elevated

and a small hematoma formed beneath, which may

be evacuated easily in the first instance. When the

condition affects the condyles, it is usually associ-

ated with and masked by the fluid which forms in

the joint, due to the associated trauma to the syno-

vial lining.

An exostosis of considerable size may form

which at times produces mechanical interference

with the hamstring tendons and may require re-

moval. I have removed such exostoses from the

shaft of the femur which have actually eroded

blood vessels in the quadriceps muscle, producing

a sudden large and apparently causeless hemor-

rhage.

The ligaments about the knee joint are seldom

actually ruptured. They are frequently the recipi-

ents of direct trauma, especially over the lateral

surfaces of the condyles, and at times are subject

to great lateral stress. It is this extreme lateral

stress which in my opinion is the direct cause of

the loosening or fracture of the semilunar cartilages.

I have had one case where the tibial tubercle

was torn loose and the anterior capsule of the

joint torn wide open; two cases where the tubercle

alone was loosened, and two cases of fractured

patellae from muscular exertion.

Injury to the internal semilunar cartilage is many
times more frequent than injury to the external

for two reasons. (1) The external cartilage is

larger, makes a complete circle, being shaped like

the letter “O,” has a greater area of attachment

and is subject to less stress and strain. (2) The

internal cartilage is “C” shaped, firmly fastened

before and behind, attached to the capsular liga-

ment of the joint and the margin of the internal

tibial tuberosity.

.A driving force applied to the e.xternal surface

of the knee, with the foot planted firmly on the

ground, especially when the individual is unaware,

creates a great strain on the inner side of the

capsular ligament and through it to the internal

semilunar cartilage. This force more frequently

loosens than breaks the cartilage. Hence, immo-

bilization and rest frequently restore such a knee

to normal function.

I have found in such cases the injection of 3 to

5 drops of tincture of iodine under the semilunar

cartilage of great value. Enough irritation is caused
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by the iodine to set the cartilage firm again. It

affords relief to the associated pain, and best of

all the patient is ambulant, no immobilization be-

ing required.

This treatment may be easily done in the office

by application of the following rule. With an iodine

swab draw a perpendicular line along the internal

border of the patella. At right angles to this, on

the level of the lower border of the patella, draw

another line inward. A point one and a quarter to

one and a half inches inward from the intersection

will locate the under surface of the internal semi-

lunar cartilage at its most prominent point. Thrust

the h3qDodermic needle straight in and it will pass

over the surface of the condyle, under the cartilage

where the iodine is deposited.

In seven to ten days the knee will tolerate al-

most complete activity. Extreme flexion of the

knee, such as squatting on the heels, is reserved for

a longer period when all swelling has disappeared.

The cardinal symptoms of fracture of the carti-

lage, such as locking, severe pain, fluid, crepitus,

increased lateral play in the joint and general in-

stability, call for but one line of treatment, namely,

the complete removal of the whole cartilage, to-

gether with all broken fragments, elongated syno-

vial fringe, and in some old cases a portion of the

indurated fat pad. I never operate in the acute

condition. I do not advise aspiration of the acutely

injured knee. Rather, immobilize in plaster of

paris or a Gibney adhesive dressing until the acute

condition has subsided. I never operate until the

skin about the knee is normal, free from all abra-

sions, superficial infections or rash.

I prefer the technic of Sir Robert Jones for re-

moval of the cartilage. Apply a firm Martin band-

age from the toes to the groin, with the foot ele-

vated. Then put on a tourniquet and remove the

Martin bandage, operating with the knee flexed to

a right angle, through a small right-angle curved

incision, beginning just inside the internal margin

of the patella and carried backward over the upper

border of the tibia, the incision being about one

inch in each direction. I have found a self-retain-

ing mastoid retractor of great value. The greatest

care is taken not to weaken the capsular ligament

when cutting the cartilage loose from its attach-

ment. A very small-bladed knife, with a long, three

and a half inch shank and a small, sharp, curved

chisel, I have found to be of great assistance.

The success of the operation depends on the

thoroughness of removal of the cartilage and the

minimum of trauma. From an experience I once

had in my early work, I believe the cartilage re-

generates in part. I removed the anterior half of

the cartilage which was loose, beveling the anterior

edge of the remaining posterior half. My patient

continued to have trouble. About one year after-

ward I was permitted to do a second operation and

to my surprise there had been a regeneration of

cartilage, but the posterior half was loose. A re-

moval of all the cartilage gave complete relief.

In my experience no ligations are needed. Small,

moist pledgets of cotton are used for sponges. The

synovial membrane is sutured with No. O plain

catgut. The capsular ligament is sutured with No.

1 chromic. Three dermal sutures are placed in the

skin and clips added as needed.

A firm bandage with plenty of padding about the

knee is applied, and a pillow splint tied about the

leg. The bandages about the pillow are cut on the

fourth day and patient advised to move the knee

within the range of comfort.

The patient is up and about with crutches at the

end of one week, using the knee as he desires. In

ten days he walks with a cane. In six weeks he is

discharged for general duty and his football train-

ing, with perfect knees.

GIANT CELL TUMORS OF
TENDON SHEATHS*

Homer D. Dudley, M.D.

SEATTLE, WASH.

While tendons and their sheaths are not exempt

from neoplastic attack, tumors originating in these

structures are relatively rare. One of these is the

so-called xanthoma or giant cell myeloma. Primary

neoplasms of tendon sheaths occur as benign fibro-

mata, lipomata, chondromata and xanthomata or

giant cell extraperiosteal foreign body tumors and

malignant lesions as sarcomata. Ganglia appearing

as tumefactions, forming localized cystic degenera-

tions with distention of the tendon sheaths, are

not classified as new growths.

Based upon histologic findings, tendon sheath

tumors have been given various names by individ-

ual investigators, several of whom have offered a

theory as to their pathogenesis. There is still some

controversy as to their exact classification. Stewart

and FlinU believe they are true neoplasms, while

others hold that they are granulomatous forma-

• Presented before the meeting of Seattle Surgical So-
ciety, Seattle, Wash., Jan. 1930.
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tions. Broders'^ believes “that it is justifiable to call

them benign growths which are probably the re-

sult of extravasation of blood following injury or

infection, as they seem to have more of the micro-

scopic features of a granulation tissue tumor than

a true neoplasm. Under no consideration should

they be called sarcomata.” McWhorter and Weeks®

conclude that “all forms of xanthoma are the result

of a systemic disease; hypercholesterolemia is an

essential feature, and the patholog>' of these

growths probably represents an irritative connective

tissue reaction due to the deposit of cholesterin.”

Foreign body giant cell tumors originate in bones

and fascia. They occur most frequently in the ten-

don sheaths of the hand, next of the foot, but have

also been found arising from tendons and fascia

of the forearm and leg. They usually occur singly,

and the most frequent site is at or near the meta-

carpophalangeal joint on the flexor surface of the

hand. Cases of multiple tumors of both hands and

feet have been reported. They commonly occur in

adult life, although a case is reported in an eight

year old child.

There is a history of trauma in the majority of

reported cases. This is not consistent with the ap-

pearance of multiple lesions or when they appear

simultaneously in both upper and lower extrem-

ities.

Pathologically these tumors are of great interest

and present uniformly characteristic findings. They
are fibrocellular in structure, are lobulated and

encapsulated. All the tumors contain typical mye-
loid foreign body giant cells. There is also present

small lymphoc5^es, fibroblasts, endothelial cells,

mononuclear phagocytes containing golden yellow

pigment and debris, with groups of xanthoma or

foamy cells, cholesterol and lipoid substances. Mac-
roscopically giant cell tumors of tendon sheaths are

lobulated, encapsulated, of firm consistency and
of a brownish or pinkish color. They do not metas-

tasize and apparently there is no tendency to malig-

nant reversion (figs. 1 and 2).

The clinical diagnosis is not easily made. The
chief lesions to be differentiated are simple ganglion

which is the most common, tuberculous tenosyno-

vitis, the various nonmalignant tumors and sar-

coma. The diagnosis is definitely established by the

characteristic microscopic findings.

Surgical removal is the only treatment indi-

cated. There is no recurrence if the tumor is com-

pletely excised. .Amputations of fingers or extremi-

ties have been needlessly performed under the mis-

taken diagnosis of malignancy.

Prior to 1891 these tumors were classified as sar-

comata and it was not until 1913 that Fleissig^

first showed that extraperiosteal giant cell tumors

of tendon sheaths were not sarcomata, and hence

the indication for conservative surgery was estab-

lished on a sound basis.

Fig. 1. Low power. Occasional giant cell. Diffuse
fibrous tissue. Moderate hyaline degeneration.

Fig. 2. High power. Multiple giant cells. Dense fibrous
tissue with tendency to hyaline degeneration and
fatty infiltration.

CASE REPORT

Mrs. VV. P., age 54, first noticed a small painless nonin-

flammatory growth on the palmar surface of the proximal

end of the left ring finger some time in 1923. This growth

gradually enlarged, although so slowly that it attracted
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little or no attention, until the spring of 1928 when it

was noted there was some limitation to flexion of the

finger, due to mechanical obstruction from the tumor itself.

About that time it became somewhat painful to pressure,

when objects were grasped firmly. It was at no time

inflamed. There was some tenderness to firm pressure over

the tumor. There was no history of an original injury.

Upon examination there was a firm irregular tumor mass

located on the flexor and ulnar surface of the left ring

finger, overlying its proximal phalanx. One lobule at the

lower border extended past the proximal flexor crease of

that finger. The skin was freely movable over the tumor.

It was apparently attached to the deeper structures of the

finger, although the tumor mass did not migrate with the

limited excursion of the flexor tendons. There was some

limitation of full voluntary extension and fle.xion confined

to about one-half normal range at the proximal and mid-

dle joints.

On January 10, 1929, under local anesthesia the tumor

was removed. It was found to be firmly attached at its

base to the flexor tendon sheath near the middle phalangeal

joint, involving a portion of the capsule. Apparently the

growth had protruded proximally along the sheath but was
attached to it only at one point. The tendons were not

involved. Macroscopically the tumor was a lobulated en-

capsulated firm, yellowish brownish mass about two centi-

meters in diameter. The cut section appeared yellowish in

color with occasional small pinkish areas. The micro-

scopic section showed groups of spindle and polyhedral

cells surrounded by dense connective tissue. There were

multinuclear foreign body giant cells scattered through

the structure. Convalescence was uneventful with full re-

turn of voluntary function and no recurrence to date.

BIBLIOGRAPHY

1. Stewart, M. J. and Flint, E. R.: Observations on the

Myeloid Tumors of Tendon Sheaths. Brit. Jour. Surg., Ill,

90-99, 1915-1916.

2. Broders, A. C.: Benign Xanthic Extraperiosteal Tumor
of the Extremities Containing Foreign Body Giant Cells.

Ann. Surg., LXX, 574-581, 1919.

3. McWhorter, John E. and Weeks, Carnes: Multiple

Xanthoma of the Tendons. S., G. and O., Vol. XL, 199-205.

4. Fleissig, J.: Deutsch Ztschi. f. Chir., CXXII, 239-

265, 1913.

Cobb Bldg.

TUMOR OF THE CEREBELLUM

George W. Swift, M.D.

SEATTLE, WASH.

A boy, ten years of age, entered the Children’s

Orthopedic Hospital, November 20, 1928, with the

following history.

Two months before admittance the mother had noticed

that the child vomited, especially in the morning when
he first got up, complained of headache, extending from

the forehead to the occiput but particularly on the right

side over the mastoid. Three weeks prior to entrance the

mother noticed the boy’s eyes had crossed and that he

complained of double vision. He had had attacks of weak-

ness of the legs from time to time during the last few

months. His vomiting, which was becoming a more and

more prominent symptom, had suddenly become projec-

tile in character.

Examination revealed a boy somewhat undernourished

but a little overdeveloped. He walked normally but, when
standing with his feet together and eyes closed, he fell,

always to the left. He had a well developed head, with

no scars on the scalp. There was no asymmetry of the

face. There was tenderness over the skull in the region

of the occiput.

The eyes showed double choked disc well advanced but

with the physiologic cup still present and very deep, a

gradually developing choke (fig. 1). There was nystagmus,

both lateral and vertical, both to the right and to the

left, coarser to the right than to the left. There was a.

double sixth nerve paresis, both eyes turning in. Hearing

was normal to tuning fork, the noise apparatus being used

first in one ear then the other. There was no evidence of

facial paresis.

The tongue protruded in a straight line. The teeth were

in excellent condition. Heart sounds normal and in the

normal position. Lung sounds normal. The abdomen,

while flat, did not show any signs of tenderness or masses.

The muscles were all well developed for the age. There

was no atrophy of any of the muscles in either arm or

leg. Hoover sign was negative. There was no adiado-

chokinesis, no past-pointing, but a definite falling to the

left.

The positive neurologic findings were slowly developing

bilateral choked disc; bilateral sixth nerve paresis; definite

falling to the left; projectile vomiting and headache, with

tenderness over the right occiput.

A diagnosis was made of a lesion of the right cere-

bellum.

Case of Adhesions in Right Upper
Quadrant. Arthur H. Curtis, Chicago
(Journal A.M.A., April 19, 1930), has
found that extensive adhesions between
the anterior surface of the liver and the
anterior abdominal wall, characteristi-

cally of the separate “violin-string”

type, are not infrequently encountered
in patients operated on for relief of pel-

vic distress incident to gonorrheal dis-

ease of the tubes. It would appear that
gonorrheal disease is not so invariably
limited to the pelvis as has heretofore
been assumed. Female patients with
symptoms suggestive of gallbladder dis-

ease or pleurisy may be suffering from
liver-abdominal wall adhesions compli-
cating a pelvic gonorrheal infection. Fig. 1. Choked disc, bilateral: tortuosity of vessels; marked papilledema.
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a Heuer silver tube, is inserted into the posterior

horn of the lateral ventricle, the day before operation.

The tulie is left in the ventricle, draining cerebro-

spinal fluid into the soft tissues of the scalp.

Fig. 3. Removal of verebel’.ar tumor with endotherm
loop. At a previou.s operation a small meningioma
had been removed.

On November 21 an incision was made under general

anesthesia over the right occipital pole and a small tre-

phine opening made in the skull, the dura opened and a

ventricular needle dropped into the distended ventric’e

(fig. 2 ). \ short Heuer silver tube was inserted into the

ventricle and the wound closed, allowing drainage to take

place under the scalp. The following day a cerebellar ex-

ploration was performed. A cyst at the site of the vermis

presented itself and, after it had ruptured, a tumor mass

was seen at the base of this cyst, red in color and about

the size of a small marble.

The patient collapsed at this time and, after being re-

stored somewhat with a transfusion, the wound was closed

and he was placed in bed. He made a prompt recoverx'

and on December 11 was transferred to Columbus Hos-

pital for deep roentgen-ray therapy. He responded very

promptly. After a full .‘^eries of treatments had been given,

he was allowed to go home. The condition improved

rapidly, the tumor apparently yielding to the roentgen-

ray therapy.

On August 16 the patient was readmitted to the Ortho-

pedic Hospital, when all symptoms had returned and in

addition a bulging mass over the cerebellar fossa. Dr.

Dickerson operated. small mass about the size of a

hickorx' nut was removed from the cyst cavity. This

proved to be a medulloblastoma and another series of ro-

entgen-ray treatments was given.

The patient did not respond well and on November 11,

1929, a year from the first admission, he was again ad-

mitted to the Orthopedic Hospital, with the original symp-

toms pronouncedly increased. The tumor mass had again

enlarged and had caused marked disturbance in the gait,

in addition to the double choked disc, nausea and vomiting.

radical operation was undertaken at this time and the

tumor mass removed entirely from the cerebellar fossa. The

mass had completely filled the right fossa, collapsing the

cerebellum to a small nub. By means of the electrosurgi-

cal unit loop, the tumor was removed piecemeal. There

was practically no reaction during the entire operation

(fig 3).

The patient made a very prompt recoverx'. Another

series of roentgen treatments was given and he continued

to improve gradually'. At the present time he is in school

and plays about with the other children. There is a mod-
erate degree of swelling in the occipital fossa.

The microscopic examination reported by Dr. Cefalu is

as follows:

Sections show a highly cellular tumor, whose component

cells vary in shape from round to oval. The nuclei are

dark staining and generally compact; an occasional cell is

seen having a large vesicular nucleus and dark nucleolus.

Cx toplasm of the type cell is scanty and ends in an in-

definite stream. No particular arrangement is followed,

an occasional tendency to lobular formation being noted.

By differential staining the interlobular septa are found

to be of fibrous tissue. This is unusual in this type of

tumor, but is regarded as a reparative effort, since sections

are from a reoperation. After staining by Cajal’s silver

method and Hortega’s “fourth variant,” no definite neuro-

or neuroglia fibrillae are made out arising in the type cell,

but an occasional spongioblast is noted, in addition to

probable large neiiroblasts (fig. 4). .A typical area is shown

in figure 5.

The presence of both spongioblasts and neuroblasts, in-

termingled with the predominant cell, is explainable only

on the assumption that the tumor is a bipotential one.

possessing upon differentiation the power to produce both

nerve and neurogliar cells. This brings their origin back

to the bipotential cells, termed by Bailey and Cushing

"medulloblasts.” and classifies the tumor as a “medullo-

blastoma.”
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E’iR. 4. Section of medulloblastoma, showing in addi-
tion to the type cell fibrous wisps (a) and probable
ncuroblasts (b).

P’ig. 5. Section of typical medulloblastoma, showing
oyal and fusiform cells in indefinite masses without
stroma.

SUMMARY

This case is of interest not only from the patho-

logic standpoint but also from that of the elec-

trosurgical unit in the removal of the cerebellar

tumor. Undoubtedly, had it been possible for the

tumor to be completely removed at the first opera-

tion with the cautery loop, there would have been

no recurrence. Unfortunately, we did not have

such an instrument available at that time and the

collapse of the patient, too, would have made its

use impossible. .Ut the second operation evidently

the entire mass was not removed, as it began to

grow rapidly immediately after. At the third op-

eration we were able to remove the entire mass.

The electrosurgical cautery loop gives us an in-

strument by which we hope in the future to remove

many of these tumors. This was impossible by the

old method, as shock was too great, the free bleed-

ing obscured the field and the loss of blood itself

made radical surgery practically impossible.

SURGICAL TREATMENT OF
TUBERCULOUS EMPYEMA *

ILLUSTRATED BY THREE CASES

Oscar S. Proctor, M.D.

SEATTLE, WASH.

One of the most difficult problems with which
the thoracic surgeon has to deal is the treatment of

tuberculous empyema. As a rule the entire pleural

cavity is infected, with the lung partially or com-
pletely collapsed, and frequently found as a small

shrunken organ along the vertebral gutter. In such

cases secondary infection is present, and in addi-

tion the condition is usually of relatively long

standing. Degenerative changes have occurred to

a greater or less extent in the vital organs, and

these patients do not stand operation well. More-

over, extensive surgery is, as a rule, required before

there is any prospect of clearing up the condition.

The cases coming to the surgeon may be di-

vided into four types: First, those who have neither

an external opening, nor a bronchial fistula; second,

those with a bronchial fistula but no discharge

of pus on the surface; third, those with an external

opening and no bronchial fistula; fourth, those with

both an external opening and a bronchial fistula.

We are not here considering those cases which

have a partial empyema, with a small well defined

collection of pus. These cases, as a rule, respond

to the ordinary methods of treatment.

Response to treatment and the prospect of cure

are roughly in the order already set forth; that is,

those cases which have both a bronchial fistula and

an external opening, as a rule, present the greatest

difficulty. It also happens occasionally that we are

confronted with a case which is being treated by

the medical man with repeated aspirations, and in

which a secondary infection has set in, necessitating

a thoracotomy, thus converting the case into one

of the third type. By using the closed method of

drainage we are sometimes able to prevent the

* Presented before the Annual Clinic of Seattle Sur-
gical Society, Seattle, Wash., Jan. 18, 1930.
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complete collapse of the lung, and leave a much

smaller cavity to be obliterated.

The things to be accomplished in the treatment

include the obliteration of this immense cavity

which often occupies the entire half of the chest;

the arrest of the infection in the pleura; and, when
possible, closure of the bronchial fistula. This must

be accomplished in such a manner that no one

stage will prove too great a shock to the patient’s

lowered vitality. After the patient has been brought

into as good condition as possible, the procedure

should be to do a complete thoracoplasty in stages,

in order to reduce as much as possible the size

of the cavity. Sometimes this will prove all that

is necessary, and nature is enabled to accomplish

healing in the course of a number of months.

\11 reparative processes in these cases are slow.

If cure does not take place, the patient will at

least be improved, and then it will be necessary to

unroof the residual cavity, produce a healthy gran-

ulating surface, and later close the defect with plas-

tic surgery. A bronchial fistula

which is resistant to all treatment

will have to be left to discharge

on the external surface.

The mortality is very high, and

among the causes of death may
be mentioned shock, wound infec-

tion (tuberculous or nontubercu-

lous), pneumonia, and occasion-

ally one sees a gradual decline

without being able to detect any
specific cause. The three cases

which I am presenting illustrate

the more favorable and relatively

least favorable types. They all

represent cures.

Case 1. R. W., age 23, has always
been slender. At the age of seventeen

he became sick with pain in the chest,

loss of weight, cough, huskiness, chills,

fever and night sweats. He lost strength

and raised a moderate amount of thick

yellow sputum. Entered sanatorium
soon after and was there continuously.

Four years ago fluid accumulated in

left chest and soon became purulent.

The pus was aspirated and acriflavine

treatment used, which seemed to help

a little. .At this time he had a continu-

ous high fever for nine months with

several severe hemorrhages. .Altogether

he has had one hundred hemorrhages.

Pneumothorax was attempted but

was unsuccessful. There was no bron-

chial fistula, nor any external openings,

and the case was a tuberculous empye-

ma without mixed infection. Two years and a half ago

his condition had improved to what was considered the

ma.ximum. His right lung was in good condition, with ar-

rest of whatev'er involvement there was present. The left

lung was about two-thirds collapsed, with the rest of the

chest containing pus which was spirated at intervals.

Two and a half years ago a phrenicectomy was done,

followed by a series of five thoracoplasties. One inch of

the first rib was removed, and the entire length of all

the other ribs as far as the costal cartilages. Recovery was
uneventful and gradual, and for the last year or more he

has been in reasonably good health; he is free from symp-

toms, has gained weight, and his strength is fairly good.

He is doing light work (fig. 1).

Case 2. .A. S. presented himself first in 1927, at which

time he had been sick for three years. For the preceding

six months he had had pleurisy, with loss of weight and

strength, huskiness, chills, sweats and chest pains. He was

raising a moderate amount of thick sputum. His right

lung was in good condition, and artificial pneumothorax

was used on the left side, and continued for a period of

over a year. .At this time fluid developed in the chest

which became purulent. There was not at any time a

bronchial fistula nor any external opening. .A phrenicectomy

was done, followed by an ordinary two stage posterior

a b

Fig. 1 Case 1, R. W. a, before operation: b, one year after completion of
operation.

Fig. 2. Case 3, S. L. a, before operation; b, after operation.
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thoracoplasty. The anterior ends of the ribs were not re-

sected, because it was not considered that it would be
necessary to accomplish a cure. His recovery was un-

eventful, with gradual gain in weight and strength, and
for some months he has been doing light work. He looks

and feels well.

Case 3. S. L., age 33. Onset of tuberculosis eight years

ago. Seven years ago he had pleurisy with effusion on
the left side. At this time he had pain in the chest on
breathing, cough, raising of sputum, and loss of weight,

together with the usual symptoms. He was considered a far

advanced case.

Six years ago pus started discharging spontaneously

from the left side, rather high in the axilla. Four years

ago he started raising pus through the mouth, with closure

of the sinus. From then to the time of his operation the

pus came through the mouth and the sinus alternately.

If the sinus were healed, it would come through the

bronchial fistula, and occasionally the bronchial fistula

would become closed and the sinus would reopen. He raised

about a cup full of yellow pus a day. He had an appar-

ently good lung on the right, with the left lung collapsed,

and the rest of the chest more or less filled with pus, de-

pending on the drainage (fig. 2).

Here was a case with a large bronchial fistula, following

a spontaneous perforation of the chest. The operations,

consisting of a phrenicectomy and multiple rib resections,

were completed two years ago, and for the last year he

has been up full time and working as a barber. He feels

well, and is free from any symptoms. Occasionally he raises

a small amount of sputum. The sinus has remained closed.

THYROIDECTOMY PLUS THYMECTOMY

Brien T. King, M.D.

SEATTLE, WASH.

The association of enlarged thymus with exoph-

thalmic goiter caused much confusion among early

workers, and at present remains an enigma for

which no satisfactory explanation has been ad-

vanced. Considerable is known at present concern-

ing the normal and pathologic physiology of the

thyroid, but practically nothing of the physiology

of the thymus. The case here reported offers no

solution for any of the above problems. It is pre-

sented for the purpose of calling attention to a

complicating situation which was encountered dur-

ing the removal of a recurrent exophthalmic goiter.

Mrs. W. came from a neighboring state and was taken

from the train by ambulance to the hospital in July, 1923.

History. Age, 26, married. One child, age 2. Had been
a healthy active girl. No serious illnesses. Was well to one

year previously, when she developed the typical symptoms
of a severe type of exophthalmic goiter, namely, enlarged

thyroid, loss of weight, tremor, marked tachycardia, muscu-
lar weakness, sensitiveness to heat, excessive sweating, in-

creased appetite and intermittent attacks of painless diar-

rhea. Six months before she had had a partial thyroidec-

tomy with marked improvement, though not a complete

remission of symptoms. She had gained weight. Three
months previously symptoms had become more pronounced
and have gradually reached or surpassed their former

severity.

Physical examination revealed a young woman with a

moderate degree of exophthalmos, muddy complexion, re-

cent scar over thyroid. There was a typical diffuse hard
enlargement of the gland with throbbing carotids. The
vocal cords were normal and active. The lungs were clear.

Heart showed marked increase in rate and force of beats,

regular and competent. Slight soft systolic murmur over the

mitral area. There was marked pulsation of the abdominal

aorta, but otherwise the abdomen was negative. Reflexes

normal. Fine tremor grade three. Muscles and tissues very

soft. Skin abnormally moist. Pulse 120. Blood pressure

140/86. Basal metabolic rate plus SS per cent.

Operation revealed a typical diffuse hard hyperplastic

gland which was resected without difficulty. During the

operation a hard column of glandular tissue about one

centimeter in diameter was observed in contact with the

lower border of the isthmus. It appeared to be a lobu-

lated mass of what was first thought to be thyroid tissue,

not dissimilar to the frequently encountered pyramidal

lobe, except that it was on the lower border of the isthmus.

It lay directly in front of the trachea. thin layer of

connective tissue capsule surrounded the mass.

When this was opened, the tissue appeared to be

glandular, but more friable than thyroid tissue, and of a

slightly different texture. It was also observed to extend

into the mediastinum and further exploration revealed that

the mediastinal was much larger than the cervical portion.

.\ section of the tissue was removed and the pathologist

promptly reported carcinoma.

As the mass appeared to be rather loosely attached and

undoubtedly glandular in structure, its surgical removal

seemed possible and was deemed advisable. There could no

longer be any doubt of the thymic origin of the mass.

The index finger was passed gently and rather easily be-

tween the manubrium and the gland, the lower border of

which was attached to the anterior surface of the peri-

cardium about three inches below the suprasternal notch.

The finger could also be passed rather easily between the

trachea and the gland which separated without difficulty

from the trachea, arch of the aorta and pericardium. Lat-

erally the gland lay in contact with the innominate and

carotid vessels, and on the left side with the recurrent

nerve. Along its lateral borders was a plexus of veins.

The gland could be dislodged upward sufficiently to make

ligation of these vessels possible. Practically no bleeding

was encountered, nor was there any special difficulty in its

removal.

The only disconcerting incident was that a small piece

of tissue no larger than a pea tore from the gland and

remained attached to the pericardium. It resisted every ef-

fort to secure it. .\s the entire procedure had consumed

one and one-half hours, I felt it best to discontinue and

remove this small bit of tissue in one or two weeks by a

more direct route.

The patient made an uneventful recovery. In the

interim, the pathologist changed the diagnosis to

normal thymus tissue.

The specimen removed weighed 48 grams. The

accompanying illustration is a drawing of actual



224 SURGICAL CANCER TRUEBLOOD Vol. XXIX. No. 5

I j 5 « » tr t y 10 I

Fig. 1.

size (fig. 1). When last heard of one year later the

patient had made a splendid recovery, had regained

her normal health plus twenty pounds weight and

was entirely free of symptoms.

COMMENTS

-A history of this patient taken subsequent to

operation revealed none of the usual symptoms as-

sociated with enlarged thymus during childhood or

later years. She had not had attacks of dyspnea,

cyanosis, stridor or coughing spells, no symptoms of

tracheal compression, etc. There was nothing in

the history or physical development to indicate at

what period of life the thymus became enlarged.

From the Mayo Clinic and other sources reports

have been made of the frequency in which persis-

tently enlarged thymus glands were encountered at

postmortems on patients who had died of exoph-

thalmic goiter. The percentage varies in the neigh-

borhood of 15 per cent.

I have examined several hundred exophthalmic

goiter patients with fluoroscope or roentgen plate or

both and have not made a diagnosis of enlarged

thymus in an adult. Probably it was overlooked

in some instances. In 1400 operations upon the

thyroid this is the only one where the thymus was

encountered. Alany substernal goiters have been

removed and the mediastinum partially explored.

However, substernal goiters are practically always

adenomatous.

The frequency with which an enlarged thymus

has been found in an apparently healthy individual

who died suddenly from some minor disturbance

or trauma, such as anesthesia, tooth extraction or

tonsillectomy, has placed the patient with enlarged

thymus in an unfavorable surgical category. No
satisfactory explanation has been given for the

cause of death in this group of individuals but the

fact remains that many tragic deaths occur among

them, and in some their hold on life is by a thread

which is easily snapped.

A study of the physical characteristics of these

people has resulted in certain efforts at clinical

classification. Some new words were coined to fit

them, namely status thymicus, status thymolymph-

aticus and status lymphaticus. These terms have

survived in a half hearted sort of way and some

ill defined and confusing clinical pictures have been

built around them.

Few clinicians feel secure of a diagnosis by any

of the names. The one important point in the group

is the presence of an enlarged thymus and it may
indicate a low threshold on life.

In a number of institutions all the newborn

and quite a large number of children up to seven

years have been examined for enlarged thymus.

The percentage has varied from 3 to 12 with an

average of 7 or 8. An enormous number of children

in this age limit annually undergo various sur-

gical procedures with anesthesia, who have had no

investigation relative to enlarged th)Tnus. It is

certain that lives could be saved by such a routine

investigation. The thymus is largely a lymphoid

structure and like other lymphoid tissue is very

susceptible to roentgen therapy.

I do not report this case with the idea of rec-

ommending surgical removal of the thymus, btit

simply to relate an interesting surgical experience

and review an infrequently discussed subject.

Roentgen therapy is so highly efficient and so

simple compared with surgery that it should be

used in all cases with the possible exception of

that .in which suffocation seems imminent from

thymic pressure.

THE CAUTERA" FOR SURGICAL CANCER*

Donald V. Trueblood, M.D.

SEATTLE, WASH.

He must be indeed bold and extremely optimistic

who would in the face of the popular new treatment

for cancer, and against a publicity fostered by a

powerful newspaper syndicate of a million copies

daily, dare to offer a few suggestions as to how
to treat cancer surgically. Such a one, knowing that

the extract treatment for cancer has in a surpris-

ingly few weeks attracted the attention of the

entire world, would surely not expect to obtain for

his article an audience of many. Doubtless those

* Read before Seattle Physicians’ Journal Club, Se-
attle. Wash., March 26, 1930.
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professional men, who have from at least a photo-

graphic point of view, shown interest in this new

cancer cure epidemic, will not lend an ear, let alone

a face, to these unillustrated pages, but the writer,

being never brave and usually pessimistic, offers

this subject because he appeals to reason and not

to faith.

Faith does not have to be wooed. She can be

quickly won through the emotions. But reason is

cold, requiring much courtship based on logical

thought before she responds. She abhors publicity

and emotional enthusiasm. She delights in facts.

Surgery with the cold knife has long been the

procedure of choice for operable cancer. This selec-

tion on the part of surgeons has been based entirely

upon results over years of application, but still,

even though there is an agreement on this point,

there is much to be desired, for no matter how radi-

cal the operation has been or how adequate the dis-

section, recurrences will appear in the operative

area. These recurrences mean only one of two

things; either the cancer that was there at first

was removed, or it was not there at first but was

planted by the surgeon.

We know that cancer cells can be grafted in non-

cancerous areas by operative manipulation and also

that cancer areas are easily overlooked by the sur-

geon, so that either or both of these surgical acci-

dents may occur. Many lives would be saved, if

these discouraging results could be eliminated.

Toward this end let us investigate the advantages

of the cautery.

It has long been known that heat destroys tis-

sue, cancerous as well as normal, but the former

more easily and quickly. If heat could be applied to

the cancer, preserving the normal tissue, the prob-

lem would easily be solved. The difficulty is, how-

ever, to reach all of the cancer. Hippocrates treated

malignant disease with heat but nevertheless the

patients were not cured for the simple reason that,

though he destroyed the tumor, he failed to remove

other cancer bearing tissues.

Since that ancient time surgery has made great

advances which are too well known to be recount-

ed here. The last great step, as far as cancer sur-

gery is concerned, the application of radical proce-

dures which were designed to successfully remove

all cancer bearing tissue within the operator’s reach,

has failed to eliminate discouraging recurrences in

the operative area.

Knowing that heat will kill cancer cells and the

cold knife can plant them, it seems more than logi-

cal to consider the use of a knife that is equipped

with heat sufficient to destroy cancer and which

could not possibly transplant it. But such an instru-

ment must lend itself to accurate dissection or

else the advances offered by the radical operations

would be lost.

Scott of Temple, Texas, and Percy of Los An-

geles, have for many years advocated and used

some form of cautery instrument for cancer opera-

tions. While they differ as to the type of instru-

ment used and in some details of technic, yet their

choice of this procedure in cancer is based on the

same solid foundation of heat destroying cancer

and preventing transplantation of cancer cells. The

instruments which they use permit them to do as

accurate and complete a dissection as can be ac-

complished with the knife, so that their patients

have the full advantage of all the advanced steps of

modem surgery with the additional protection of

having all cancer cells destroyed, which exist be-

yond the tumor site and within the limits of the

operative field. It seems that the logic of such a

method is irrefutable and their results show that

they have fewer local recurrences.

In the last five years several manufacturing firms

have placed on the market different types of radio

frequency cauteries, many of which have been im-

proved to the point where they serve very satis-

factorily as a hot knife for surgical dissection. The

writer has used such an instrument in twenty-six

cases of cancer and, while it is too early to report

the infrequency of recurrences, yet in every instance

dissection was complete and first intention healing

was obtained. The ultimate advantage to be gained

by using cautery in cancer surgery cannot be ac-

curately prophesied now. It will only be known

after many surgeons have used the method over a

period of five or ten years, but I believe the foun-

dation, upon which the advocacy of the procedure

depends, causes it to be classed at this time as one

of the most promising forward steps that has been

offered to cancer surgery.

Inasmuch as the cautery technic offers to the pa-

tient all of the advances that have marked the

progress of surgery and in addition presents a more

extensive and accurate destruction of the cancer

and removes the possibility of cancer implants, it

is a procedure to which individuals, afflicted with

this dread disease, are entitled upon the basis at

this time of reason alone, allowing time to offer

verification by results.

625 Medical-Dental Building
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THE UTERINE CERVIX AS A FOCUS OF
INFECTION

W. C. Woodward, M.D.

SEATTLE, wash.

That the infected cervix of the uterus is a focus

of infection is well known, but it does not seem to

have reached the general medical consciousness in

the way it should. In one large clinic I saw a cervix

which was two inches in diameter and studded

v\dth cysts, but which was not operated upon be-

cause the surgeon said it was perfectly smooth ex-

ternally. The teeth, tonsils, gallbladder and prostate

get their share of attention, sometimes more than

their share, but the cervix for some reason seems

to be slighted. Therefore, I am giving a resume of

some of the diseases w'hich can originate from an

infected cervix, hoping the repetition will be of

interest.

Anatomically the cervix consists of branched

glands, emptying by narrow ducts into a central

canal. These glands are longer than is generally

supposed, some of them reaching from the central

canal to the mucous membrane on the vaginal

side. Any trauma, such as instrumentation, mis-

carriage or confinement, may injure the supporting

network of connective tissue and lead to poor

drainage and consequent infection of these glands.

The surrounding lymphatics spread along the blood

vessels and the majority of them extend through

the body of the uterus. This point will be referred

to later. Bacteriologically we find streptococci, colon

bacilli, staphylococci, gonococci and various combi-

nations of these organisms. One sees from this brief

resume the extreme accuracy of Gellhorn’s reference

to the cervix as the “pelvic tonsil.”

Some of the diseases which are mentioned orig-

inating from an infected cervix are as follows:

Mental diseases. The best series is that reported

by Langstroth.^ He found that in twenty-one cases

of mental diseases the patients were improved by

amputation of the cervix. Of these seventeen were

discharged as cured. This improvement followed as

a result of an operation on the cervix. All had had

some previous w'ork done on diseased teeth, tonsils,

etc. without benefit and responded only when the

infected cervices were removed.

Skin diseases. There is no large series of these

but there are isolated cases, as one reported by

Dickinson,- of recurrent attacks of urticaria, treat-

ed successfully by an operation on an infected

cervix.

Joint involvement. The best known report of this

group is that by Moench,^ who cites her studies

of eighty-two cases of leukorrhea, showing a large

percentage of joint involvement. She proved by

animal experimentation and the relief of patients

from the use of vaccines made from cervical bac-

teria, together with results of operations, that the

infected cervix was a causative factor.

Neuritis, especially sacrosciatic neuritis.

Renal diseases. These range from actual neph-

ritis to foci of infection in any part of the urinary

tract of women. Dr. O. A. Nelson of Seattle con-

siders it useless to expect a cure of a urinary

tract infection until concomitant infections are re-

moved. See also an article by Soufer* in this same
connection.

Eye diseases. Many chronic eye conditions have

been relieved by operation on diseased uterine

cervices. iVIoench has an article summing up sev-

eral of these cases, referred to by Mayo.®

No paper on this subject would be complete

without reference to the possibility of the develop-

ment of cancer in the untreated diseased cervix.

To mention chronic infection and irritation is

enough to interest all of us in the proper care of

this condition.

There is the hypometabolic type, where the wo-
man is distinctly below par, with cold hands, cold

feet; is thin, pale, easily tired, frequently called

neurotic; these patients usually have a profuse

leukorrhea. They are the ones who come for vagin-

al treatments as they realize that when the cervix

is clean they feel better for a short time. They are

much relieved by the removal of diseased cervices.

The local effects of cervical infection have been

particularly stressed clinically in Seattle by Dr.

Richard O'Shea and by Dr. D. H. Nickson in his

laboratory investigations. They have shown that

the uterus is involved as a result of an infection of

the cervix, due to the fact that a large share of its

lymphatic drainage goes through the wall of the

uterus. They trace three types of results. The stage

of early infection is characterized by menorrhagia

and sometimes metorrhagia, large boggy uterus,

frequent attacks of pelvic pain, especially after

menstruation. Later a second stage shows begin-

ning atrophy with lessened menstrual flow, hard

white uterus, fibrous in character, and many sys-

temic manifestations as outlined above. The third

stage of atrophy of the uterus resembles the senile

type, characterized clinically by early menopause.
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with all its concomitant symptoms, often in young

women thirty to thirty-five years of age.

I do not think this aspect of the question has

been stressed enough. I believe that attention to

the first stage of this condition would prevent the

sterility and early menopause, and change the

whole afterlife of these women.

As to the treatment I prefer amputation by the

Sturmdorf method. The use of the surgical electric

knife gives a much more rapid means of doing this

operation and lessens the bleeding. What bleeding

does occur may be taken care of by the coagula-

tion tip on the same machine. The use of the actual

cautery, such as the Post cautery, I have not

found so valuable, although it can be used in the

treatment of superficial erosions. The use of injec-

tions into the cervix of dyes, alcohol and other

antiseptics has not proved satisfactory in my
hands. Conii® reports enthusiastically the use of

the electric cautery. Of the local treatment so-

called, tons of tampons, pails of silver nitrate and

barrels of iodin, let us only reverently refer to

them as historically interesting and allow them to

sink in innocuous desuetude.
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RECTOVAGINAL ANOMALY
CASE REPORT

Walter C. Lippincott, M.D.

SEATTLE, WASH.

Case, number 6284, Children’s Orthopedic Hos-

pital, is interesting and instructive because it is

unusual.

The patient was a girl, age 12, who had not yet men-
struated. There was no knowledge of a similar condition

in her family history. She was a full term, breast fed

baby and had only the usual diseases of childhood, with

the exception that there was a suspicion she might have
had infantile paralysis, though no signs or symptoms of

such were apparent at the time of her examination at the

hospital in March, 1929, when she was admitted.

Physical examination showed a girl of normal weight,

height and nutrition, with no abnormal condition except

a congenital absence of rectovaginal septum. This condi-

tion was discovered when she was a baby. She was operated

on at the age of 18 months, giving her, it was said, a par-

tial rectal control.

A search of the literature failed to discover a

similar case. The nearest approach was one reported

by Frank in Kentucky Medical Journal, May, 1925,

and was unusual “in that the cloaca had never

completed the formation of separate vaginal and

rectal structures, the rectum emptying directly into

the posterior vaginal wall.” This child of 16

months had a stenosis of the rectal opening and
a consequent enlargement of the sigmoid.

In our own case, local examination showed a thin wall
of mucous membrane between the vagina and rectum,
but not extending outward as far as a normal perineum.
The uterus and adnexa were normal. The rectal sphincter
could not be located at the time of examination, and the
vagina and rectum formed one large opening except for
the above mentioned membrane. She had no control of
the bowels. There was a little scar tissue on either side of
the opening evidently the site of her early operation. An
operation was suggested with guarded prognosis.

On March 14 she was operated upon. Under ether anes-
thesia a rectal sphincter was discovered, extending about
100° posteriorly. The membrane between the vagina and
rectum was divided horizontally into an upper and lower
sheet, one and one-half inches deep.

A crescent shaped incision was made in front of the
rectum with its concavity posterior. The sphincter pits
were opened and the sphincter freed of adhesions and
stretched. One silkworm gut suture was placed through
the ends of the sphincter, being tied at the completion of
the operation. The gap in the rectal mucous membrane
was sewed with catgut from above, and the ends of the
sphincter were brought together with two chromic catgut
sutures. The levator ani muscles were then brought into
view and united with four interrupted chromic catgut
sutures after the field had been swabbed with mercuro-
chrome solution. Two rows of continuous catgut sutures
were then placed through the muscle and scar tissue,

bringing the right and left sides of the perineum together.
In other W’ords, the transverse incision and deeper tissues
were sutured together so as to leave a vertical scar.

The vaginal mucosa was sutured with continuous plain
catgut and the skin with the same material. One deep
perineal silkworm gut suture was inserted.

After the operation the perineum appeared to be quite
normal, but the rectal sphincter was very small and tight,

this fact causing some anxiety. The bowel movements were
kept soft for several weeks by administering nujol by
mouth and oil enemas.

After the operation she developed a rectovaginal

fistula which at first appeared to call for operative

interference. She was discharged from the hospital

April 7, with a request to return for observation,

and possibly operation for the fistula. She returned

to the hospital clinic May 21 and was found to

be in good condition with the site of operation

healed.

Another examination was made February 25,

1930, when she was found to be well nourished and
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in good condition. The fistula had healed, she had

normal sphincter control, the perineum was intact,

and the vaginal wall was firm and normal. The

distance from the lower edge of the vagina to the

rectum was one and one-quarter inches. The men-

strual function had become established and her

mental attitude was cheerful and normal.

It is possible that the ready healing following this

operation was facilitated by the youth of the pa-

tient, a factor not usually present in adults in need

of secondary repair for third degree lacerations.

REGURGITANT VOMITING FOLLOWING
GASTROENTEROSTOMY*

William C. Speidel, M.D.

SEATTLE, WASH.

Regurgitant vomiting, or so-called “vicious cir-

cle” following gastroenterostomy by the posterior

route, is fortunately infrequent but so serious as to

cause grave consideration when present. It is with

that in mind that this case is presented.

Of the frequency of regurgitant vomiting, the

following figures give some indication: In 65 pa-

tients operated upon by Czerny, one only presented

grave symptoms of regurgitation. In 74 patients

operated upon by Mikulicz, 7 died of regurgitant

vomiting. In 215 patients of posterior gastroen-

terostomy from the Heidelberg clinic there was not

a single case of reflux vomiting. In 21 cases of an-

terior gastroenterostomy there were three in which

enteroanastomosis was necessary.

Patient, A. V., female, single, 38 years of age, laundress,

gives a history of having been troubled for several years

past with attacks of indigestion. These attacks take the

form of pains in the epigastrium after meals, relieved by
taking bicarbonate of soda and food. Her final attack,

lasting six weeks, was not relieved by anything.

Past history. Measles, mumps, whooping cough and usual

constipation. Family history, negative.

Pupillary and general reflexes normal. Normal range of

pulse and temperature, blood pressure, blood and blood

Wassermann. Definitely tender on pressure in midepigastric

area. Gastrointestinal roentgen-ray findings read duodenal

ulcer with a shadow strongly suggesting penetrating type

of ulcer; actual picture infiltrating ulcer of lesser curva-

ture on gastric side of pylorus.

Operation, Jan. 9, 1930. Gas-oxygen-ether anesthesia.

Right rectus incision revealed ulcer of lesser curvature near

pylorus. Usual procedure followed of posterior gastroenter-

ostomy by suture method without clamps, a three inch

opening being made and additional interrupted safety

stitches being taken at both ends upon completion of the

* Read before a meeting of Seattle Surgical Society,
Seattle, Wash., March 28, 1930.

anastomosis. The mesocolon was anchored to the stomach

side of the union. Usual closure of abdominal wound.

Immediate postoperative condition was good, 2000 c.c.

of normal saline being injected under skin and 1000 c.c.

of 5 per cent glucose per rectum. Jan. 10 condition was
good; Jan. 11, considerable pain in epigastric region;

Jan. 12, considerable amount of dark brown emesis with

foul odor, poor day. Jan. 13, very restless, considerable

distress, nausea, gas pains, and pains in epigastric region.

Jan. 14 patient very weak and exhausted, emesis of very

black liquid with fecal odor.

Patient was taken to surgery with preoperative diagnosis

of intestinal obstruction. Spinal anesthesia with spinocaine.

Operative findings were afferent loop edematous, swollen,

“water logged,” no leak. Gastroenterostomy was uncou-
pled, and a shorter no loop gastrojejunostomy performed,

using the original opening in the stomach. On suturing

the original opening in the small bowel the lumen was so

narrowed by the procedure that it was deemed advisable to

do an enteroanastomosis close by, in order to insure pat-

ency. A 620 c.c. blood transfusion was performed as a con-

servative and sustaining measure. The operative wound was
closed by interrupted silkworm gut. Patient was returned

to room and given 2000 c.c. saline under skin and 1000 c.c.

5 per cent glucose per rectum.

Jan. 15. No pain, no nausea; record shows a good day.

The condition steadily improved, convalescence was unin-

terrupted and patient was discharged from hospital twenty-

two days after admission, wound healing by first intention.

By way of comment Moynihan states it as his

belief that regurgitant vomiting is due to a me-

chanical defect in the operation. This consists

mainly, if not solely, in leaving a loop of jejunum

between the flexure and the anastomosis. This

loop becomes water logged; the bile and pancreatic

juice distend it, being unable to escape from it

into the distal limb. Regurgitation through the py-

lorus then occurs, or the weight of the heavy loop

causes a kink at the anastomosis which closes the

entrance to the distal limb.

Mayo stresses the importance of making the gas-

tric opening at the lowest point in the wall of the

stomach. As mentioned before, this accident is rare

following posterior gastroenterostomy. This case is

presented to emphasize the importance of making

a short loop.

The treatment of grave regurgitant vomiting

must be an operation.

Fatal Post-transfusiox Re.actions. In a series of 4,000

transfusions of unmodified blood reported by Osborne
-\llen Brines, Detroit {Journal A.M.A., .4pril 12, 1930), the

mortality was 0.5 per cent. Incompatibility of blood was
apparently not a factor in the production of these reactions.

Cross agglutination of the blood of the donor and that of

the recipient is superfluous provided the direct matching is

properly done. The universal use of group I\’ donors is

strongly advocated as a means of preventing accidents and
reducing the incidence of post-transfusion reactions. The
blood group of an individual remains constant throughout

life. The negligible mortality directly attributable to blood

transfusion compared with the results obtained argues well

for the efficacy and safety of this form of treatment.
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ADHESIVE PLASTER
ITS USE AND ABUSE

Park Weed Willis, M.D.

SEATTLE, wash.

Any treatment that is universally used by pa-

tients of their own volition is very likely to have

some merit. So I believe that porous plaster has its

uses and has given some relief, not usually from

any direct medicinal effect, but more likely from

the support that it gives to the parts involved.

The manufacturers of adhesive plaster have im-

proved their article to such an extent that now we

can use what is known as zinc oxide rubber ad-

hesive without much irritation to the skin. This is

true with the average patient. Some people are very

sensitive even to the modern product and they

must be left out of the question, when it comes

to the use of plaster, at least of this form.

There are many conditions that are greatly re-

lieved by proper application of adhesive plaster, as

sprains of joints, sprains of muscles, sometimes

bruises of groups of muscles, fractured ribs, bruises

of the chest and sprain of the intercostal muscles,

leg ulcers, scratches, abrasions, cuts that are not

sufficiently deep to require sutures, varicose veins.

The treatment of sprains of joints has been revolu-

tionized during the last thirty years by the proper

use of plaster. The improper use, however, still

causes considerable trouble.

The most common improper use is placing it

around the entire circumference of the limb. It does

not stretch and will easily cut off the circulation

sufficiently to give discomfort. Strapping entirely

around the chest, when we should leave one side

to do the physiologic work while the other is held

with the plaster, is another improper use; also

strapping too high on the chest in the armpits so

that it interferes with the use of the muscles and is

annoying at either the anterior or posterior axillary

fold or both. A common mistake, too, is to place

one or two strips of plaster on the injured side

of the chest, when as nearly as possible the whole

side should be held firmly to prevent any unnec-

cessary movement.

An ankle can be strapped in accordance with the

original description as given by Gibney, in which

the plaster is brought down along the side of the

leg and around the foot, but not coming quite to

the middle of the top of the foot, and then down

the other side of the leg in the same manner.

Another piece goes around the side of the foot and

toward the base of the toes. Alternating these

strips of plaster will produce a boot with over-
lapping near the ankle joint, leaving space in the
center of the foot and ankle for the return of cir-

culation. This plaster can be held with a bandage
so that the edges will not turn up. It is well to
put a strip lengthwise across the ends of the plaster
also, as this prevents the corners turning up. This
plaster can be left on for anywhere from one to
four weeks. The longer it remains the less it will

disturb the patient in its removal, because the
secretion beneath the plaster will loosen it in time.
The patient can take a general bath with plaster
on the ankle or any other part of the body, then
blot with a towel and dry it, and the plaster will

remain undisturbed.

A sprain of the knee can be handled well by
strapping with adhesive, beginning very high on the
thigh and extending it down across to the middle of

the opposite side of the leg, after shaving both
thigh and leg. Start the first one on the inner

side of the thigh and the next on the outer side,

making them cross at the knee in the region where
the greatest trouble is, usually over the internal

lateral cartilage. Perhaps two or three strips can
be placed in this way and then a few crosswise but

going only to the hamstring tendons on either side,

thus again leaving freedom for circulation. This can

be held by a bandage temporarily. The bandage
will stretch and not interfere with circulation and
it can be removed as soon as the plaster is well

fastened to the skin or it can be left on if the

patient so desires. Before taking a bath, however,

it is necessary to remove a cloth bandage.

A shoulder sprain and one of the elbow and

wrist can all be strapped in this way. Often a

Colles’ fracture without displacement can be

strapped and it is a good way to treat such fracture

during the fourth week. The use of adhesive plaster

on a sprained joint or fractured bone is good be-

cause, while it holds the parts steady, it still

allows freedom of motion in the joint.

In the sprain of an ankle joint with the use of

adhesive we hold the ankle bones together with the

plaster outside, which naturally leaves the torn,

ruptured ligaments free without any pull on them,

so that they will heal quicker and with less pain.

A sprain of the muscles of the back and lumbago

get very distinct relief from the use of adhesive

plaster.

Pregnant women often complain from varicose

veins, and sometimes others will have one that is

particularly tender. Simply strap this vein, leaving
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the strapping on a week or two, and the soreness

will be gone. Sometimes a pregnant woman will

require repeated strapping until after delivery. In

all these cases it is important not to allow the

strapping to go entirely around the limb.

Small scratches on the fingers, particularly on

places where they are continually torn open by

movements, can be healed promptly by the appli-

cation of adhesive plaster after proper cleansing

of the wound.

One of the best uses of adhesive plaster is in

the strapping of leg ulcers. If it is not too old, hard

and rigid, and the skin is not too sensitive, they

can all be healed by the repeated strapping with

adhesive plaster. The first strapping will need to

be repeated the next day. After a few days the dis-

charge will be less and it can be strapped every

other day. Soon they will go three days and finally

for a longer period, depending on the amount of

discharge. Many ulcers will heal very promptly

with this treatment. In those due to varicosities of

the veins it is often necessary to place the strap-

ping over the veins below the ulcer to support

them, and extend it also a little above. We also

use plaster instead of pins in fastening bandages.

By putting a narrow strip of plaster lengthwise

over a bandage on the forearm, it can be held in

place to support dressings.

Following a laparotomy it is my practice to strap

the lower abdomen tightly across the pelvis, con-

tinuing a solid strapping to the top of the dress-

ing. This supports the abdomen in breathing and

coughing, and prevents unnecessary movements of

the peritoneum which causes pain to the patient.

.\fter the wound has healed and the stitches are

removed, I often put one or two strips of adhesive

across the front of the abdomen over the wound

to support it. This gives confidence to the patient

and proper support of the scar.

In little babies with umbilical hernia a strip of

adhesive plaster with a piece of cork in it and a

little piece of plaster over the cork, extending an

inch to either side to prevent the plaster sticking

around the navel, will hold the hernia and when

it is necessary to remove, the plaster can be put

on in a different direction. By changing directions

of this plaster and teaching the mother the use of

it, these hernias can practically all be healed within

a reasonable length of time.

Then, of course, there are several other uses

that are very common, as the Buck’s extension on

the leg, and the use of adhesive plaster about

fracture dressings generally. A very good dressing
j

for a fractured clavicle is to hold the upper arm
|

back with the plaster that will go around the back

and side of the chest, and bring the elbow forward

and up with the use of another piece from the

back around to the front.

The two particular points I would like to bring
j

out are the value of adhesive plaster in strapping

leg ulcers, and the too common fault of placing

the adhesive plaster directly around the limb, thus

making a painful condition from unnecessary con-

striction of the circulation.

CHRONIC CHOLECYSTITIS*

C. E. HagYARD, XI.D.

SEATTLE, WASH.

It is now recognized that in a very considerable

proportion of patients complaining of chronic dys-

pepsia the s}miptoms have a basis of inflammatory

pathology, involving the gallbladder and closely

associated organs. Hurst says “cholecystitis is the

most common abdominal disease.” Judd reports

operation on the gallbladder as being the common-

est abdominal operation in the Mayo Clinic. Recog-

nition of the earlier symptoms of cholecystitis and

more accurate diagnostic methods have placed this

condition first as a cause of chronic or recurring

dyspepsia.
ETIOLOGY

With increasing study of the function and path-

ology of the liver and biliary apparatus, there has

been a gradual evolution in our ideas concerning

the methods of infection.

1. Earlier work showed the presence in the gall-

bladder of bacteria commonly found in the intes-

tine, particularly bacillus coli and bacillus typho-

sus. It was, therefore, inferred that these bacteria,

reaching the gallbladder by way of the bile ducts,

caused the infection. At the present time it is con-

sidered improbable that bacteria in the gallbladder

cause cholecystitis, though they may have some

action on the bile increasing the tendency to chole-

sterin precipitation, thus increasing the opportunity

for gallstone formation.

2. Hematogenous infection. Doerr injected bac-

teria into the veins of rabbits and recovered them

from the gallbladder in a few hours. Abrami in-

jected bacillus typhosus into the veins of rabbits’

ears and found they were constantly eliminated by

* Read before King County Medical Society. Seattle,

Wash.. April 16, 1929.
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the liver into the bile ducts and caused a transient

cholecystitis.

3. Rosenow demonstrated experimentally the

specific affinity of certain strains of streptococci

from abscessed teeth or infected tonsils for the gall-

bladder, when these bacteria were injected into the

blood stream.

4. The work of Graham, confirmed by Moyni-

han and others, makes it certain that hepatitis is

usually associated with cholecystitis and probably

is the earlier condition. The liver is known to have

an important function in the destruction of bac-

teria brought to it by the portal circulation from

the intestinal tract. When, however, like the tonsil,

it is subject to repeated or long continued invasion

by pathogenic organisms, it not only suffers but

proves an ineffective barrier to the passage of these

organisms to other structures. The extension of in-

fection is probably most common along the lympha-

tics to the subserous layer of the gallbladder and to

closely associated structures, such as the duode-

num, stomach and pancreas.

The appendix is usually considered the im-

portant primary source of infection in the intes-

tinal tract. In this report I wish to call attention

to chronic colitis as a more likely cause. The ap-

pendix in many of these cases has been long re-

moved, in most others is inactive, while chronic

colitis runs a chronic course with frequent exacer-

bations. The pathologic changes resemble those in

the gallbladder and suggest an infection with the

streptococcus involving the subserous layers.

In 1923 I studied the records of 230 cases of

colitis and was struck with the large percentage of

cases in which there was evidence of a coexisting

cholecystitis. I called attention to the similarity in

the pathologic process in colitis and cholecystitis,

believing at that time that the two conditions were

probably the results of hematogenous infection

from a common focus. Since then I have observed

patients with long histories of intestinal infection

who later developed evidence of cholecystitis and

gradually came to the conclusion that the chole-

cystitis was secondary to colitis. Clinically these

cases of colitis varied in degree from spastic con-

stipation, or so-called “irritable colon” to the very

serious cases of ulcerative colitis. In all, however,

definite inflammatory changes were demonstrated.

The following case is illustrative.

J. E. C., age 29, a thin, sick-looking man, with sallow

complexion and flabby muscles. He gave a history of con-

stipation from childhood, but for three or four years has

had alternating attacks of constipation and diarrhea. Re-

cently he has had three or four mushy stools daily, in-

creased to a dysentery on indiscretion in diet. Has much
abdominal pain with rumbling in bowels and expels much
gas from the rectum.

About four years ago he began to have attacks of diges-
tive disturbance, pain in the epigastrium, belching, vomit-
ing and severe headaches. Attacks increased until, they
occurred about once a week or ten days. Weight dropped
from 156 to 129 pounds and he felt absolutely miserable.

Examination showed a tenderness along a spastic colon,
and local tenderness in the gallbladder region. Proctoscopic
examination showed mucosa of the rectum and sigmoid
thickened and inflamed, with areas of granulation which
bled easily, and many superficial ulcers. There was a free

discharge of blood-shot mucopus. With colon treatment
he improved, but still had indigestion.

Operation was illuminating, showing one of the most
marked cases of local hepatitis I have seen. There was
an area as large as an outspread hand, contracted and cir-

rhotic, in the center of which was a moderately thickened
gallbladder which was removed.

Since the operation he has been much improved, gained
twelve pounds in two weeks, has no dyspeptic symptoms
and very few headaches.

I report this case, as to my mind it illustrates a
common sequence in these infections, a long period

of low grade infection in the colon, leading to a
secondary involvement of the liver and gallbladder.

In this case the amount of hepatitis was extreme

and out of proportion to what might be expected

with a simple cholecystitis in a young man, and I

believe this is explained by the constant flow of

infection from the severe colitis. It also appears

that the severe toxic symptoms, headaches and de-

pression may have had some relation to the degree

of hepatitis.

Age sequence. Average age in this series was

thirty-seven, with a history of long standing trou-

ble. This places the age of onset much earlier.

Alvarez in his series found the average age at op-

eration was forty-four years, but with a duration

of complaint of nineteen years. This places the

average age onset at about twenty-five years.

Gallbladder disease is more frequent in women,

the proportion being about three to one, and is

more common in those who have borne children.

The present study is based on 500 cases, in

.which a clinical diagnosis of cholecystitis has been

made. In practically all of them special attention

was given to the history of constipation, diarrhea,

passing of mucus and blood, etc. Careful examina-

tion was made with the aid of the fluoroscop>e and

also the sigmoidoscope for tenderness, spasticity or

deformity of the colon. Mucus or mucopus was re-

moved through the sigmoidoscope for study. These

examinations have resulted in finding that a large

proportion of cases of cholecystitis had (1) a his-
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tory of preexisting or coincident abdominal dis-

turbance that could be attributed to an abnormal

colonic function, (2) abdominal tenderness and re-

sistance could be demonstrated following the out-

line of the colon, (3) a sigmoidoscopic picture of

chronic progressive inflammatory changes in the

mucous membrane, (4) changes as shown by the

roentgenogram from spasticity to loss of peristaltic

action and contraction and deformity of the walls.

Sixty-nine per cent of these cases showed evi-

dence of inflammatory changes in the colon. These

findings, I believe, have warranted the conclusion

that chronic inflammations in the colon are very

common and are probably the most frequent cause

of infections in the biliary system.

PATHOLOGY

In considering the inflammatory pathology of the

gallbladder, two types may be described.

1. Cholesterosis. This includes strawberry gall-

bladder and possibly those in which cholesterin

stones are found, with very slight change in the

wall of the gallbladder. The factors concerned in

this condition are (a) catarrhal inflammation of the

mucosa of the gallbladder, (b) stasis, (c) increased

blood cholesterin which occurs in obesity, during

pregnancy, menstruation and on high fat intake.

Boyd, Stewart and Mentzer have shown that chole-

sterin is deposited in cells at the tips of villi which

enlarge, and these cholesterin-laden polypi break

off, forming nuclei of calculi.

2. Probably a more important type may be

called mural cholecystitis. This chronic or recur-

ring infection, carried by the lymphatics, involves

the subserous layer of the gallbladder, producing

a chronic inflammation with thickening of the

wall. Exacerbation of the inflammation may pro-

duce an overlying local peritonitis with scarring

and adhesions, and by lymphatic extension may in-

volve the surrounding structures. It also may cause

sufficient catarrhal inflammation to favor chole-

sterosis. The pathologic picture seen on the operat-

ing table suggests that infection is also carried by

the lymphatics from the gallbladder to adjacent

structures. We see marked local hepatitis with

maximum changes close to the gallbladder, dimin-

ishing away from it. Inflammatory changes also are

seen that radiate from the gallbladder over sur-

rounding structures, also diminishing with distance.

SYMPTOMS

The clinical manifestations of gallbladder infec-

tion are noted for wide variation in kind and de-

gree. Characteristic is the fact that at the time of
'

consultation they have existed for a period of years,
j

Classification of symptoms is necessarily arbitrary
j

and without definite lines, but for purposes of de-
|

scription, may be made as follows: (1) Symptoms
from the biliary apparatus, (2) reflex symptoms,

(3) those due to extension of pathology to other

organs.

1. Symptoms from the biliary apparatus. Pain,

whether sudden attacks of acute colic or periodic

attacks of dull aching pain, becoming agonizing in
|

the epigastrium, referred around the right side or
j

passing through to the back or to the right shoul-
|

der. It is steady, increasing paroxysmally, resulting

in pallor, sweating and extreme restlessness. There
|

may be chills and fever.
j

Milder attacks of recurring subacute cholecys-
j

titis produce a dull aching pain in the right side, i

possibly referred to the right shoulder or back, with

moderate soreness on pressure or deep breathing.

There may be slight fever and mild jaundice. Such
'

an attack may, with or without calculi, become

severe with obtsruction of the cystic duct, result-

ing in a tender, swollen gallbladder, increasing
|

fever and possibly chills and jaundice. This may
shortly subside or result in sequelae, such as

hydrops, empyema, gangrene or perforation of the

gallbladder. Calculi in the cystic or common ducts

may result in profound changes in the ducts, liver

and blood, producing chills, fever and deep jaun-

dice.
;

.Acute inflammation with or without stones usu-

ally occurs in the course of a chronic cholecystitis.

It results in local pain, tenderness and rigidity in <

the right subcostal region, with nausea, vomiting,

elevation of temperature, leucocytosis and possibly

jaundice.

Jaundice may result from obstruction of the main

duct or from an associated cholangitis. Jaundice

from obstruction may exist for a considerable time

with fair health and activity. In two cases with

stones, having deep jaundice for eighteen months

or more, the patients did their daily work. How-

ever, there is usually poor appetite, nausea, loss of

strength and weight, and an aggravating itching of

the skin.

Hepatic insufficiency or cholemia may give seri-

ous symptoms. Moynihan discusses two t}qjes as

follows: “There is one in which the amount of bile I

discharged ceases or is greatly reduced; jaundice I

deepens ominously; the mind becomes obtuse, vom-

iting develops, the pulse becomes slower, the pa- I
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tient more and more enfeebled; drowsiness pre-

cedes coma, and the blood urea steadily increases;

renal failure, consecutive to hepatic failure, is then

the cause of death. And there is another, in which

after a normal course of three to eight days, the bile

discharged becomes copious, thin, and pale; jaun-

dice does not change perceptibly; restlessness, great

prostration, profound muscular weakness, and a

peevish irritability are noticed; vomiting is pres-

ent, but is not as a rule severe; blood urea re-

mains low; failure of the liver function is the cause

of death.”

Mann has, by removing the liver in dogs, pro-

duced similar symptoms, rapidly terminating in

death. He has found that these S3miptoms were as-

sociated with a rapid fall of blood sugar, and in-

travenous glucose caused rapid improvement, the

dogs eventually dying from other causes.

2. Reflex symptoms. The liver and biliary ap-

paratus, stomach and duodenum are closely related

embryologically, and retain a closely associated

nerve control. Therefore, reflex symptoms from the

stomach and duodenum are common.

The gastrointestinal symptoms, so-called dyspep-

sia of cholecystitis, are explained on the basis of

reflex disturbance of the motor, but also of the

secretory function of the stomach and duodenum.

There is described a dull pain or discomfort in

the epigastrium with a sense of fullness, bloating

and marked tendency to belching. This usually

appears very soon after a meal, in fact often before

the meal is finished. Belching and eructation give

relief. Nausea is common and may be prominent,

the so-called biliousness. These symptoms, often

mild and not usually very distressing, may have

existed for years without having been investigated.

They may date from an attack of influenza or ton-

sillitis. There is some tendency to periodicity but

there is not the prolonged period of relief seen in

ulcer. In fact, many patients have had this trouble

daily for years, or if relatively free, it requires only

some indiscretion in diet to produce a recurrence.

Certain types of food, a raw apple, salad, greasy

foods, highly seasoned food, or a large meal will in-

crease the symptoms. There is no food relief; in

fact, they are afraid to eat, and so long as they

refrain from eating are comfortable.

Pylorospasm, or more properly gastrospasm, in-

volving the pyloric end of the stomach, explains

many of the symptoms, the sense of fullness and

tension, the belching and eructations. The entrance

of food into the stomach induces peristalsis which

in these cases is irregular and abnormal, with a
tendency to spasm of the pyloric muscle or the
pyloric end of the stomach. If the spasm in the
stomach is marked, it may produce a burning pain
or even result in a severe colic.

Duodenal spasm is in some cases marked, result-

ing in nausea and vomiting. We have all seen post-
operative vomiting after cholecystectomy immedi-
ately clear up on removing a drain which was
irritating the duodenum.

A transient cardiospasm due to cholecystitis is

not uncommon, though little referred to in the lit-

erature. During a period of gallbladder dyspepsia
there develops, after a large meal or during the

night, a severe substernal pain. It is constant,

though rhythmically increased, referred up the neck
or to the angle of the jaws. It gives the sensation

of a bolus in the esophagus and there is an intense

desire to bring it up. It is usually relieved by vom-
iting or by taking quantities of soda and water.

Cardiac reflex symptoms. With the sense of gas-
tric tension there is often palpitation of the heart,

perhaps with oppression and pain in the left side

of the chest, dyspnea and irregularity. Actual myo-
cardial damage results from chronic biliary tract

infection.

3. Symptoms due to extension of inflammation.

Duodenum and stomach. Certain cases of chole-

cystitis present a symptom-complex similar to that

of peptic ulcer. This syndrome has been explained

on a basis of pylorospasm. I believe, however, that

insomuch as many cases with pylorospasm do not

present this syndrome and in others there is not

the time relation between pylorospasm as seen

with the fluoroscope and the symptoms, w’e should

seek further for the cause. In a number of

cases presenting this ulcer syndrome I have ob-

served at operation peritoneal reaction with red

injected adhesions over the duodenum and pyloric

end of the stomach. I believe this periduodenitis is

responsible for this symptom-complex. I have also

observed that in these particular cases cholecys-

tectomy has not given satisfactory immediate re-

sults. Extension of infection, producing inflamma-

tory adhesions over the hepatic flexure and down

the right colon, is not uncommon, and is a cause

of right sided soreness and pain.

DIAGNOSIS

The diagnosis of certain cases of gallbladder dis-

ease is unquestionably difficult, and we turn with

interest to the newer diagnostic methods. Study
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of the liver function, cholecystographic examina-

tion and blood chemistry reveal much useful in-

formation, but often a diagnosis will mainly de-

pend on a systematic history taking and a careful

physical examination. In taking a history we must

keep in mind the fact that often the disease begins

in early adult life, and that epidemics of colds,

tonsillitis and influenza leave many cases of chole-

cystitis in their wake.

Tenderness in the gallbladder region is a most

important finding. This is best elicited by inserting

the tips of two fingers well up under the right

costal margin and asking for a deep breath. At all

times comparison is made with the opposite side.

At times there is advantage in the sitting posture

with the body slumped forward. With a tender

colon it is necessary to examine with the aid of

the fluoroscope and a visualized bowel.

Jaundice. The detection of jaundice is of great

value in the diagnosis of cholecystitis. Determina-

tion of icterus index is valuable, not only in detect-

ing latent jaundice but in determining its degree,

increase or decrease. However, for general routine

examination nature has pro\dded a splendid colori-

meter in the sclerae, and in all cases it should be

carefully inspected in a good light. The van den

Bergh reaction gives us valuable information as to

the source of the bile pigment.

Roentgenography. The roentgenogram may show

stones, an enlarged gallbladder, pressure defects in

surrounding hollow \dsera or the effects of adhe-

sions, but its value has been enormously increased

by the work of Graham and Cole in developing

their method of cholecystography. This test shows

whether or not the cystic duct is patent and if so,

shows the size, shape and position of the gallblad-

der, its motility, its ability to concentrate bile, and

greatly increases the number of cases in which

stones can be demonstrated.

TREATMENT

The treatment of cholecystitis is generally con-

sidered to be surgical. In the acute cases, with

threatened suppuration or gangrene; in the chronic

cases with marked pathology in the gallbladder,

liver and pancreas; and when there are stones in

the common duct, all agree as to the necessity of

surgical interv^ention. However, with earlier diag-

noses in early stages of the disease in young people

there is opportunity for deliberation.

I feel that in these cases the tonsils and other

possible foci of infection should be cleared up,

attention given to the diet and possible intestinal

infection, and in not a few recovery may be looked

for. I have practically given up Lyon’s duodenal

drainage. I learned, however, that with the tube in

place drinking hot water on an empty stomach

soon brought forth an abundant flow of bile. There-

fore, I ad\dse my patients to take freely of hot

water on rising and several times a day, distant

from meals.

The diet should be in the form that passes

through the stomach with the least amount of dis-

turbance, that is, liquids and soft, bland food.

Theoretically natural oils, such as olive oil, butter,

etc. encourage emptying of the gallbladder. Hurst

recommends urotropin up to 300 grains daily.

Surgical treatment has received so much atten-

tion lately that I will not spend time in de-

scribing surgical technic. Unless there are contra-

indications, cholecystectomy is the operation of

choice. I have been closing without drainage about

75 per cent of my cases and certainly they have

less postoperative nausea and discomfort.

In this series 85 received surgical treatment.

In most of them a cholecystectomy and appendec-

tomy were done for chronic trouble. There were

five cases of perforation of the gallbladder and one

of gangrene and perforation of the cystic duct.

Often in acutely distended gallbladders, with

or without perforation, a cholecystectomy can be

done easily and the area freely drained.

In the case of perforation of the cystic duct in

a woman of 63, there were two stones in the duct,

an opening and free stones and pus outside. The

gallbladder was removed and the stump of the duct

ligated.

In serious cases with jaundice, cholemia or im-

paired kidney function, Walter’s method of prepa-

ration is used. It consists of (1) daily intravenous

injections of calcium chloride (or if that fails, a

blood transfusion) to reduce the coagulation time

of the blood, (2) forced carbohydrates to maintain

glycogen store in the liver, (3) free fluids. Its

value has been so great that operation on deeply

jaundiced cases formerly having a high mortality

is now relatively safe.

In one case I saw a woman of 74 with a stone in the

common duct, jaundice and symptoms of cholangitis, such

as repeated chills and fever over a period of three months.

Her age, jaundice, and particularly the signs of infection

made her case a very serious one. However, by using the

above methods, her blood coagulation time was brought

down from twelve to five minutes. The stone was removed

from the common duct and she made a good recovery.

.Another woman of 63 was seen, with intense jaundice

which had been present for about one and one-half years,
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with many petechial spots on the body. During this time

she had lost about sixty pounds in weight. There was a

large, hard, irregular mass in the right side of the abdomen,

going down almost to McBirney’s point. This case had

been considered to be malignant, but an analysis of her

history showed that she had frequent improvement in

her color.

On the basis of the history, a diagnosis of stone in the

common duct was made. Her coagulation time was eleven

minutes and she had marked secondary anemia. After

preparation according to Walter’s method, an operation

largely under local anesthesia was done. The liver was

enormously enlarged, cirrhotic and greenish yellow. The

gallducts were greatly dilated but no stone could be felt

in them. The common bile duct was freed down to its

entrance into the duodenum by mobilizing the duodenum,

but the mass could not be reached without great danger

to the bile duct. Therefore, the transduodenal approach

was made to the pancreas which was incised and the stone

palpated, but it was not easily enucleated. With a forceps

it was pushed up until it could be removed through the

common bile duct. Her recovery was uneventful and she

is now entirely well.

There were four cases of acute hemorrhagic pan-

creatitis, one following a cholecystectomy. In all

gallstones were present. The stones were removed,

the gallbladder drained, and the pancreas incised

and drained. All recovered.

In this series of cases there was one death.

.A woman of 78, moderately jaundiced, for some years

had had very much upper abdominal pain and frequent

attacks of chills and fever. Operation showed enormously

dilated bile ducts. The common duct was packed full of

stones down to the opening of the duodenum. Both the

hepatic ducts were greatly dilated and full of stones.

Stones were removed and drainage of the duct instituted.

The second day she developed lobar pneumonia, from

w’hich in the course of a few weeks she had recovered,

but a week later, while sitting up, suddenly dropped

back dead.

These cases illustrate the marked advantage of

applying methods that have developed from study-

ing the physiology of the liver, gallbladder and

other related organs.

CONCLUSIONS

1. Cholecystitis is the most frequent cause of

chronic dyspepsia.

2. Infection of the gallbladder is usually associ-

ated with infection in the adjacent liver and often

of the pancreas, duodenum and other organs.

3. These infections may be hematogenous from

some distant focus, but are usuaully secondary to

an infection in the gastrointestinal tract, carried

through the portal circulation to the liver and

thence by the lymphatics.

4. Chronic colitis is a common condition, and

a most important factor in the development of

cholecystitis.

5. Newer methods of examination are of great

value, but should not displace intensive clinical

study.

6. Proper surgical treatment is based on knowl-

edge of the physiology of the liver and associated

organs.

Significance of Ren.al Counterbalance in Surgical
Treatment of Renal Lesions. Frank Hinman, San Fran-
cisco {Journal A. M. A., April 19, 1930), says that in

every borderline case of unilateral hydronephrosis—not
much parenchyma, low function, little if any improvement
with a retention catheter, and possibly chronic infection

—

the kidney should be removed without any attempt at

repair, provided the opposite kidney is healthy and hyper-
trophic. On the other hand, in bilateral abnormality every
possible attempt to preserve a kidney with the same or
even much greater degree of injury should be made. The
facts of the experimental study of repair hydronephrosis
point quite clearly to this conclusion. It makes little dif-

ference what theoretical interpretation one cares to make
of them. The question of disuse atrophy is purely hypo-
thetical and, whether accepted or not, does not alter in

any way the practical application of the facts. The renal

alterations will vary with variations in the factors con-
trolling the injury and the repair. The changes are passive.

Secretory units have no volition in the matter. There is no
active competition in the sense that the right and left

sides are trying to drive each other out of business. The
injury causes renal atrophy with loss of function. If ex-

tensive, the remaining renal mass hypertrophies because of

the extra work. If the injury is removed, repair will occur,

broadly speaking, in proportion to the extent of the injury
and the demand for repair. An early hydronephrosis has
good possibilities and with removal of its cause of ob-
struction is given continuous, gradually increasing stimu-
lation that produces permanent repair. The readjustment
is cooperative. If injury, such as infection or partial ob-
struction because of unsuccessful surgery, persists, the repair

is not permanent and the readjustment becomes competitive
and a gradual atrophy may result. A late hydronephrosis
has poor possibilities of repair and is not given an op-
portunity to make the most of them because of little or

no increase of stimulation. The readjustment from the

start is competitive and a gradual atrophy the result.

The term renal counterbalance covers sufficiently enough
the conception of alterations of the renal mass of the

two kidneys from hypertrophy and atrophy as the result

of injury and repair. It seems more fit than renal compen-
sation. The two types of readjustment may be termed co-

operative and competitive, even and uneven, or propor-
tional and disproportional counterbalance, the whole idea

being that in a cooperative type the secretory units of the

two kidneys respond more or less equally to the same
stimulation and the ability of continued response on the

injured side remains because the injury has been removed,

even though it may have only 10 secretory units to its

fellow’s million. In a competitive type the response of each

individual unit on the repair side is slower and weaker
than on the healthy side. The smaller number of units

function inefficiently for some time because the injury

persists or full repair has not occurred in those secretory

units remaining that are susceptible of repair. The rela-

tive number of secretory units of the two sides has nothing

whatever to do with the counterbalance. Similar readjust-

ments occur in the substance of a single kidney with or

after removal of localized injury. An infantile kidney with

so few units that it could not carry on total function does

not atrophy. It has undergone a cooperative type of ad-

justment with its big, capable mate.
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Prevention of Deformities in Chronic Arthritis.

Loring T. Swaim and John G. Kuhns, Boston {Journal

A.M.A., .\pril 12, 1930), assert that when spinal arthritis

has been found or is strongly suspected, the most effective

measure for preventing deformities is rest in correct posi-

tions. This means complete rest in bed, for a matter of

weeks. -Any extensive experience with this disease makes it

evident that no patient can become cured of the malady

and continue at his work at the same time. Recumbency
is indicated to afford rest to the patient, to give an oppor-

tunity to raise his resistance, to allay pain and muscle

spasm and, above all, to prevent the forward deformity.

This recumbent rest must be so arranged that positions

are not assumed which induce the spinal and thoracic de-

formity described. The patient’s bed should not sag in the

middle; there should be but one small pillow under the

head; often no pillow is better. It is less fatiguing and
less likely to cause deformity to have the patient sit in a

straight-backed chair than to have him bolstered up in bed
with its certain flexion of the dorsal spine. At intervals

of about one-half hour several times during the day a pil-

low should be placed upder the dorsal spine and the hands
should be placed under the head. This pulls the thoracic

cage into the fullest possible expansion. When deformity

has already occurred, complete recumbency for a period of

weeks is required. Heat aplied to the spine in any form
gives comfort and decreases muscle spasm. The patient is

placed in a hyperextended position at short intervals dur-

ing the day to mobilize the spine, to increase chest expan-
sion and later to correct deformity. The patient is first

taught to lie with a pillow under the knees to flatten the

lumbar spine. No pillow is permitted under the head at

these times, thus making for full extension of the cervical

and dorsal spine. When this becomes comfortable, a pillow

is placed under the back at the apex of the bowing for

short periods; later this may be replaced by a sand bag or

half shell plaster cast, in which the patient may lie for

short periods or even all night. A more vigorous measure
is to have the patient lie on a firm hair mattress, which is

gradually raised by means of inch boards placed from day
to day under the apex of the deforming spinal curve. Not
all deformities yield readily to such treatment but all will

improve to an encouraging degree
;

sometimes, however,
only after months of persistent treatment. When such
therapy cannot be followed and stiffness increases, the

spine should be allowed to ankylose only in the best func-

tional position: with the chest in full expansion and the

spine in full extension with no increase in the normal
curves. Exercises play an important part in the treatment
of spinal arthritis. These are given several times daily in

the recumbent position. As the patient becomes more com-
fortable and stronger, he is given sitting or standing exer-

cises. They should be designed to mobilize the stiffened

spine, to improve chest expansion, and to strengthen the

atonic abdominal wall and the weakened spinal muscles.

These exercises should be continued until the patient is

well. With the disappearance of muscle spasm and im-
provement in spinal and abdominal musculature, the pa-
tient should be provided with apparatus which will help

prevent deformity and yet not restrict the chest. Torti-

collis, a rotation of the head due to cervical arthritis, is

one of the most unsightly as well as obstinate deformities

that involve the head. When the head is pulled to one
side by the protective muscle spasm, it should be put at

complete rest with the neck in the normal erect position

and the face looking straight forward. This position should
be held by a posterior plaster shell or sand bags. Heat ap-
plied to the back of the neck and traction from 3 to 10

pounds (1.4 to 4.5 Kg) on a head sling often help relieve

the muscle spasm. .As the muscle spasm decreases, the posi-

tion of the head should be permitted to become stiff only
in a good position, with the head facing directly forward
and balanced well on the torso for the upright position.

Involvement of the temporomandibular joints occurs in a

large number of arthritic cases. A certain amount of cor-

rection can be secured by the use of soft wood wedges be-
tween the upper and lower teeth. Various operative pro-
cedures have been devised for securing motion when the
joint is ankylosed.

Critical Treatment Problejhs in Today’s Syphilology.
John H. Stokes, Philadelphia {Journal AJJ.A., April S,

1930), discusses recent developments in the control of in-

fectiousness by organized and socialized treatment, which
is, in essence, the management of early syphilis; the prob-
lem of bismuth ; the prevention and control of the two
most threatening aspects of late syphilis, disease of the

heart and of the nervous system; and smoother treatment.
He says physicians should encourage and use the university

clinic, the medical school and hospital and public health
clinic

; take more time to explain to the patient with
syphilis what they are about, for an intelligent talk makes
for cooperation, confidence and friendliness, and these are

as important as drugs in cure; read and keep up to date,

drawing syphilotherapy from the journals and the schools,

and not from hearsay and the pharmeutical man; accept
and put in practice in the management of early syphilis

the fruits of the past decade’s best controlled investiga-

tions. About the problem of bismuth he says; Select two
or three good bismuth preparations and learn to give them
without disturbing the patient. Then let the rest go by,
for five years, until an authoritative summary appears in

the literature. Practically all the work that a bismuth pre-

paration can do for the average man today can be done
with the fat-suspended potassium bismuth tartrate, the

salicylate or, if one considers European practice, the glu-

cose-suspended hydroxide or metallic bismuth. One who
wishes to see what tryparsamide can do must use it con-
tinuously, not in broken courses, in the individual case for

not less than two years, before expecting to find the sero-

logic reversal of blood and fluid reactions on which so
much stress is laid. The combination of tryparsamide and
of a nonspecific fever induced by typhoid-paratyphoid
V’accine, whose possibilities have barely been touched, is a

direction in which important advances can take place. He
concludes by saying: We can smooth the road of treat-

ment by an irreproachable technic in the use of the agents
we have available, and in a thorough application of the
known principles governing their action and reaction in the

patient. Where do we of the rank and file meet our diffi-

culties in the treatment of the patient with syphUis? 1. We
do not examine the patient adequately before we fire the
first shot. 2. We too often fail to envisage an aim, a pur-
pose for which we are treating, in part because we have
not appraised the case adequately. 3. The practitioner sys-

tematically forgets, or has never understood, the Herx-
heimer reaction, or therapeutic shock. A third of his trou-

bles come from this source. 4. We forget too easily the

double-edged effect of rapid healing produced in a syphli-

tic lesion by an arsphenamine. S. The therapeutist too
often does not know his drugs and their complications.

6. We overlook too easily the niceties of technic. Hurting
the patient in any therapeutic procedure is, in cumulative
effect, a serious matter.

Arterial Emolism and Embolectomy. In six cases of

arterial embolism of the extremities reported on by Jacob
Lerman, F. R. Miller and C. C. Lund, Boston {Journal
A.M.A., .April 12, 1930), the embolus was located in the

axillary artery in one case, in the brachial artery at the

profunda branch in one, at the bifurcation of the brachial

artery in one, in the femoral artery at the profunda branch
in two, in one of which both femoral arteries were ob-

structed, and at the bifurcation of the aorta in one. In

four cases cardiovascular disease was the underlying cause

of the thrombus and in one an aneurysm of the subclavian

artery; in one the cause was not definitely established.

The result from embolectomy in two cases was good so

far as the circulation of the affected extremity was con-

cerned. One of these patients, however, died thirteen weeks
after operation as a result of myocardial disease. The other

three patients operated on died from one to five days after

embolectomy, in spite of postoperative improvement in the

circulation of the extremities involved. They conclude from
their observations that the success of embolectomy de-

pends on various factors, particularly on the time elapsing

from the onset of symptoms to operation and on the loca-

tion of the embolus. Narcotics may mask the symptoms
in embolism of the extremities, thus jeopardizing the

chances for early operative treatment.
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THE NATURE OE OBESITY

The opinion has prevailed among large numbers

of the medical profession and has been quite gen-

eral with laymen that people become fat because

they eat too much and exercise too little, or on

account of some constitutional abnormality or en-

docrine perversity. Newburgh and Johnston^ have

made an exhaustive study of the subject of obesity

and believe that the cause can be ascribed exclu-

sively to dietary errors or excesses. The belief that

obesity is of endogenous origin, due to a lessened

specific dynamic response to food or a constitutional

anomaly of cells which lowers intracellular oxida-

tions, is rejected by these investigators. Many per-

sons of normal stature show abnormally low meta-

bolic rates. Those who attribute endogenous obesity

to a lessened specific response to food often note

forms of pituitary disease characterized by small in-

crease of metabolic rate due to food but without

adiposity. The well known fall in basal metabolic

rate caused by undernutrition in a normal subject

often fails to occur in cases of obesity.

It seems a remarkable fact that obese persons fre-

quently fail to lose weight for a number of days

when they are undernourished and may actually

increase in weight. Formerly when a subject util-

ized a diet containing less energy than he was

thought to be using, his extra calories were assumed

to arise from the oxidation of body fat, and the

number of grams of fat required to make up the

deficit formed a basis for predicting the amount of

weight to be lost. It has long been known that there

is a constant exhalation of invisible material from

the body. It has been determined that there is a

quantitative relationship between the amount of

weight lost by this insensible perspiration and the

metabolic rate. This loss is estimated by weighing

the subject at the beginning and end of a twenty-

four hour period. If to the first weight is added

that of food and drink for twenty-four hours, and

1. Newburgh, n. H. and Johnston. M. W.: The Nature
of Obesity. Jour. Clin. Invest., Vol. VIII, No. 2, 197,
Feb., 1930.

to the second weight that of the urin? and stool for

the same period, the difference between the first

and second sums is the insensible loss for this pe-

riod. From this the loss of weight per hour is ob-

tained, and from it is estimated the total loss of

calories for this period. An interesting observation

followed the application of these principles to a

normal person who received a deficiency diet and

whose losses of weight and calories were obtained

by this procedure. It was found that he gained

weight for five days before he actually began to

lose, in spite of taking in less energy than he used.

This phenomenon was identical with that of the

obese person under similar conditions.

The ability of an individual to maintain weight,

when conditions are such that a loss of adipose

tissue is expected, has been interpreted by some as

evidence in such a person of a special type of meta-

bolism which fails to obey the law of conservation

of energy. If the same conditions continue, how-

ever, it will be observed after a few more days

that an abrupt downward inclination in the weight

curve has taken place. The individual is now losing

weight much more rapidly than can be accounted

for by destruction of body tissue. This loss of

weight continues until the total loss calculated from

the beginning equals the predicted loss due to the

oxidation of body tissue.

Another factor to be considered in reduction of

weight is that of water exchange in obese persons.

On the one hand is the physically free water which

must be dealt with by the organism, called “the

available water,” and on the other hand the water

loss from the body during this period. The avail-

able water consists of that which is drunk, the water

content of the food, that made by oxidizing the

hydrogen of the metabolic mixture and that pre-

formed water held by body tissues and released

when they are destroyed to supply energy. Water

leaving the body includes that of the urine, of the

stool and that lost insensibly from lungs and skin,

which can be determined by certain calculations.

From these studies the authors have determined

that body weight is the result of two processes.

There may be either an addition to or a loss

from the body of solid material, or there may be

a result due to retained or loss of water. Depar-

tures from the predicted weight may commonly be

accounted for by storage or loss of water.

The authors conclude that obesity is always

caused by an inflow of energy that is greater than

the outflow. It is never the direct result of abnor-
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mal metabolism but is always due to food habits

not adjusted to the metabolic requirements. There

are two groups of obese persons. In the first, laying

on of fat is the result of perverted habit. Normally

the individual possesses a mechanism that notifies

him when he has eaten enough. If he succeeds in

dulling the sensation concerned by disregarding

nature’s warning and from following the example

of his elders who overeat, or as a result of weak

will and the urge of gastronomic pleasure, the

background is laid for the condition of obesity.

The second group includes persons who by previ-

ous experience have learned the right amount of

food for their requirements. The lessened outflow

of energy leads to obesity, due to lessened activity,

from advancing years, change of occupation and

the like.

A warning against the promiscuous use of obesity

remedies and fat reducing cures has been an-

nounced by Cullen- of the U. S. Department of

Agriculture, as being worthless or dangerous. He
says that no other class of medication exploited to

humbug the people has a wider sale than these so-

called fat remedies. The accompanying loss of

weight is attributed to the hot baths, diet and ex-

ercises recommended with the medication. These

preparations frequently contain thyroid extracts,

which have produced serious and often fatal results,

being taken without medical supervision. Some

contain phytolacca, a poisonous drug having no

possible effect in reducing flesh.

These observations concerning the nature of

obesity seem to be logical and appeal to the keen

observer as a rational explanation of this much

discussed problem. If accepted, they suggest meth-

ods of treatment at variance with some procedures

which are often followed.

PACIFIC NORTHWEST MEDICAL
ASSOCIATION

The annual meeting of Pacific Northwest Medi-

cal Association was not held last year on account

of the American Medical Association being sched-

uled at Portland. The Pacific Northwest meeting

is the outstanding medical gathering of the North-

west and is one which should be attended by every

medical man and woman who can arrange to do so.

•Aside from the great national organization no

medical institution has assembled in this section

of the country such groups of eminent and dis-

tinguished members of our profession.

2. Cullen, F. J. ; Food, Drug and Insecticide Adminis-
tration, U. S. Department of Agriculture, April 24, 1930.

Plans for the eighth annual meeting in Butte,

Mont., July 1-3, Tuesday, Wednesday and Thurs- i

day, are advancing toward completion. There will
j

be three daily sessions, morning, afternoon and eve-

ning, with a smoker following the Tuesday eve-

ning meeting and a banquet substituted for that of

Wednesday evening. The Butte committee is doing

everything possible to assure a large attendance

from their state and it is hoped that the rest of the

territory will furnish an unusually good attendance

because of the excellence of the program.

The following is the program so far as it has been
j

completed to date.
j

Dr. Edwin /. Bartlett, Associate Professor of Surgery,

University of California Medical School; a pupil of Dr.

J. C. Bloodgood.
Titles:

1. Surgical Pathology of Carcinoma of the Breast.

2. The Technic of Breast Operations.

3. Operative Conditions of the Neck with Technic of

Neck Dissection.

Dr. Hilding Berglund, Professor of Medicine, University

of Minnesota Medical School; Erstwhile Exchange Profes-

sor of Medicine at Pekin Medical School.

Titles:

1. The Anemias and Their Therapeutic Possibilities.

2. The Value of Gastric Analysis and a Discussion of the

Causes of Epigastric Distress.

3. The Therapeutic Possibilities and Responsibilities in

the Various Types of Bright’s Disease.

Dr. Harold Brunn, Associate Professor of Surgery, Uni-

versity of California Medical School.

Titles:

1. Atelectasis of the Lung.

2. Atelectasis of the Lung.

3. Cancer of the Lung.

Dr. A. J. Carlson, Professor of Physiology, University

of Chicago Medical School.

Titles:

1. The Involuntary Nervous System and Circulation.

2. The Involuntary Nervous System and Digestion.

3. The Involuntary Nervous System and Metabolism.

Dr. George B. Eusterman, Head of Gastroenterological

Section at Mayo Clinic.

Titles:

1. Unusual Lesions of the Stomach and Duodenum with

Differential Diagnosis.

2. The Significance of Gastric Anacidity in General Med-
icine and Gastroenterology.

3. The Results of a Follow-up of Cases of Chronic

Duodenal Ulcer on Ambulant Mescal Treatment.

Dr. Emile Holman, Professor of Surgery, Stanford Uni-

versity Medical School.

Titles:

1. Pulmonary Suppurations. Important Factors in Its

Development and Its Repair. A Clinical and Experimental

Study.

2. The Surgical Treatment of Pulmonary Suppurations.

Postoperative Pulmonary Abscess, Chronic Bronchial Fis-

tula and Pulmonary Tuberculosis.

3. The Treatment of Burns from Inception to Complete

Epithelialization.

Dr. Allen K. Krause, President and Director of The

Desert Sanatorium and Institute of Research, Tucson,

Arizona.

Titles:

1. Some Aspects of Chronic Pulmonary Infections.

2. Physiologic Relations in Tuberculosis.

3. The Question of .Activity in Tuberculosis.
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Dr. Chauncey D. Leake, Professor of Pharmacology,
University of California Medical School.

Titles:

1. Recent Advances in Anesthetics and Drugs Used to

Depress the Central Nervous System.

2. Recent Advances in the Pharmacology of the Auto-
nomic Nervous System with Special Reference to Cir-

culation.

3. Recent Advances in Chemotherapy.

Dr. Andrew Stewart Lobingier, Surgeon, Merritt Building,

Los Angeles, California.

Titles;

1. The Necrotic Edema of the Gallbladder.

2. The Pathogenesis of Pancreatic Disease.

Dr. T. M. Rivers, research worker in The Rockefeller In-

stitute for Medical Research.

Titles:

1. Spontaneous Generation in Relation to the Nature of

Viruses.

2. The Problems Concerning Chickenpox, Measles and
Poliomyelitis.

3. Viruses in Relation to Tumors. Infectious Myxoma-
tosis of Rabbits (Sanarelli).

Dr. Meyer Wiener, Professor of Ophthalmology, Wash-
ington University Medical School, St. Louis, Missouri.

Titles:

1. Intraocular Operations.

2. Care of Injuries of the Eye.
3. Plastic and Cosmetic Surgery of the Eye.

The Pacific Northwest Medical Association has

arranged a visit to Yellowstone National Park for

the members of the Association, leaving Butte on

any train of July 3 or 4. There will be a rodeo at

Livingston on July 4. The trip through the park

will extend from the fourth to the eighth. For

complete information regarding the expense and

train time address Dr. E. G. Balsam, secretary of

the Montana Medical Association, box 88, Billings,

Mont.

The membership fee of $15.00 is now payable to

Dr. Frederick Epplen, secretary and treasurer, 639

Stimson Building, Seattle, Washington.

THE IDAHO ANNUAL MEETING
Idaho State Medical Association will hold its

annual meeting at Coeur d’Alene June 27-28. The

sessions will probably be held at Bozanta Tavern

at Hayden Lake, a short distance from the city.

Hotel accommodations can be reserved either at the

lake or in the city as one desires.

The committee plans a boat ride on Lake Coeur

d’Alene Friday evening, with luncheon at the new

Boy Scout camp, which is said to be especially at-

tractive. Saturday evening the annual banquet will

be held at Hayden Lake. The Woman’s Auxiliary

will also hold its annual meeting at this time.

Entertainment for the visiting ladies will be pro-

vided by the Auxiliary, which will assure pleasing

attractions for the visitors.

The following week the annual meeting of the

Pacific Northwest Medical Association will be held

in Butte, preceded by the annual meeting of the

Montana association which is scheduled for Mon-
day. If one so desires, it will be a favorable oppor-

tunity for members from Washington and Oregon

to visit these annual state meetings while on the

way to the large meeting in Butte.

The program follows as completed to date. Next

month the complete program will be presented.

William J. Kerr, University of California.

Titles;

1. Recent .Additions to Our Knowledge of the Functions
of the Liver.

2. Treatment of Cardiac Irregularities.

E. J. Barnett, Spokane. Recent Advances in Infant
Feeding.

D. C. Ray, Pocatello. Resume of One Hundred Maternity
Cases, Pocatello General Hospital.

Carl Davis, Milwaukee, Wis., will present obstetric films.

Papers will also be presented by Herbert W. Hill, Lon-
don, Can., J. Tate Mason, Seattle, Wash., R. B. Dille-

hunt, Portland, Ore., and T. A. Ellison, St. Anthony, Ida.

GOITER ASSOCIATION MEETING
The -American Association for Study of Goiter

will hold its annual meeting in Seattle July 10-11.

This will be followed by a session at Tacoma July

12, with a trip to Mount Rainier. Since all practi-

tioners are more or less associated with goiter

cases and are interested in the treatment of this

condition, the following program of papers will

prove attractive, which are scheduled for this

meeting.

PROGRAM
1. E. R. .Arn, Dayton, O., President’s address: “.Auricular

Fibrillation .Associated with Hyperthyroidism.”
2. Willard Batlett, Jr., St. Louis, Mo.: Subject not yet

announced.
3. Leo P. Bell, Woodland, Calif.; “Tumors of the Neck

Simulating Goiter.”

4. -Addison G. Brenizer, Charlotte, N. C.: “Hyperthy-
roidism and Hypothyroidism Following 7,500 Thyroidec-

tomies.”

5. Harold Brunn, San Francisco, Calif.: “Why General

Anesthesia Should Not be Used in Thyroid Surgery.”

6. Thomas O. Burger, San Diego, Calif.: “Local Anes-
thesia with Adjuncts for Thyroidectomy.”

7. Warren H. Cole, St. Louis, Mo.; “Experimental Study
on the Production of Hyperplasia of the Thyroid by
Chemical Means.”

8. J. Earle Else, Portland, Ore.: Subject not yet an-

nounced.

9. William Engelbach, Santa Barabara, Calif.: “Simpler
Diagnostic Methods of Endocrine Disorders.”

10. Gordon S. Fahrni, Winnipeg, Man.; “Effects of

Thyroidectomy upon Pregnancy.”
11. N. W. Gillette, Toledo, 0.: “Complications Follow-

ing Thyroidectomy.”
12. -Allen Graham, Cleveland, O.: “End-Results of Mal-

ignant Goiter.”

13. Samuel F. Haines, Rochester, Minn.: Subject not

yet announced.

14. John S. Helms, Tampa, Fla.: “The Incidence of

Goiter in the Southeastern States and Its Possible Signifi-

cance.”

15. Lewis M. Hurxthal, Boston, Mass.: “The Cardio-

vascular System in Goiter.”

16. -Arnold Jackson, Madison, Wis.; “Diagnostic Clinic.”



240 EDITORIAL Vol. XXIX. No. 5

17. Thomas M. Joyce, Portland, Ore.: “The Prepara-

tion of Thyroid Patients for Surgery.”

18. E. Starr Judd, Rochester, Minn.: “The Treatment of

Peptic Ulcer and Gallbladder Disease Complicated by
Hyperthyroidism.”

19. \Vm. J. Kerr, San Francisco, Calif.: “Necrosis of the

Heart and Liver in Thyrotoxicosis.”

20. O. P. Kimball. Cleveland, O.: “The Relation of En-
demic Goiter to Mental Efficiency.”

21. Le Roy Long, Oklahoma City: “Hyperthyroidism.”
22. E. P. McCullagh, Cleveland, O.: “The Relation of

Carbohydrates to the Calcium and Phosphorous Metabolism
in Tetany.”

23. K. F. Meyer, San Francisco, Calif.: Subject not yet

announced.
24. Raymond J. Millzner, San Francisco, Calif.: “Thy-

roiditis.”

25. Henry F. Plummer, Rochester, Minn.: “Thyroid
Therapy and Diagnostic Clinic.”

26. H. W. Riggs, Vancouver, B. C.: Subject not yet an-
nounced.

27. C. A. Roeder, Omaha, Neb.; “The Third Type of

Toxic Thyroidism.”
28. Linden Seed, Chicago, 111.: “The Differential Diag-

nosis of Thyrotoxicosis and Neurosis.”

29. J. R. E. Sievers, Butte, Mont.; “Influences Bearing
upon End-Results in Goiter Treatment.”

30. E. P. Sloan, Bloomington, 111.: “.Anatomy of the
Thyroid Region.”

31. Martin B. Tinker, Ithaca, N. Y.: “Thyroiditis.”

32. Robertson Ward, San Francisco, Calif.; “Carcinoma
of the Thyroid.”

33. Clarence G. Toland and John M. .Askey, Los An-
geles, Calif.: “Blood Pressure and Goiter. A Preoperative
and Postoperative Study.”

34. Ralph R. Wilson, Kansas City, Mo.; “Effects of

Thyroid Activity upon the Female Organism.”

THIS SURGICAL ISSUE

In recent years an issue of this journal has from

time to time been devoted to the publication of

papers by members of the Seattle Surgical Society.

This organization includes a group of representa-

tive surgeons of that city, whose members are ac-

tive in promoting the science and practice of sur-

gery. This collection of papers is indicative of the

work of its membership, and it is hoped they will

prove of interest to those who read them.

The custom of grouping results of the labors of

different individuals, engaged in similar lines of

endeavor, has become quite the vogue of late, thus

producing greater emphasis on the minds of readers.

Also some publications consider it desirable to

identify definite issues with contributors from a

certain localized area. WTiile these procedures

would doubtless be objectionable for routine prac-

tice with a journal of our character, yet it is be-

lieved an occasional issue along these lines may

be advantageous by stimulating added interest on

the part both of contributors and readers.

MEDICAL NOTES

OREGON
Cancer Cure Investig.ated. Dr. Richard B. Dillehunt,

dean of the University of Oregon Medical School, Portland,

made public announcement, .April 18, of a report by Dr.

Frank Menne, professor of pathology at the medical school,

regarding the Coffey-Humber cancer cure. The report,

which followed an exhaustive pathologic and clinical study

of patients who had received adrenal gland extract, states

there is so far insufficient evidence on which to base a

claim that the progress of cancer is retarded by its use.

Clinic Contract Let. Contract for the construction

of the new $400,000 clinic building at the University of

Oregon Medical School at Portland was awarded early in

•April. It is expected that the new structure will be ready

for occupancy next January.

Pathologist Honored. .A joint luncheon and meeting

of the Portland City and County Medical Society and the

Oregon Sociay Hygiene Society was held at the Multno-

mah hotel -April 8 as part of the nation-wide observance

of the birthday of Dr. William Henry Welch, dean of

.American pathologists.

Flight Surgeon .Appointed. Following a three months

course at the army service school for surgeons at San An-

tonio, Texas, Dr. Cecil Ross, Portland police surgeon, has

returned to his duties. He has been appointed official flight

surgeon for Oregon.

Harvard Medical School .Alumni .Association of the

Oregon Commonwealth held its annual meeting and dinner

at the University Club .April 14. Dr. Robert H. Ellis is

president and Dr. Wayne J. Stater, secretary-treasurer.

Medical Missionary is Visitor. Sir William James

Wanless, retired medical missionary of Miraj, India, was

a recent visitor in Portland, Corvallis and Pendleton,

where he spoke in the interests of the Board of Foreign

Missions of the Presbyterian church.

Dr. Mabel M. .Akin, Portland physician, sailed from

New A^ork April 30. She will attend the quinquennial con-

vention of the International Council of Women at Vienna

May 27-June 9. Following this she intends to visit sev-

eral European countries.

Jackson County Medical Society held its regular bi-

monthly meeting at the Hotel Medford in Medford, April

16. The society went on record as favoring an intensive

campaign to eradicate diphtheria from Jackson County.

To this end they propose to immunize by toxin-antitoxin,

free of charge, all children brought to them during the

thirty days following .April 21.

Medical Building Under Construction. Work was ex-

pected to begin this month on the new twelve story Medi-

cal .Arts Building at Eugene.

Dr. H. j. Kavenaugh of Portland sailed from New
York .April 23 bound for Europe, where he will spend

several months in postgraduate work in obstetrics and

pediatrics.

Dr. C. E. Jenkins of the Rogue River Sanatorium has

opened an office in Klamath Falls, where he will visit on

certain days of the week.
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Dk. M. S. Kern of Pendleton is now in Vienna, engaged

in postgraduate study.

WASHINGTON
Children’s Department Planned. Sacred Heart Hos-

pital at Spokane is to have a complete pediatric depart-

ment. The entire fourth floor annex is now being remodeled

for that purpose. Space will be provided for thirty-five

children’s beds, a sun room, playing room and nursery.

Cancer Clinic Planned. At a recent meeting of volun-

teer workers who are endeavoring to raise $1,150,000 to

finance the new Seattle General Hospital, Dr. Park Weed
Willis announced that the proposed institution will include

a modern department for the treatment and investigation

of cancer.

Inspects Hospitals. Dr. Willis H. Corson, superintend-

ent of the King County Hospital, -Seattle, left April 3 for

an inspection tour of similar Eastern institutions. The

board of county commissioners have authorized him to

make a study of hospital management with a view toward

incorporating the latest improvements in the new Harbor-

view Hospital, now under construction.

Island Hospital Proposed. Private interests are laying

plans for the erection of a modern hospital on Whidby
Island. At present, injured and sick persons in the island

towns must be taken to the mainland for hospitalization.

County Hospital Assured. The county commissioners

of Kitsap County at a meeting early in April employed Mr.

Chris Olson, a Bremerton contractor, to proceed with the

erection of the new county hospital at Port Orchard.

Health Education Campaign. Pierce County Medical

Society has entered upon a campaign to interest the com-

munity in preventive medicine. Space has been reserved in

several Tacoma newspapers for advertisement articles, deal-

ing with public health matters in their relation to the pa-

tient and his physician.

Health Officer Appointed. Dr. H. S. McGinness has

been appointed to act as county physician of Yakima

County during the absence of Dr. Lloyd Moffitt, who has

been temporarily released on account of illness.

County Physician Named. Dr. H. L. Eldridge of Sno-

homish has been appointed County Physician of Snohomish

County to succeed Dr. H. M. Berge of Everett, who re-

signed to engage in private practice.

Medical Missionary is Visitor. Sir William James Wan-
less, missionary-surgeon of Miraj, India, was a visitor in

.\berdeen April 3, where he was entertained by local phy-

sicians. He gave an address on the subject of diseases of

the eye, ear, nose and throat.

Dr. W. R. F. Luke of Spokane sailed last month for

Europe, where he will engage in postgraduate study in

Vienna and Budapest. He intends later to go to India for

additional courses. Dr. J. L. Walter, formerly of Chicago,

111., is taking over his practice during his absence.

Dr. R. H. Somers of Seattle, accompanied by his wife,

sailed in April for Europe, where he will spend several

months in postgraduate work in pediatrics.

Dr. Paul G. Flothow, accompanied by his wife, sailed

•\pril 2 from Seattle for Sidney, Australia, where he will

take a ten weeks course in neurologic surgery.

Dr. .Arthur N. Wilson, who has been engaged in prac-

tice at Port Ludlow, sailed last month from Seattle for

•Alaska, where he will assume charge of the Kennecott

Copper Corporation hospital at Latouche.

Dr. C. S. Berry, formerly of Raymond, has moved to

Tacoma where he will be associated with the Western

Hospital and Clinic association.

Dr. H. a. Barner has taken over the offices of Dr. E. J.

Taggart of Bremerton, during the absence from practice of

the latter. Dr. Taggart is convalescing from a prolonged

illness.

Dr. D. V. Ogievsky, formerly resident physician at the

King County hospital in Seattle, has become associated

with Dr. L. S. Dewey in the management of the Omak
hospital.

Dr. Edwin Smith was a recent visitor to Auburn

where he formerly practiced. He is now located at a set-

tlement forty miles north of Nome. Last March he was

rushed by airplane to Seattle for an operation, from which

he is now convalescing.

Dr. a . j. Johnson has become associated with Dr. A. E.

Bird in his practice at Camas. Dr. Johnson was formerly

connected with the Mayo Clinic, Rochester, Minn.

Dr. William H. Lee of Seattle is acting at Bremerton

as locum tenens for Dr. H. A. Barner, while the latter is

absent from the city.

Thurston-Mason Counties Medical Society held a

meeting at the Shelton Hotel March 20. Twenty-two

members were present. Drs. Homer D. Dudley and Alexan-

der B. Hepler, both of Seattle, were guests of the society

and delivered addresses.

Whatcom County Medical Society held a meeting at

the State Street assembly room in Bellingham March 31.

The principal address of the evening was delivered by

Arthur Heinemann of the Heinemann Diagnostic Labora-

tories, who spoke on “Food Allergy.” Drs. John McGregor

of Bellingham and H. M. Moss of Everson were elected

to membership.

Yakima County Medical Society met in Yakima March

19. Dr. John H. Harter of Seattle gave an illustrated lec-

ture on plastic surgery of the nose and face, while Dr.

George Price, also of Seattle, talked on a neurologic

subject.

Snohomish County Medical Society met in the library

of the Medical-Dental Building in Everett April 1. A
symposium on cardiorenal diseases was participated in by

Drs. L. G. Woodford, A. H. Gunderson and W. H. Fulton.

Dr. M. C. Riddle was elected to membership.

Wedding. Dr. George F. Cook and Mrs. Ella Musser,

both of Bellingham, were married in Seattle March 22.

IDAHO
County Physician Appointed. Dr. H. H. King of

Montpelier has been appointed county physician during

the absence of Dr. Guyon.

Dr. Charles L. Gritman of Moscow has been named

resident physician and surgeon of the Northern Pacific

Railway to succeed the late Dr. W. H. Carrithers.

Dr. E. L. Spohn of Priest River has moved to Coeur

d’Alene, where he will engage in practice. He has disposed
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of his interests at Priest River to Dr. Harold C. Soucey,

formerly of Portland.

Id.^ho F.vlls Medical Society held its annual meeting

at the Bonneville hotel in Idaho Falls April 4. Dr. C. M.

Cline was elected president for the ensuing year.

OBITUARIES
Dr. Wellington Prude McAdory, La Grande, Ore., died

unexpectedly in his office April 18, aged SS years. He was

born near McCalla, Ala., in 1875, and graduated from the

University of Virginia Department of Medicine, Charlottes-

ville, Va., in 1807. He then located in Birmingham, Ala.,

where he practiced for several years and was a member

of the faculty in the Birmingham Medical College. He
moved to La Grande in 1924 and remained in active prac-

tice there until his death.

Dr. John N. Smith, Salem, Ore., died suddenly at New-

port April 19, aged 78 years. He was born in Iowa in

1852, and graduated from Willamette University Medical

Department in 1886. He practiced at Buena Vista and at

Dallas, later moving to Salem, where he was in practice

for thirty-two years. In 1915 he was appointed superin-

tendent of the state institution for the feeble minded at

Salem and occupied this position until January of this

year, when he resigned on account of poor health.

Dr. George Ellsworth Chamberlain, Aberdeen, Wash.,

died suddenly at his home April 17, aged 66 years. He was

born in Indiana in 1864, and graduated from the Uni-

versity of Illinois College of Medicine, Chicago, in 1893.

After practicing for several years in Minnesota and New
York he came to Aberdeen in 1905. He was the founder of

the Aberdeen General hospital and served continuously as

its president until 1928.

Dr. John S.amuel Stott, retired physician of Portland,

Oregon, died at his home April 13, aged 73 years. He was

born in Tigard, Oregon, in 1858, and graduated from Wil-

lamette University Medical School, Salem, in 1883. He
first located at Tigard and later moved to Portland, where

he remained in practice until his retirement five years ago.

REPORTS OF SOCIETY MEETINGS
OREGON

PORTLAND CITY AND COUNTY SOCIETY
Pres., F. A. Kiehle; Secty, H. P. Rush

Portland City and County Medical Society met April

2 at the United States Veterans’ hospital in Portland.

A symposium on “Encephalomyelitis” was given by Drs.

C. S. Armstrong, F. J. Ernest and J. M. Perkins.

The meeting April 16 took place in the Auditorium of

the Medical-Dental Building. Scientific papers were pre-

sented by Drs. A. W. Holman and R. E. Watkins.

WASHINGTON
KING COUNTY MEDIC.\L SOCIETY

Pres., D. H. Houston; Secty., A. J. Bowles

King County Medical Society held a general meeting in

the auditorium of the Medical-Dental Building, Seattle,

April 7, with President D. H. Houston in the chair. About

one hundred and thirty members were present. Minutes

of the meeting of March 3 were read and approved.

An interesting case of coccidioidal granuloma was pre-

sented by Dr. B. E. Nutting of King County hospital.

The pathology was discussed by Dr. T. A. Kennedy. The

patient was presented together with microphotographs of

pathologic tissues, smears and cultures of the organism.

Dr. C. J. Johannesson, of Walla Walla, read a paper on

“Cholecystography, Correlated with Gastrointestinal Stud-

ies,” illustrated with lantern slides. Cholecystitis is one of

the most common abdominal diseases. The chronic case is

commonly neglected for an indefinite time because of in-

sidious onset. In order to obtain a satisfactorj' shadow

from the administration of tetraiodophenolphthalein it is

necessary for the bile to remain in the gallbladder for

several hours. Accordingly food should be withheld for

twelve to sixteen hours. The prompt disappearance of the

gallbladder shadow after a meal rich in fat is one of the

criteria of its normal function, namely, its contractive or

emptying power. One of the most important factors in

cholecystography is obtaining perfect films. Movement is

one of the most annoying factors which will often obscure

the shadow. The finer the precipitate the more of the

dye is absorbed with less laxative action. This depends

largely upon the degree of colloidality. To get best re-

sults one should use the method and technic with which

he is most familiar. Close cooperation is necessary between

patient, surgeon and roentgenologist. The paper was dis-

cussed by Drs. M. F. Dwyer and B. S. Paschall.

Dr. C. A. Smith discussed “Galvanic Therapy.” It is a

unidirectional current, always flowing from positive to neg-

ative pole. Hence identification of the pole is always essen-

tial. Characteristics of each pole were explained with con-

sequent applications in conditions of disease. Galvanic ion-

ization was described and various uses of this principle

were cited in pathologic conditions. Interpolar manifesta-

tions of the current were discussed with explanation for its

use in various conditions of disease, particularly in paral-

yses and different arthritic conditions. There was a brief

discussion of the reactions of degeneration, attention being

called to the use of the faradic and galvanic currents to

differentiate organic disease of nerves. The paper was dis-

cussed by Dr. E. Weldon Young.

Drs. S. N. Berens and F. H. Wanamaker were elected

to membership. Applications of membership were read

from Drs. C. A. Fitzgerald, N. W. Murphy and T. G.

Sutherland.

It was announced that a photographer, with studio in

the Shopping Tower, will photograph members to provide

an album of record for the society.

PIERCE COUNTY MEDICAL SOCIETY

Pres., C. F. Engels; Secty., W. B. Penney

The regular meeting of Pierce County Medical Society

was held at the Mountain View Sanatorium, Tacoma, April

8, 1930, President C. F. Engels in the chair. The meeting

was preceded by a dinner served in the sanatorium dining

room by the Commissioners of Pierce County. A motion

was made and carried unanimously thanking the staff of

the sanatorium and the county commissioners for the de-

lightful dinner served and the opportunity to hold the

meeting at the institution.

PROGRAM

“Hypophyseal Tumors.” Dr. W. C. Paul. .\ report was

1

I)

I

I
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given of three cases coming under observation during the

last few years. The paper was illustrated by lantern slides

and was discussed by Drs. M. T. Nelsen and A. W. Howe.

“Putting the Lungs at Rest in Pulmonary Diseases.” Dr.

John F. Steele. Many roentgen-ray films were shown, illus-

trating the different methods of aiding nature in resting

the lungs in various pulmonary conditions.

Following this paper a moving picture film, entitled

“Diagnosis of Childhood Tuberculosis,” was presented by

courtesy of Pierce County Tuberculosis League.

SPOKANE COUNTY MEDICAL SOCIETY
Pres., C. B. Ward; Secty., R. P. DeRiemer

The regular meeting of Spokane County Medical Society

held at Spokane April 10, was preceded by a dinner in the

Paulsen Medical and Dental Building auditorium. Dr. John

Neely acted as toastmaster, relating many incidents of his

early practice which were highly amusing.

PROGRAM

Case report. “Rare Hemangiosarcoma with Cardiac Me-
tastasis.” Dr. C. W. Countryman. Slides and motion pic-

ture by Dr. R. F. E. Stier. Discussion by Dr. T. R. Cun-

ningham.

“Functional Disturbances of the Colon.” Dr. Donald -

Palmer. Discussion by Dr. Geo. Anderson.

“Surgical Treatment of Unilateral Pulmonary Tuber-

culosis.” Dr. Joseph Lynch. Discussion by Dr. J. M.
Nelson.

Dr. F. C. Gibson was unanimously elected to associate

membership.

Dr. Ward announced forthcoming trips to Wallace and

Yakima.

WALLA WALLA VALLEY MEDICAL SOCIETY
Pres., J. T. Rooks; Secty., C. J. Johanneson

Walla Walla Valley Medical Society held its monthly

meeting at Walla Walla, April 9, at the Grand Hotel.

Besides local members there were visiting physicians from

Yakima, La Grande, Lewiston and other neighboring towns.

Dr. A. B. Dykeman of Portland delivered an address

on “Ophthalmology in Medicine and Surgery.” He stated

that often examination of the interior of the eye first

reveals signs of systemic disease. In all obscure cases, if the

family physician is not satisfied with his ow'n diagnosis,

the patient should be referred to a competent oph-

thalmologist.

Dr. Wilson Johnston of Portland gave an address on

“Eye Pathology,” illustrated by lantern slides. Nearsighted

people should have frequent eye examinations, since they

are prone to develop destructive changes which may lead

to complete blindness that may be averted by early

treatment.

Dr. Carroll Smith of Spokane discussed “Cooperation

Between the Family Physician and the Ophthalmologist.”

He gave a resume of the present status of glaucoma. With
the beginning of this disease people often purchase eye

glasses over the counter, in the vain hope of correcting

faulty vision. Destructive results often following this

course may be prevented by early consultation with the

ophthalmologist.

BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

Psychology. Normal and Abnormal. With Special Refer-

ence to the Needs of Medical Students and Practitioners.

By James Winfred Bridges, Ph.D., Professor of Psychol-

ogy in the Faculty of Medicine, McGill University. SS2

pp. D. .Appleton & Co., New York and London, 1930.

Instead of championing one particular school of psy-

chology the author presents views from the various schools,

seeking to reconcile apparently divergent views whenever

possible. In the first chapter he answers the question, “what

is psychology,” by presenting a sketch of the development

of the science by giving five definitions of psychology, each

of which represents a stage in its development. Psychology

was considered as the science of the soul in ancient and

medieval times, then as the science of the mind; next,

about the middle of the nineteenth century as the science

of consciousness. Following this is given the very recent

definition of psychology as the science of behavior, finally

reaching the point of view of the double-aspect theory of

mind-body relation or the science of both consciousness

and behavior.

Under “philosophical foundations” is discussed the rela-

tion of psychology to philosophy and the fact is noted

that psychology is not yet an exact science, although with

experiments under controlled conditions some results have

been achieved which may be regarded as exact. He adds,

“No science can be regarded as very exact so long as it is

possible to have schools representing different standpoints

within that science.” The author is an optimist regarding

the future of psychology, but a student who does not

allow his enthusiasm to run away with his judgment.

The fourth and fifth chapters discuss respectively the

mechanism of behavior and consciousness and the uncon-

scious; then follow chapters on attention, sensation, percep-

tion, reflexes and instincts, feeling, emotion, habits, memory,

images and ideas, imagination, thought, etc. The chapter

on “motivation of behavior” contains much of interest in

a few well written pages. In fact, throughout the book one

is impressed with the clearness and directness of the

author’s style. He presents a difficult and debatable subject

without verbosity, nor does he wander off into by-paths

to discuss pet personal theories. Medical readers will find

especially helpful the chapters on mental conflict and its

consequences, intelligence and intellect, psychopathology

and applied psychology.

In discussing applied psychology the author writes, “it is

obvious that, in order to apply psychology in medicine,

it is necessary to have a thorough knowledge of medical

practice and problems, and this requires medical train-

ing.” a statement that will be appreciated by neurologists

and psychiatrists who often find their patients treated (?)

by lay psychologists, or possessing a fund of psychologic

misinformation. .After a brief reference to the application

of psychology in educational, industrial and legal problems

he takes up medical psychology under the headings of

prevention, diagnosis and treatment. Under the latter head-

ing it is a pleasure to note that he does not overemphasize

the psychoanalysis of Freud, but also pays attention to the

rest cure of Weir Mitchell, the value of play and work,

persuasion and reasoning as set forth especially by Dubois
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and Dejerine. suggestion both in the hypnotic and waking

state and even autosuggestion as made popular by Coue.

This book is heartily recommended to the medical reader

as a sane, well balanced and comprehensive treatise on a

subject which is not generally given sufficient attention by

the profession, .^n excellent bibliography concludes the vol-

ume. Price.

Otosclerosis. A Resume of the Literature to July, 1928.

Compiled under the Direction of the Committee on Oto-
sclerosis, American Otological Society. Arthur B. Duel,
M.D., Editor. Volumes one and two. $15.00. Paul B.

Hoeber, Inc., New York, 1929.

This book is not one that can be read with ease. It does

not give any definite etiology, course or treatment of the

disease but merely ideas, facts and theories of all writers

on this subject. Of particular interest are the postmortem

reports of various authors on the gross and microscopic

changes in the stapes and labyrinthine capsule. One must

sort out and take what seems to be the consensus of opin-

ion in order to come to any definite conclusion. Following

this line of reasoning, one gets the idea that otosclerosis is

an hereditary and not a contagious disease, is not one

caused by infection but is probably due to some endocrine

dysfunction. In conclusion, it might be said that a careful

reading of this book will be of great aid to the specialist in

diagnosing these cases. Wanamaker.

The Normal Diet. A Simple Statement of the Funda-
mental Principles of Diet for the Mutual Use of Physi-
cians and Patients. By W. D. Sansum, M.S., M.D.,
F.A.C.S. Director of the Potter Metabolic Clinic, Santa
Barbara Cottage Hospital, Santa Barbara, Calif. Third
Revised Edition. 134 pp. $1.50. The C. V. Mosby Co.,
St. Louis, 1930.

A new edition of this monograph indicates its popularity

and the need of a simple, rational treatment of the subject.

The author states that diet errors are very common and
responsible for many minor as well as serious ailments.

The principles involved are discussed, as bulk requirement

of the body, acid ash type of acidosis, acetone type of

acidosis, caloric, protein, mineral, vitamin and water re-

quirements of the body. A chapter on diet menus illus-

trates how such diets may be built without violating any

of the fundamental principles. This volume is well worth

reading by everyone interested in prescribing a correct diet.

\ ARicosE Vein.s. With Special Reference to Injection Treat-
ment. By H. 0. McPheeters, M.D., F.A.C.S. Director
of the Varicose V'^ein and Ulcer Clinic, Minneapolis Gen-
eral Hospital, etc. Illustrated with Halftones and Line
Engravings. Second Revised and Enlarged Edition. 233

pp. $3.50. F. A. Davis Co., Philadelphia, 1930.

The demand for this popular work is indicated by the

appearance of the second edition a year after the first.

The author states that many points were not made suffi-

ciently clear to the general practitioner, special reference

being made to the Trendelenburg test. A chapter is devoted

to clarifying this subject. Of special value are the chapters

dealing with complications associated with varices and the

treatment of ulcer cruris, the latter being the greatest bug-

bear associated with varicose veins. The details of treatment

are so thoroughly outlined in this book that its perusal is

essential for the care and successful treatment of this

condition.

Insomnia. How to Combat It. Joseph Collins, M.D.,
Author of “The Doctor Looks at Love and Life,” etc.

130 pp. D. Appleton and Company, New York and
London, 1930.

This subject is treated in the author’s free, easy and

inimitable style that characterizes all his recent literary

productions. In discussing the nature and cause of sleep he

mentions the latest theory and one which is meeting with

wide acceptance by both physiologists and physicians, that

it is the result of inhibition from within of conditioned

reflexes. He goes on to say that insomnia is a relative term.

The amount of sleep that suffices for one individual would

be in another productive of misery and a disorder of nutri-

tion which might lead to disease.

Insomnia is broadly divided into two distinct classes

for the purpose of determining proper treatment: First,

springing from purely physical causes; second, insomnia

derived from mental, moral or emotional causes. The first

has its origin in physical pain or discomfort. It may be a

mashed thumb, rheumatism, cold feet, indigestion, influ-

enza or the toothache. Generally, the treatment is simple.

Remove the cause and the effect wiU disappear. Ease the

aching tooth and sleep will come. The other insomnia is

born of grief, cares, expectations, anxieties, preoccupation

and all violent perturbations of the mind. Not infrequently

it is the initial symptom of many mental diseases.

Charles Darwin, Napoleon, Frederick the Great, Charles

XII, the Duke of Wellington were illustrious insomniacs

and the citation of these famous men has assisted the

author in the treatment of the malady. Further under

treatment, since the chief source from which insomnia

flows has to do with a troubled mind, it follows that the

most effective remedv is restoration of tranquility and con-

trol of the mind. Fear of sleeplessness must be banished.

The question of types of beds, physical exercise, massage

and the various drugs is taken up, ending with a discussion

of hypnotism and suggestion. Insomnia is to be cured by

enlightenment, determination and discipline, not by drugs,

coddlings and self-indulgence. Rohwer.

Symptoms of Visceral Disease. A Study of the Vegeta-

tive Nervous System in Its Relationship to Clinical

Medicine. By Francis Marion Pottenger, A.M., M.D.,

LL.D., F..A.C.P. Medical Director, Pottenger Sanatorium

for Diseases of the Lungs and Throat, Monrovia, Calif.,

etc. Fourth Edition. With Eighty-seven Text Illustra-

tions and Ten Color Plates. 426 pp. $7.50. The C. V.

Mosby Co., St. Louis, 1930.

In this book, about the first hundred pages deal with

the general anatomic, physiologic and pharmacologic aspects

of the vegetative nervous system, and is largely a routine

compilation of known facts, with the excellent and time

honored standard vegetative neurologic charts of Meyer

and Gottlieb, Gaskell and others prominently displayed.

Most of the rest of the book deals with the vegetative

nerve supply of the various organs with inadequate clinical

discussion. The book is primarily intended for clinicians,

as evidenced by the title and by the author’s statement in

the preface that it is his aim to discuss visceral neurology

“in such manner as to make it readily applicable to clinical

problems.” Yet herein lies the major shortcoming of

the book.

The stomach should afford a rare opportunity for such

a discussion because of the rich vegetative nerve supply
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(both sympathetic and parasympathetic) and also because

of the frequency' of gastric symptoms in so many varied

clinical states. Ten pages only are devoted to this subject

under the title, “Clinical Consideration of the Stomach,”

in which it is stated that, “if we study gastric symptoms

from the standpoint of visceral neurology, we can ap-

proach such conditions as nausea, vomiting, hypochlorhy-

dria, hyperchlorhydria, hypomotility, hypermotility, pyloro-

spasm and dilatation of the stomach, in a manner which

makes many of them intelligible which would otherwise

be inexplicable
;
and also in a manner which will often

point the way for their relief.” It is difficult, if indeed,

possible, to find the promised answer to the foregoing in at

least any reasonably adequate degree. The book is replete

with vague and general statements without adequate evi-

dences of the truth or proof of assertions. The reviewer

confesses to an inability to secure practical helpful infor-

mation in relation to the study of visceral symptomatologj’.

A. L. Jacobson.

The Mechanism of the Larynx. By. V. E. Negus, M.S.,
London, F.R.C.S., England. Junior Surgeon for Dis-
eases of the Throat and Nose, King’s College Hospital,
London, etc. 528 pp. $16.50. The C. V. Mosby Com-
pany, St. Louis. 1929.

This is a study of the comparative anatomy and physi-

ology in a wide range of animal species. It is the result of

years of work. The larynx is commonly known as the

organ of voice, yet thousands of species which have a

larynx never or practically never make use of a voice. The

author has shown the all important function of the larynx,

“that of preventing the entrance into the pulmonary air

tract of any substance except air.” The larynx is really a

sphincter and in the higher animals particularly man, the

vocal cord is a highly developed addition, whose function

it is to produce voice, but not primarily to keep food out

of the trachea. The false cords and the other sphincteric

muscles are for that purpose.

The epiglottis in lower animals is longer, is in close re-

lation with the soft palate and directs the air current

through the nose. It is primarily evolved for purposes of

olfaction. In man it is shorter, and does not have much

function. It does help some to keep food out of the tra-

chea. The author has made a detailed study of the mech-

anism of phonation. The last chapter of twenty-six pages

is excellent, covering the anatomy and physiology of the

human larynx. This work will stand for years to come

as a reference on the evolution, structure and phyiology

of the larynx. Weber.

The Medical Clinics of North America. (Issued serially,

one number every other month.) Volume 13, Number 5.

(Chicago Number, March, 1930.) Octavo of 207 pages

with 17 illustrations. Per Clinic Year, July, 1929 to

May, 1930. Paper, $12.(W; Cloth, $16.00 Net. Philadelphia

and London; W. B. Saunders Company, 1930.

A description of errors is often a valuable source of in-

struction. Williamson and Birch discuss mistakes in diag-

nosis as revealed by autopsy. In their hospital work 80

per cent of deaths were followed by postmortems. Nine

errors in diagnosis were discovered in 128 autopsies. Three

were diagnosed wrongly, five in a way partly wrong, and

in one they failed entirely in making a diagnosis. Each

case is discussed in detail, explaining why the errors re-

sulted. Pollock gives an interesting discussion of disorders

of sleep. Nightmares may be due to peripheral stimuli,

resulting from partial asphy.xiation from poor ventilation

or excessive bedding. There is an interesting consideration

of somnambulism and death trance, these being exhibitions

of hysterical sleep. Narcolepsy has a similar origin. Curi-

ous illustrations of this condition are cited. The adminis-

tration of hypnotics is injurious because it establishes a

bad mental habit. Inability to sleep is often an expression

of a neurosis. Other reports cover a variety of interesting

conditions of the heart and circulation, endocrine disorders,

besides cases in children of appendicitis, uremia and der-

matologic affections.

Use of Patent Remedies by Tuberculous Patients.

Linsly R. Williams and .•Mice M. Hill, New York {Journal

.•1. M A., .\pril 26, 1930), report that the National Tuber-

culosis -•\ssociation, as part of its study of what happened

to a group of tuberculous patients prior to their first admis-

sion to a sanatorium, queried each patient regarding the

“patent remedies” used. The number of patients who re-

ported that they had used “patent remedies” was compara-

tively small—only 261, or 17.4 per cent, of the whole group

of 1,499 whose histories were obtained. However, not all of

the patients who said that they used “patent medicine”

actually did. .\pparently what they meant in a number of

instances was merely that they had used medicines on their

own initiative. Eighty patients of the 261 who said that

they had used “patent remedies” actually had not done so.

Certain patients used only one medicine, some medicines

were used by only one patient, but altogether patients

reported 113 instances of the use of some specific accepted

remedy. In more than half of these instances the medicine

used was cod liver oil alone in an official form; in still

others it apppeared in combination with some other thera-

peutic agent
;

the other medicines, with few exceptions,

have nutrient value or are usually considered helpful in

the case of a cough. The number of patients, then, who
said that they used “patent remedies” prior to their first

admission to a sanatorium and who actually may have

done so was 181, or 12 per cent of the 1,499. There remain

for consideration fifty-two remedies without official stand-

ing whose use was reported a total of 143 times by pa-

tients interviewed by the physicians, and thirty-three reme-

dies whose use was reported a total of fifty times by

patients interviewed by one of the authors, a laywoman.

The reported use of “consumption cures” was greater,

relatively, than that of other unaccepted remedies, being

32 per cent of all instances in which such remedies were

used bj' patients interviewed by a physician and 38 per

cent of those in which an accepted remedy was used by

patients whose histories were obtained by a lay person.

In addition, a number of patients reported using medicines

which they probably would not have taken had they not

been misled by the title, as in the case of certain medi-

cines which purported to be preparations of cod liver oil

but which contained such a small amount of the oil as to

be ineffective. The number of sanatorium patients who
have taken medicines of the “consumption cure” class

appears relatively small. They formed only 3 per cent of

the group of 1,499 inter%dewed by physicians. But 15

per cent of the 116 patients reviewed by a lay person

had used them. It is improbable that the general run of

patients who do not enter sanatoriums use them in lesser

degree. Certainly the percentage is large enough to indicate

that further education of the public is needed.
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ORIGINAL CONTRIBUTIONS

DIAGNOSIS OF GALLTRACT DISEASE*

William A. Swalm, M.D.

PHILADELPHIA, PA.

I desire to bring before you a subject, which

during the past decade has interested many inves-

tigators of real merit. The early diagnosis of gall-

tract disease requires a knowledge of the import-

ance of interrelationship of the digestive complex,

embracing the liver, gallbladder, gallducts, pan-

creas, duodenum and stomach, and indirectly the

heart, kidneys, spleen and intestinal tract.

The speaker has chosen chronic gallbladder and

duct disease because time is not sufficient for a

general resume of the galltract system as a whole.

The gallbladder is only a unit in this complex sys-

tem of lymphatic, blood and nerve contacts, too

great emphasis probably having been centered upon

it alone in the past concerning symptomatology and

treatment. Most authorities regard this disease as

the most frequent abdominal infection and physi-

cians in general realize that earlier recognition is

necessary, if late pathology is to be avoided.

The etiology is still a mooted question and vari-

ous investigators have shown evidence that the

portal of entry may be considered from one, or

a combination of lymphatic serosal extension

(Graham and coworkers^), muscosal (Meyer

and Lyon,® etc.), hematogenous (Rosenau,^ etc.)

and the generally conceded portal drainage from

* Read before the Fortieth Annual Meeting of Wash-
ington State Medical Association, Yakima, Wash., Aug.
.29-31, 1929.

Stomach to upper rectum. Focal infection no doubt

plays an important role. Acute infection may cause

complicated vascular and cellular response, and

though one or several acute inflammatory involve-

ments of the gallbladder may resolve without leav-

ing behind a scar, recurrent infection tends to pro-

duce a chronic inflammation.®

There may be areas of peritonitis in the serosa

with adhesions to other structures. These changes

in structure obviously are likely to produce dis-

turbances in the normal physiology of the organ

regarding absorptive activity (concentration and

accumulation of lipoids) and motility (distensibil-

ity and contractility). Experimental studies have

shown that the gallbladder is part of the mechan-

ism whereby the secretory activity of the liver is

correlated with that of the gastrointestinal tract.

Whitaker® noted that emptying of the gallbladder

did not occur, if the animal was ill, and it has been

shown that pregnancy may interfere with normal

emptying.'^' Thus the physiologic, metabolic and

pathologic states of the body indirectly affect the

normality of the galltract.

Multiple pregnancies with biliary stasis and

hypercholestermia have been held responsible for

the greater frequency in females, but it is interest-

ing to note that Alvarez found the high dispropor-

tion of six females to one male in a study of proven

cases under fifteen years of age.® He also found in

a study of sixty operative cases the average dura-

tion of symptoms was nineteen years.® That many

cases begin in childhood is also shown by the fact

that Eusterman^® reported one hundred and seven-
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teen cases and Snyder^^ reported three, the symp-

toms of which were acute appendiceal inflammation.

Graham (loc cit) found in his records at the St.

Louis Hospital during the past ten years eight cases

of cholecystitis occurring between the ages of one

and a half to fifteen years, confirmed by operation

or autopsy. All of the cases at operation were found

to have large distended gallbladders which were

reddened and inflamed but which showed very little

thickening of the wall itself and few adhesions. I

have found many more cases by careful study and

interpretation of gastric, duodenal and bile aspi-

rates, especially in the second decade of life. (I

was unable to gather statistics because of brevity

of time in preparation).

A searching historical narrative in the cases pre-

senting third or fourth degree symptoms during the

fourth or fifth decade of life will often reveal the

fact that supposed catarrhal jaundice or vague in-

digestion was present in childhood, associated with

mild so-called bilious attacks, headache, constipa-

tion, possibly flatulence, neurasthenia, etc. These

early vague cases can be more readily studied by

proper cholecystographic methods mentioned by

Graham-Cole (loc cit) and nonsurgical biliary

drainage, adhering in detail to the Lyon tech-

nic.^^. My experience is that this biliary drain-

age study is indispensible in detecting patho-

logic physiology, the forerunner of established dis-

ease. To this phase we will return. Another im-

portant point to bear in mind is that a common
source of infection will be found in the mouth and

its connected appendages,^^ the gums, teeth, tonsils

and sinuses, nasopharynx, bronchi or middle ear

disease, the gentiourinary and intestinal tract, espe-

cially the appendix.

This explains the frequency of gastrointestinal

symptoms after influenza, bronchopneumonia or

even chronic nasopharyngitis, especially in the pa-

tient whose defenses are weakened and pathogenic

bacteria abound, who is given liberal amounts of

indigestible food too soon after the attack and

probably excessive medication before the native de-

fenses have sufficiently returned. Any part of the

gastrointestinal tract may be invaded by bacteria

which pass through the walls and are taken up by

blood or lymphatic channels to be disseminated

through the portals.

I frequently find in the history that the patient

in early life had one or more attacks of tonsillitis,

followed shortly by appendicitis, inflammation of

the aptly termed abdominal tonsil, who later de-

velops symptoms referrable to the galltract, ensu-

ing in regular sequence. Schneider^^ also has ob-
|

served that frequently a severe angina, typhoid
;

fever, pneumonia or acute appendicitis has preceded !

the onset of cholecystitis by a few weeks or months

during the first or second decades. I

Then there develop (1) “toxemic symptoms,

periodic headaches attended or not by nausea and

followed by several days of food repugnance often

very migraine-like.” We might add lassitude, ten-

dency to constipation, coated tongue, etc. (2) “Re- 1

flex digestive symptoms, fullness, belching, sour !

eructations, foul taste, qualitative dyspepsia.” The
|

dyspepsia varies with short exacerbations, rarely
|

causing the patient to seek medical advice, and

yet seldom free of symptoms for a long time such

as we find in the ulcer case. Flatulence is frequent-

ly present. Reflex asthma may occur at this stage

but I have more often seen it in the later ones.

Attempt should be made however to rule out food

allergy, e.g., ingestion of wheat producing abdomi-

nal symptoms.^®

It is important to note that at this time in the

cycle of development there are no localizing physi-

cal signs, and roentgen-ray observations by usual

methods are negative. However, since cholecys-

tography has been refined, many cases respond to

the dye test with a poor shadow or positive chole-

cystogram. This reveals the fact that the gallblad-

der and its lymphatic structure, so important in its

function of absorption, is being seriously compro-

mised, which may account for faulty lipoid meta-

bolism and cholesterosis with so-called strawberry

formation. In the early stages of cholecystitis and

choledochitis, we find by nonsurgical drainage that

the reaction to low grade inflammation or to subin-

fection is at first a catarrhal process, involving the

mucous membrane, with an outpouring of mucus,

revealing microscopically abnormal denudation of

galltract or duodenal and sometimes pyloric epithe-

lium and abnormal numbers of bile stained lympho-

cytes or polymorphonuclears together with an olea-

genous material, depending on the degree and

acuteness of the inflammation.^®

The speaker has seen these elements in the mi-

croscopy of aspirates during biliary drainage on

many occasions. I have also seen during a series

of postoperative follow-up cases at the Samaritan

Hospital of Temple University these same types of

findings in general, explaining symptoms present

and representing residual low grade cholangitis,

duodenitis and pyloritis, which respond very well to

tube drainage therapy, couplied with general medi-

cal management. These will be reported upon later.
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During the third and fourth decades history and

physical examination will probably be more sug-

gestive of gallbladder disease and ninety per cent

can be definitely checked by nonsurgical biliary

drainage and correlated with cholecystographic

study in seventy-five per cent of my cases. As

time goes on indigestion often leads to vomiting

without definite relief, belching for relief becomes

more pronounced and continuous, and the early

hyperchlorhydria is in transition stage to hypo-

chlorhydria. The patient may now complain of

sensations, ranging from pin and needle to dull ach-

ing sensations in the right hypochrondrium, radiat-

ing to the scapular region, particularly on the right.

This increases until a gradual attack of pain de-

velops under the right rib margin, sometimes asso-

ciated with chilliness and mild to moderate fever

with possibly leucocytosis and distension, lasting

from one-half to two or three days and not requir-

ing a hypodermic injection. If the lymphatics of

the duodenum and pancreas are involved, pain

across the upper lumbar region may be present

with regurgitant vomiting of bile stained material

and sometimes diarrhea. Here the macroscopic and

microscopic examination of the stool will frequently

aid in revealing subfunction of pancreatic and in-

testinal digestion.

Then the well advanced disease, in which stones

frequently have formed during stasis, infection and

altered chemistry of bile, or an intercurrent acute

exacerbation with sudden flare up of a previously

smouldering inflammation may ensue with pain and

tenderness over the gallbladder, fever, reflex vomit-

ing and possibly jaundice (more often in stones),

calling attention to the site of disease. If a pre-

existing stone migrates or attempts to do so as a

result of reflex peristalsis, the cause may be (1)

mechanical jolting, as in a rough automobile ride,

stooping, stretching or violent exercises, (2) psy-

chic anger, (3) menstrual or certain states in the

gravid uterus and (4) dietetic ingestion of high

fat diet, particularly mayonnaise or other high in-

digestible foods. The description of the colic attack

is so characteristic that the story by itself clinches

the diagnosis.^^

The feature is of dramatic suddenness in onset,

violence of pain, its site at the right costal margin,

radiation around the right side and under the right

shoulder blade, at times to the ensiform region

and if much gaseous distention to the left scapula,

lasting for hours, usually relieved by a single

opiate injection. There is residual soreness after

the acute pain has abated but maximum at the

ninth costal margin with plus tension or rigidity of

the upper right rectus. Between colic attacks there

is present sufficient fullness and sense of weight

soon after eating, with persistent gas formation and

constant belching, to cause the patient to think she

is suffering with so-called “stomach trouble.” The

above manifestations seem to be more often seen

in those with tendency to obesity, overindulgence

in food, lack of exercise or sedentary type of life

and of hypersthenic habitus.

From the fourth decade on advancing local

changes and complications may be expected, com-

prising such surgical calamities as empyema of the

gallbladder, gangrene, obstruction of the common

duct, pancreatitis, rupture or perforation, peritoni-

tis, intestinal stone obstruction and malignant dis-

ease, the symptoms and diagnosis of which time will

not permit an enumeration thereof. A consideration

of this phase has been published by Else^'* and a

perusal of his paper will repay the reader.

So far as history is concerned there is no symp-

lom of these complications that cannot be pro-

duced by chronic cholecystitis, except that of a

palpable tumor. Loss of weight, appetite, color and

strength may occur in the course of gallbladder dis-

ease without meaning malignant degeneration.

Physical examination in this disease may be un-

certain and in cases with negative findings a thor-

ough history is especially important, together with

laboratory aids. In the interval stage, in which there

is no active inflammation, palpation in chronic

cholecystitis will give little information as a rule.

However, tenderness over the gallbladder area, no

matter by what method, is not enough to justify

a diagnosis. Garnett’s recent contributions on inter-

costal neuralgia should be given careful scrutiny

and the methods of procedure practiced.^^ Murphy’s

sign, which consists of a sudden jab of the thumb

or fingers upward under the right costal margin just

as the patient has completed a deep inspiration,

may elicit tenderness which might otherwise be

missed in subacute or chronic cases. After full ex-

piration thumb pressure at the tip of the ninth rib

under the costal margins (the fingers more lightly

grasping the lateral costal margins) may on full

inspiration not only elicit pain but interfere with

the free respiratory movement of the diaphragm

on the right side. Riesman’s ulnar concussion test,

which consists of having the patient take and hold

a full inspiration when the examiner strikes in

turn both the upper right and left quadrants with

the ulnar edge of the hands, is another method for

eliciting galltract tenderness.
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These and other tests are only of value, depend-

ing on whether or not there has been recent acute

or subacute inflammation of the gallbladder or

ducts. If present, one can expect to find increased

resistance and rigidity in the right hypochondrium.

In these patients with thin abdominal walls an en-

larged gallbladder area indicates some complica-

tion and usually means (1) acute virulent inflam-

mation with rapid distention and threatened per-

foration, (2) obstruction of the cystic duct by

stone and gradual distention of the gallbladder by

accumulation of mucus or low grade purulent mate-

rial or (3) cancer of the gallbladder. We must also

consider a Riedel’s lobe, usually meaning gallblad-

der infection, or accessory lobe of the liver and

of course palpable kidney.

Lyon describes (loc cit) a tuning fork ausculta-

tory test which I have found fairly accurate in

diagnosing adhesions in the upper right quadrant.

The laboratory aids of assistance in arriving at

a diagnosis consist briefly of stool, urine and blood

analysis, spinal fluid, allergic reactions, basal meta-

bolism, study of gastric contents, (1) biliary re-

gurgitation; (2) a clean achylia is more often asso-

ciated with gallbladder disease than any other gas-

tric disease; roentgenographic study, liver function

studies and nonsurgical duodenobiliary drainage.

Regarding roentgenography there are two outstand-

ing factors to be borne in mind concerning chole-

cystography.

1. If the gallbladder fills, concentrates, alters its

size and empties, it is believed to be normal, re-

gardless of the method by which dye is given.

Graham says (loc cit) that the capacity to esti-

mate normal concentration is gained by experience.

I have seen several patients in whom pathologic

gallbladders were revealed by drainage and checked

by operation, whose gallbladders filled, concentrat-

ed and emptied sufficiently to be placed under this

normal category. Eusterman,^ and Mateer and

Henderson^i hold the same view. Lyon and the

speaker reported (loc cit) cases, in which a positive

cholecystogram was converted into a negative after

topical treatment by biliary drainage. This referred

to obstruction of the cystic duct of a catarrhal

variety.

Cholecystographic study cannot differentiate be-

tween cystic duct obstruction due to catarrh and

that produced by adhesions, stone block or stricture,

whereas this catarrhal obstruction gives an abnor-

mal drainage sequence and a characteristic micro-

scopic picture. Either no gallbladder fraction is re-

covered, or it is recovered in small amounts, and is

then accompanied or preceded by the discharge of

characteristic flocculi of yellow brown mucus, in

shaggy slimy masses. Microscopically this mucus

will be found unusually dense; often twisted or

spiralled (as we think by rifling of the cystic duct)

and encrusted with bile salts; but the important

finding is an oleagenous material, ranging from

pale to bright yellow which melts out into globules,

pools and lakes. By chemical test this appears to

be a fatty ester of cholesterol.

When infection has taken place and inflamma-

tion progresses beyond the catarrhal stage, there

will be found, in addition, bile stained colonies of

culturally viable bacteria, collections of pus cells

and often increased exfoliation of bile stained

columnar epithelium. We believe that this micro-

scopic picture is pathognomonic of cystic duct ob-

struction when due to catarrh, and in many cases

appears to be one of the earliest signs of grade

one cholecystitis as well as a condition which often

accompanies the later grades of pathologic change.

These patients, who are usually intolerant to fat

intake, may return to fat full diet after the ob-

struction has been overcome by duodenal drainage.

2. The cholecystographic shadow is dependent

upon the weight of the patient, thickness of ab-

dominal wall, consideration of the density of other

structures in contrast with gallbladder and method

of administration of the dye. Obviously the intra-

venous method is more accurate.

The proper technic and discussion of differential

diagnosis by nonsurgical drainage is fully discussed

in a monograph written by Lyon and published in

1923 by Lea and Febiger. Eight years ago I was

skeptical as to the value and dependability of this

method. Realizing that the differential diagnostic

value of the cytologic findings depended upon the

validity of their assumed sources, I began a study

of autopsy cases. Fourteen cases were studied in

1927 at the Lankenau Hospital, while the autopsy

was in progress or immediately thereafter. Miscel-

laneous cases were taken, such as those dying of

pneumonia, cerebral apoplexy, leukemia, accidental

deaths, etc. In general the microscopic findings of

the scrapings of stomach, duodenum, gallbladder,

hepatic and common ducts corresponded very close-

ly to Lyon’s description.

Piersol, Bockus and Shay^'^ contributed a valu-

able study of forty-six cases of gallstone disease by

this method. They described the diagnostic impor-

tance of a pigmentary deposit appearing as a lus-

trous, golden yellow, more or less granular pre-

cipitate. The color varies from a pale yellow to deep
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orange and there is no other element in bile which

can be mistaken for it, its typical morphology and

physical characteristics. Jones^® undoubtedly re-

ferred to the same pigment, calling it calcium bili-

rubinate. In fifty per cent of these cases the “B”

fraction presents a brick brown or reddish color.

I might add a few miscellaneous suggestions

which experience has taught me, having personally

examined 20,000 specimens by this method during

a period of eight years. Inexperienced technicians

or physicians performing microscopic studies must

devote ample time to at least two slide specimens

of the sediment in each bottle obtained, as only one

study will frequently miss the diagnostic findings

unless they are noticed at the first observa.tion.

If gallbladder or even liver bile is not obtained at

first drainage, repeat the procedure after sedation

and antispasmodics have been administered orally

for several days. If gastric lavage returns fail on

account of thick mucus, one may add aromatic

spirits of ammonia and sodium bicarbonate, half

dram of each to 250 c.c. units to cut the mucus.

If after the tube reaches the duodenum, drainage

does not proceed properly, it may be started by

tilting upwards the glass connection, thus reducing

air pressure (from smaller to larger calibre) and

bile will flow more steadily throughout the drain-

age. In stubborn cases, atropine gr. 1/100 in 25 c.c.

of warm water, clamped off for five minutes, will

often facilitate the procedure. If duodenal mucus

is found to be blocking the tube, lavage several

times with 25 c.c. magnesium sulphate in 225 c.c.

of warm water at 110° F. or essence of caroid.

In obstinate cases, in which there is difficulty

encountered in obtaining “B” bile after ordinary

stimulation, use a mixture of peptone, one dram

to 75 c.c. of water, boiled and filtered (for micro-

scopic reasons) with 25 c.c. of magnesium sulphate

solution and atropine gr. 1/100. This mixed hor-

mone, relaxant mixture often succeeds when ordi-

nary methods fail. In cholecystectomized patients a

weaker solution of magnesium solution (10 to 25

per cent) acts better than stronger solution. A
great many mixed galltract-ulcer patients cease

draining after the first stimulation. Here an anti-

spasmodic (atropine 1/100 in 25 c.c. of warm

water) will renew the drainage, but caution is es-

sential not to immediately repeat magnesium sul-

phate solution. Peptone or olive oil can be given,

and if no gallbladder bile is obtained, 25 c.c. of

magnesium sulphate solution after the oil will in-

variably be followed by good results.

Difficult cases can at times be started by in-

structing the patient to rise on the elbow for two

or three minutes, together with syringing air in

and out by means of one ounce syringe. Any patient

returning for therapeutic drainage, who appears

nervous or under tension before treatment, can to

advantage be given two bromide tablets dissolved

in the 100 c.c. of warm water through the tube

which is retained while swallowing the tube from

stomach to duodenum, or this type may be given

bromide and atropine orally on arising. Most pa-

tients relax better if given some light reading ma-

terial during the drainage.

It is well to tilt the drainage bottles on specially

constructed boards, as this procedure facilitates

easy access to the dependent floccules to be pipet-

ted off for cytologic study. Thus centrifugalization

is not essential.
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Since Charcot first described the constancy of

liver involvement in the presence of gallstones as

found at the autopsy table, the relationship of

hepatitis to cholecystitis has been disputed. This

relationship may be incidental, either one being de-

pendent upon the other; coincidental, both infected

at the same time in the same way; or accidental,

each being independent of the other. To determine

which is most frequent resolves itself into a study

of the etiology of both cholecystitis and hepatitis

and the interrelationship between primary chole-

cystitis and secondary hepatitis, and primary hepa-

titis and secondary cholecystitis.

The routes by which infection may reach the

liver and gallbladder are: (1) introduction by for-

eign bodies, (2) direct extension, (3) ascending in-

fection through the bile ducts from the duodenum,

(4) the circulation and (5) the lymph channels.

The gallbladder may become infected from the liver

through the bile, the lymphatics or by direct ex-

tension. The liver may become infected from the

gallbladder by direct extension or through the

lymphatics.

Infection through the entrance of foreign bodies

is possible but rare. Infection from direct exten-

sion is not common, yet not so very rare. Infection

of both the liver and the gallbladder may take

place through adherent peptic ulcers.

Ascending infection involving both the gallblad-

der and the liver occurs and sometimes there is a

very extensive liver involvement. It is rare and

probably occurs only in the presence of some ob-

struction to the outlet of the common duct. One
of us^ found that it was necessary to ligate the duo-

denum above and below the papilla of Vater in

order to get organisms to ascend into the gallblad-

der in the rabbit.

Infective organisms may reach the liver through

both the portal and the general circulation. Wysso-

kowitsch^ in 1886 observed that the Kupffer cells

of the liver pick up organisms brought to it through

• Read before the Fifty-fifth Annual Meeting of Ore-
gon State Medical Society, La Grande, Ore., May 16-18,
1929.

the circulation. He stated that the organisms thus

picked up were not discharged into the bile unless

necrosis of liver cells was present. Blachstein,^ in

1891, obtained bacteria from the bile after inject-

ing them into the blood stream. He attributed

their entering the bile to be the result of liver ne-

crosis. Since that time similar results have been

attained by authors too numerous to mention.

It has been shown that they may reach the

bile from either the general or the portal cir-

culation. Carmichael,'* in 1903, stated that while

this was true, they did not enter the bile readily

from the portal circulation. Nichols,® in 1916, found

that the readiness with which they entered the bile

w.as dependent upon the number of organisms in-

jected. This may be in support of the observation

of Wyssokowitsch and Blachstein. While it has been

proved that organisms may enter the bile from the

portal vein, it has not been definitely proved they

enter the portal system readily. Wrzosek believed

that organisms left the intestines ordinarily through

the lymphatics and, when the thoracic duct was

ligated, they were only rarely recovered from the

various organs from which they can be recovered

when the duct is not ligated.

Bacteria injected into the general circulation

have been recovered from the bile by many, but

Aleyers, Neilson and Feusier® have shown that

there must be at least one billion injected into the

ear vein of a rabbit in order to obtain them from

the bile. There can be no question after reviewing

the literature that the liver can be infected from

either the portal or general circulation.

Koch," in 1 908, reported the finding of clumps of

bacteria in the gallbladder wall. One of us, in

1909,* in a paper upon the etiology of cholecys-

titis reported work that had been done and suggest-

ed the cystic artery as a source of gallbladder

infection, stating that a report upon this work

would be made in the near future. This paper was

published in Northwest Medicine in October,

1909, and the final report, showing that organisms

readily entered the gallbladder through the cystic

artery when injected into either the general cir-

culation or the portal vein, was published the

next year.

Chiarolanza* at the suggestion of Koch did some

experimental work upon the same line which he

reported in December, 1909. Nichols has criti-

cized his work because the bile was bloody, indi-

cating, Nichols believes, that the veins were ligated

with the cystic duct. Just what difference this

makes, if the cystic artery is the only method
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Fig. 1. India ink was injected into the retrogallbladder
space. In the illustration is shown an area where it

has accumulated on the surface of the liver and is
being carried inward by the lymphatics. At B the
india ink is seen in the capillaries and at C between
the strands of liver cells.

Fig. 2. A, Portal vein. B. Bile duct. The india ink

of organisms entering the gallbladder, is not ap-

parent. In our work Nichol’s criticism does not

apply as very large Belgian hares were used, the

cystic duct was carefully isolated, and there was

no blood in the bile. Rosenow® by culture methods

confirmed the previous work of Koch, Chiarolanza

and Else.

Meyer, Neilson and Feusier found that the gall-

bladder received approximately the same number

of germs per gram of substance as does the liver

through the general circulation. Graham and Peter-

man“ report that the gallbladder does not become

infected after injecting organisms into it, unless the

cystic duct is ligated or the circulation inter-

fered with.

has been carried into the liver substance by the
lymphatics. Interlobular deposits are seen with mi-
nute particles between the liver cells.

Fig. 3. High power, showing the india ink extending
between the strands of liver cells.

Fig. 4. Shows the india ink in the periportal lymph-
atics with extension between the liver cells.

Lymphatics. The liver lymphatics are divided

into two groups, the deep which enter along the

capsule of Glisan, and the superficial which lie over

the liver surface and pass over the gallbladder. The

lymphatics of the gallbladder are intimately con-

nected with those of the liver, as has been shown

by Sudler^^ and Sappey.^^ Kodama^® has demon-

strated that there is not a close relationship of the

lymphatics with those of the pancreas in contradis-

tinction to the work of Bartels” and Deaver and

Sweet.’^ Braithwaite”'’ demonstrated a route by

which lymph from the cecum may reach the lym-

phatics of the common duct and even as high as

the gland of the cystic duct.

Miller,” in 1904, suggested the lymphatics as
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Fig. 5. The india ink is seen at the right, extending
into the serosa of the gallbladder. On the left it is

being carried into the liver substance, showing that
the lymphatics are capable of carrying inert bodies
either to the gallbladder wall or into the liver sub-
stance. A is liver, B gallbladder wall, and C dye in
gallbladder wall.

the source of infection in gallbladder disease. Re-

cently Winkenwerder/® in the study of the lymph-

atics of the gallbladder of the cat, states that he

could find no evidence that the lymphatics of the

liver were so intimately connected that the lymph

could flow back and forth.

In order to satisfy ourselves, because of this last

report, we injected india ink into the space between

the liver and the gallbladder (figs. 1, 2, 3, 4, 5) and

found that it was readily carried deeply into the

liver and that the particles were picked up by the

Kupffer cells. When the india ink was injected into

the gallbladder, however, it was not carried into the

liver. This we interpret to mean that, so long as or-

ganisms remain within the gallbladder lumen, there

will not be an extension to the liver, but just as

soon as the infection penetrates into the wall of

the gallbladder, then the lymphatics may carry

them into the liver with a resultant hepatitis.

HEPATITIS AS A SOURCE OF CHOLECYSTITIS

The gallbladder may become infected from the

liver in three ways: (1) by direct rupture of a

liver abscess into the gallbladder, (2) through the

lymph and (3) through the bile. The rupture

of a liver abscess into the gallbladder is possible

but rare. Graham, Cole, Gopher and Moore^® after

much experimental work conclude that the lymph-

atic route from the liver is the usual source of

gallbladder infection and cite as proof the fact that
j

they found organisms in the liver, gallbladder wall

and wall of the common duct after injecting them

into the portal vein.

One of us, in 1910, showed that organisms
j

readily go into the gallbladder through the cystic J

artery upon injecting them into the portal vein.

Meyers, Neilson and Feusier proved that organisms

coming through the hepatic artery were to be

found in the gallbladder wall in the same propor-

tion as in the liver. Rosenow recovered organisms

of the identical characteristics as those he injected

into the general circulation from the gallbladder

wall. Without blocking the general circulation to

the gallbladder and the bile through the cystic

duct, the finding of organisms in the gallbladder

after injecting them into the portal vein has abso-

lutely no bearing upon the controversy as to the

frequency of gallbladder infection through the

lymphatics from the liver.

If the lymphatic route were the frequent route,

cholecystitis should be a more frequent complica-

tion of hepatitis. Acute cholecystitis should be an

almost constant accompaniment of the more acute

liver involvement, yet it is rare in liver abscesses.

Dodson^^' recently had a patient with multiple liver

abscess, in which the culture from the bile was

negative. The organisms had gone through neither

route, the bile or the lymphatics.

Birch-Hirchfels,^^ in 1895, advanced the theory

that cholecystitis was due to organisms excreted

from the liver in the bile. Graham has proved that

the mere presence of bacteria in the bile is not

sufficient to develop a cholecystitis. After injecting

organisms in considerable numbers into the gall-

bladder, he had to obstruct the cystic duct or

interfere with the circulation in order to develop a
|

cholecystitis. If, then, it requires organisms in large li

quantities to pass through the liver into the bile
[

and requires either obstruction or circulatory dis-
j

turbance to cause them to develop a cholecystitis, it
^

would seem quite improbable that the majority of
j

cases of cholecystitis develop from this cause. In

the presence of typhoid fever or other severe in-
^

testinal infection this may and probably does some-
1

times occur.

CHOLECYSTITIS AS A CAUSE OF HEPATITIS

Although Charcot found hepatitis as an almost

constant accompaniment of gallstones at postmor-
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tem, not much attention was paid to its importance

until after painstaking work of Graham, showing

the frequency of hepatitis with cholecystitis in pa-

tients coming to operation. Since this every sur-

geon doing abdominal work has seen extensive

hepatitis frequently in the presence of long stand-

ing cholecystitis. Hepatitis may result from chole-

cystitis by two principal ways: (1) extension to

the liver through the bile ducts and (2) through the

lymphatics.

The extension down the cystic duct and up

through the hepatic duct may result in either an

acute or chronic cholangitis. In the former, if mild,

it may be marked by only a slight jaundice and

little or no additional clinical manifestation, but if

severe, the jaundice becomes marked and the clini-

cal symptoms may be quite pronounced. In the

chronic form scar tissue develops, resulting in a

cirrhosis in the more extensive involvement. Hepa-

titis produced by extension through the bile ducts

is diffuse and involves all or at least a greater

portion of the liver.

The most frequent form of hepatitis observed

at the operating table as a complication of chole-

cystitis begins as a local involvement in the imme-

diate vicinity of the gallbladder and is, I believe,

the result of the extension of the organisms through

the lymphatics. Its extent and degree vary directly

with the intensity and duration of the infection.

In the early or mild chronic cholecystitis and in

the first attack in acute cholecystitis the changes

may be mainly microscopic in their nature, but in

the long standing or more severe chronic cases

there may be very extensive liver involvement,,

extending for a considerable distance back from the

gallbladder. One sometimes sees such extensive in-

volvement that the liver substance may be largely

replaced by scar tissue on the superior surface of

the liver. Clinically this is manifest by increased

tenderness on each side of the gallbladder.

We believe that this local hepatitis is secondary

to gallbladder involvement instead of primary to

it because (1) cholecystitis is not a regular ac-

companiment of diffuse hepatitis, and (2) the hepa-

titis improves with the removal of the gallbladder.

The most extensive secondary hepatitis that I have

seen was in a patient that I operated upon last

year. She had had cholecystitis over a long period

of years. The tenderness was so marked on either

side of the gallbladder for several centimeters that

inspiration could be stopped by holding the finger

tightly against the liver margin, .'^t operation there

was an area on the superior surface extending about

ten centimeters back of the liver notch, in which

scar tissue entirely replaced the normal liver sur-

face. Within three months after operation the liver

tenderness had completely disappeared. This was

interpreted to mean that the inflammation had

cleared up. The scar tissue, however, probably will

always remain.
CONCLUSIONS

1. Primary hepatitis and cholecystitis may de-

velop independently of each other.

2. Primary hepatitis is very frequently not ac-

companied by cholecystitis.

3. Primary cholecystitis is nearly always accom-

panied by a varying degree of secondary hepatitis.

4. Because of the frequency of secondary hepa-

titis, persistent cholecystitis even though mild

should be operated upon early in order to prevent

the development of liver changes.
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Paget’s Disease of Nipple. After reviewing three cases

of Paget’s disease of the nipple in which each affected

breast presented a true intraduct carcinoma, Joseph Jordan
Eller and Nelson Paul Anderson, New York {Journal

A. M. A., May 24, 1930), are of the opinion that Paget’s

disease of the nipple is a true cancer from the beginning;

that the Paget cells found in the epidermis are true cancer

cells, identical in appearance with the intraduct cancer

cells. They are also inclined to believe that Paget’s disease

of the nipple is an epithelioma that has arisen in the first

milk ducts near their mouths. Finally, they are strongly

of the opinion that Paget’s disease should nev'er be consid-

ered a precancerous lesion but always a carcinoma of the

nipple, symptomatic of a deeper carcinoma of the breast,

and that early and total removal of the mammary gland

is always indicated.
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CHOLECYSTOGRAPHY*

C. J. JOHANNESSON, M.D.

WALLA WALLA, WASH.

Cholecystography during the past few years has

proven a valuable aid in the diagnosis of gallblad-

der disease. From my own limited experience I be-

lieve that, when properly used in conjunction with

a barium meal, it becomes a still greater value by

showing the special relation of the gallbladder to

the duodenum and hepatic flexure.

I do not expect to add any new information to

this subject, which has been so thoroughly covered

by workers of considerably more experience, but

only to give a brief resume from my own observa-

tions in routine gallbladder and gastrointestinal

studies, checked against surgical findings since

1925.

In my presentation before the American Roent-

gen Ray Society a couple of years ago, I stated

that the oral administration in this combination had

proven very satisfactory and reliable and I am still

in favor of this method, because the majority of

patients referred are ambulatory with indetermi-

nate abdominal symptoms. The patients are very

rarely hospitalized and can usually leave their regu-

lar occupation only long enough for the roentgen

examination. Therefore, we sought to develop a

gallbladder and gastrointestinal examination to fit

our particular situation, which required the short-

est possible time and still maintaining the greatest

amount of accuracy.

Cholecystitis is one of our most common abdomi-

nal diseases. Because of its severity acute chole-

cystitis usually receives attention, while chronic

cholecystitis is usually neglected for an indefinite

time because of its insidious onset. The symptoms

point more to gastric disturbances rather than that

of gallbladder, so it often goes unsuspected by both

the patient and the physician. Therefore, I am not

able to state how frequently cholecystitis was the

clinical diagnosis in my series of cases.

Improved methods of manufacture of the dye

and constant research have improved the oral ad-

ministration and we have learned to use smaller

dosage at present of the tetraiodophenolphthalein.

The mere elimination of the dye by the bile is not

sufficiently satisfactory for visualization of the gall-

bladder, because this organ is not only a storage

place for bile but also capable of concentrating it

so that it becomes sufficiently opaque to cast a fair-

• Read before King County Medical Society, Seattle,
Wash., April 7, 1933.

ly dense shadow. To permit this concentration to

occur it is necessary for the bile to remain in the

gallbladder for quite a number of hours. Therefore,

the gallbladder must be kept from emptying itself,

which may be accomplished by not permitting any

food to enter the stomach until after satisfactory

films have been obtained at twelve or sixteen hours.

After securing such satisfactory films of the gall-

bladder shadow a barium meal can be given with-

out any disturbance or interference.

In our technic we secure films of the gallbladder

shadows both on full inspiration and full expiration

to be able better to study the contour of the shadow

and determine excursion of the viscus. After this

a barium meal is given for study of the stomach

and duodenum. The patient returns four hours

later for the sixteen-hour study of gallbladder and

advancement of the barium meal. After this ex-

amination the patient is instructed to eat the so-

called “fatty-meal” which in no way disturbes the

barium meal, and return two hours later.

The almost prompt disappearance of the gall-

bladder shadow after a meal rich in fat is one of

the criteria of a normal functionating gallbladder,

namely, its contraction or emptying power. So is

the diminution in size of the shadow and its in-

creasing density during the time the dye remains

in the gallbladder, which shows that the concentra-

tion power is still there, a function we find lost in

chronic cholecystitis.

The exact mechanism of gallbladder emptying,

in spite of intensive study, still remains an open

question. One school believes the gallbladder emp-

ties a portion of its contents into the intestine as

the result of periodic contractions of its muscula-

Pig. 1. Female, age 57, had clinical symptoms of chole-
cystitis. Roentgen study with dye demonstrated nor-
mai gallbladder, while barium meal study revealed a
heavy band of adhesions across the colon as shown on
colon radiogram. After bands of omental adhesions
were released surgically all symptoms of cholecys-
titis disappeared and the patient has been feeling
w-ell since.

Fig. 2. Chronically inflamed gallbladder. Stone in com-
mon bile duct. Barium meal regurgitated into com-
mon duct. Operation confirmed cholecystitis, with
stone the size of a pigeon egg in the common duct.

Fig. 3. Abnormal thickening of gallbladder; cholecys-
titis. No stones. Note the usual crescent-shaped pres-
sure on duodenal bulb is here due to inferior pole of
kidney. Cholecystectomy showed thick, tenacious bile
present.

Fig. 4. Normal gallbladder shadow with normal re-
sponse to tetraiodo salt located in relation to duo-
denal arch. On screen study normal function of duo-
denum was noted. Operation for removal of appendix
confirmed the presence of a normal gallbladder.

Fig. 5. Long pendulous gallbladder demonstrating dif-
ference in position and relation to adjacent organs
between full inspiration and expiration. Important
in all cholecystographic study to make films at full
inspiration and expiration, as weli as to study the ex-
cursion of the gallbladder. a, on full inspiration,
b, on full expiration.

Fig. 6. Strawberry gallbladder, suspicion of small cal-

culi present. At operation a mulberry gallbadder was
removed. Numerous small calculi present, adherent
to wall of gallbladder.
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ture; the other school holds that intrinsic contrac-

tions play but a minor role. Be it as it may, it has

firmly established that lipoid substances are par-

ticularly effective in causing evacuation of the gall-

bladder. Therefore, the familiar use of cream, but-

ter, egg, etc., the so-called “fatty meal,” which is

given for study of its contraction.

At this time I want to emphasize what is con-

sidered one of the most important factors in chole-

cystography. Technically perfect films must be ob-

tained; a fixed technic must be adopted and ad-

hered to, as well as careful dark-room work with

fresh solutions. In all roentgen examinations, but

more so in cholecystography, if one attempts to in-

terpret films of inferior quality, he is sure sooner

or later to serious mistaken interpretation, as this

must follow more or less standardized criteria.

Movement is one of the most annoying factors with

which we have to contend, for the slightest move-

ment or breathing on the part of the patient will

often obscure the gallbladder shadow.

The density or faintness of the gallbladder

shadow is still a point of dispute, faintness having

been assumed to indicate impairment of function.

This is not always true and we must take into con-

sideration dysfunctions of the stomach, pylorus and

duodenum in our interpretations. We often find on

screen study intermittent regurgitation or other re-

flex disturbances in the duodenal arch associated

with cholecystitis. We have also noted that we ob-

tain just as good gallbladder shadows in the pres-

ence of duodenal ulcer as in other conditions.

The value of routine gallbladder and gastroin-

testinal study was of special interest in a female

patient, age 57, who presented clinical symptoms

of chronic cholecystitis. Roentgen study with dye

visualized a normal functioning gallbladder; a re-

examination revealed again a normal gallbladder

and duodenum, while barium meal and barium clys-

ma demonstrated a heavy band of adhesions across

the colon, as shown on colon radiograph (fig. 1).

After bands of omental adhesions were released sur-

gically all symptoms of cholecystitis disappeared

and the patient has been feeling well since (1927).

Case has suggested a convenient mode of classi-

fication which, if followed, would do much to cor-

relate the results of various workers in cholecys-

tography.

1.

“Stone positive” refers to those cases, where

the presence of stones is distinctly confirmed

by cholecystography. If the stones contain much

calcium they cast direct shadows; if composed of

cholesterol they appear as “filling defects or nega-

tive stones” within the gallbladder shadow.

2. “Absence of shadow” or failure of gallbladder

to concentrate, if confirmed by a repetition of the

examination and duodenal dysfunction present, sug-

gest marked disease of biliary tract. In this connec-

tion I wish to state that complete absence of gall-

bladder shadow without any recheck should always

be looked upon as a failure of technic until proven

otherwise.

3. A “normal” gallbladder gives within the

standard time a definite sharply outlined shadow

of normal contour, normal function of duodenum

and good excursion between full inspiration and

expiration. Furthermore, this type of gallbladder

becomes almost free of bile two to three hours after

ingestion of the fatty meal.

4. The “pathologic, noncalculous” group con-

tains all cases not falling under one of the above

headings. For instance, the shadow may be defi-

cient in density or lack uniformity, producing pres-

sure on duodenum, intermittent duodenal regurgi-

tation or other reflex disturbances. Again, the pic-

ture may show a grossly deformed viscus, or the

“golf-club” deformity. In this last analysis the

value of any diagnostic method depends upon its

accuracy and reliability and the interpreter’s ex-

perience.

V’arious methods of oral administration have

been or still are used. As a result of our studies

I have found that the finer the precipitate the more

of the dye is absorbed and the less is the laxative

action. Therefore, the absorption of the dye from

the bowel depends upon the degree of colloidality,

which has been described by Fantus. During the

past year with the use of the fairly stable colloi-

dal tetraiodophenolphthalein we have obtained

more uniform satisfactory results with less discom-

fort to the patient.

Criticism may be made that the barium meal

can obscure the gallbladder shadow or biliary duct

stones. I admit it would be true, if only one or

two films were taken, but by a series of films be-

fore giving the barium meal and during the gastro-

intestinal series we have learned to overcome this

disadvantage. While our methods and results may
not compare with those in institutions or where

time is not an important factor, they have proven

satisfactory and reliable from our standpoint in the

great majority of over 700 patients checked by

surgery.

In conclusion I wish to repeat that cholecystitis
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is probably one of the most common causes of ab-

dominal symptoms. Therefore, to be of greatest

service the combination of cholecystography and

gastrointestinal studies must be so carefully devel-

oped and performed as to make the test applicable

to the routine patient. One should use the method

and technic with which he is most familiar and

stay with it. And finally, but not least, a close co-

operation will result in mutual benefit, not alone

to the patient but to the physician or surgeon and

the roentgenologist.

CHOLECYSTIC CYST OF THE
ABDOMINAL WALL

Wayne J. Stater, M.D., F.A.C.S.

PORTLAND, ORE.

For several years I have had under observation

a cyst of the abdominal wall which I believed to

be a remnant of the gallbladder. At intervals the

cyst became very tense, producing pain in the right

upper quadrant. It was incised or tapped a number

of times during this period. At first there were

large amounts of bile pigment in the fluid which

was thin in character and always contained a mu-

cin-like substance. The coloration of the fluid be-

came less marked but the mucin-like substance

remained constant. No quantitative measurements

of either the pigment or other contents of the fluid

were made.

The patient had been advised to have the lesion

removed and finally went to the hospital for this

purpose, after harboring it for more than three

years. The observation of the cyst and its contents

has been very interesting. From its observation I

conceived the idea of repeating similar experiments

in animals. With this end in view I consulted Dr.

George E. Burget and arrangements have been

made to perform these experiments in his labora-

tory.

1 plan to repeat in animals just what occurred

in this patient. A portion of the gallbladder will

be transplanted into the abdominal wall by a two

stage operation. During the first stage it will be

freed from its attachments except those of the bile

radicals and blood vessels, and the distal portion

sutured into the abdominal wall. Later a segment

of the gallbladder, about one-third of its distal por-

tion, will be freed from the parent organ and its

proximal end sutured and covered over with the

parietal peritoneum. Before the segment is closed

its contents will be evacuated and its mucosa lav-

aged with normal saline. The balance of the gall-

bladder will be removed.

In this way the secretions of the mucosa may
be studied without any connection with the bile

radicals and its original blood supply. The cyst ob-

tained in this manner may be observed macro-

scopically through the skin and later microscopi-

cally by removing it. Its contents may be with^

drawn at any desired interval for study and we

plan to study any secretions of this isolated seg-

ment of the gallbladder carefully. Again, sub-

stances may be introduced into the organ and of

particular interest will be the introduction of bile

pigments and later study of the contents of the

cyst. Any movement of this isolated segment may
be observed by incising the skin at any time and

the effects of mechanical, chemical, electrical, etc.

stimuli may be observed and recorded in a suitable

manner. We realize that absorption may not be nor-

mal, the lymphatics and nerve supply being inter-

rupted.

The patient, aged thirty-two years, a waitress by occu-

pation, first consulted me on account of a biliary sinus of

seven months duration. Her maternal grandfather and

grandmother died of cancer. One aunt died of cancer;

otherwise the family history was negative. She was mar-

ried and has one son who is living and well. One miscar-

riage. In the past she had had measles, mumps, chicken

pox, scarlet fever, typhoid fever, diphtheria and tonsillitis.

Thirteen years ago an appendicectomy was performed.

Three years ago a cholecystostomy was performed. BUe
continued to drain for seven months following this opera-

tion and the patient’s health gradually went down hill.

It was at this time that we first saw the patient, when
a cholecystectomy and choledochostomy were performed,

after which the chief complaint ceased and she rapidly

improved in health, recovering normal weight and strength

in a few weeks. There had been dyspnea and palpitation

for years. During the period when the biliary sinus was
present there had been edema of the ankles, nonproduc-

tive cough, distress after meals with nausea and vomiting.

The menstrual periods had always been irregular. There

had been a loss of twenty-five pounds in weight.

On examination at this time the blood pressure was 116

systolic, 82 diastolic. The only abnormalities found were

in the abdomen, where there was a suprapubic midline

incision, a right upper paramedian, and an oblique incision

just below the right costal border. Along the course of

the latter at about its midpoint there was a tender area,

and a small mass, the size of a royal anne cherry, could

be palpated. The right oblique upper abdominal incision

had always been tender, but it was not until after a num-
ber of weeks following cholecystectomy and choledochos-

tomy that a bunch was detected about its midpoint.

The urine was negative except for a faint trace of albu-

min in the noncatheterized specimen. Hemoglobin 85 per

cent, w.b.c. 8,600. Wassermann negative. The gastric analy-

sis showed absence of free HCl and a total of 37; other-

wise negativ'e. The stools contained bile.

Under local anesthesia this small lesion was removed. It

was about 1 by cm. and contained fluid. It began at

the peritoneum, rather a short distance anterior to this
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Photomicrograph of gallbladder tissue excised from
abdominal wall.

membrane, and extended outward through the abdominal

wall to a point about one centimeter beneath the skin,

surrounded by a thick layer of dense connective tissue.

The microscopic examination of the specimen showed gall-

bladder tissue, surrounded by connective tissue.

In Joseph Caro’s “Shulhan ’Aruch,” which is the

final and authoritative codification of Jewish law,

there are nine rules or laws of terefah, pertaining

to the gallbladder. In the first law there is a com-

mentary by Zemah Zedek which is apropos to the

case just reported. He states: “If the gallbladder

protrudes through the ribs, and reaching the out-

side between the skin and flesh is yet found whole

so that it becomes inflated when blown up, then

it is kosher (fit for eating).” Boyden’^^ states in

this connection: “If it were not for the fact that in

certain species the embryonic gallbladder is tem-

porarily embedded in the ventral body wall, and if

it were not for a suggestively similar anomaly

found by the writer, in which the gallbladder of a

cat embryo was left in the ventral wall by the rup-

ture of the cystic duct, the dilemma recorded by

Zemah Zedek might well be considered h)^othe-

tical.”

The liver may grow forward into the sac of the

normal physiologic umbilical hernia that exists

from the fourth week to the fourth month in the

human embryo. Ahfeld^ has presented numerous

reports of the presence of all or part of the liver

(and thus the gallbladder) in the umbilical sac.

AschofF presents cases in w'hich the liver is pri-

marily situated in this locus and not secondarily

displaced by it.
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A NEW BACTERIUM

Rex L. Ross, M.D.

YAKIMA, WASH.

The excuse for reporting this single case is that

it involves the infection of men with an organism

hitherto undescribed so far as I can ascertain and

the development of clinical findings and progress of

unusual interest. For reasons of brevity and to en-

hance interest the case will be reported actually as

it appears in my case records.

D. .A. R., male, white, age 19, native of Oregon, present

occupation farmer. First seen March 13, 1929, complain-

ing of pain in back and frequent urination for the past

month. Typhoid at twelve years, no other previous serious

illness. In the fall of 1928 had an attack simUar to the

present one with constant pain in the back and frequent

urination which attack subsided after several weeks, since

when he has felt fairly well until the trouble recurred in

March, 1929. No history of heart or lung disturbance,

appetite and digestion good, bowels move well every day
without laxative, no hemorrhoids or history of bleeding by
bowel. With the exception of the present trouble has had
no symptoms referable to the urinary tract; denies vener-

eal infection. At present must empty the bladder at least

every hour and six or eight times during the night, no

pain and no blood. For the past two years there has been

a swelling developing in the right groin which has persisted

and become progressively larger, which did not disappear

or recede during the remission in symptoms during the

winter. Weight 145 lbs. Lost 6 lbs. in the past month.

Subsequent to primary history above recited it was dis-

closed that the boy had been working with stock, largely

sheep, for the four years prior to engaging in orchard work
which is the present occupation.

Physical examination March 13, 1929. A lethargic phleg-

matic youth, fairly nourished, skin clear, rather pale for a

farmer. Teeth excellent, tonsils scarred but show no pres-

ent indication of infection; pharanx, thyroid, cervical

glands normal. Lungs and heart clinically negative. Pulse

80, blood pressure 110/70. Liver barely palpable, of nor-

mal size and consistency; spleen not palpable. No physi-

cal evidence of intraabdominal disease. Some tenderness

to percussion over the left kidney, reflexes normal. In the

left groin is a large resilient mass, extending four inches

below Poupart’s ligament and deep into the abdomen
above. Glands the size of hen’s egg in the right groin;

discrete, firm, elastic glands easily palpable in the tumor

area. Penis and scrotum negative for signs of present or

past disease.

Per rectum is an irregular mass palpable in all directions,

obscuring all normal pelvic relations. By proctoscopic ex-

amination no bleeding and no evidence of involvement of

mucous membrane. Roentgenogram of the pelvis was nega-

tive for pathology in the bony structure. Urine normal,

Wassermann negative. Bloody fluid obtained by sterile

puncture from the mass in the left inguinal region revealed

an organism in direct smear and in culture, which has

to date not been identified as a hitherto known disease

producing organism.

It is thus described by Dr. .A. W. R. Thiel: “Bacillus is

gram-positive, with rounded ends; forms spores centrally, is

definitely motile, tends to form chains, darkly pigmented.

It grows as aerobe as well as anaerobe, preferably the
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former; grows on broth as a pellicle. On agar medusa-

like colonies appear forty-eight hours aerobically, in

five days anaerobically. Liquefies gelatin, ferments dex-

trose and saccharose without gas production
;

does not

ferment lactose. The bacillus closely resembles bacillus

gangrene emphysematosus, except th elatter is strictly

anaerobic. It resembles less anthrax, but the ends of

the bacillus are round and the motility rules out an-

thrax. The bacillus is not B. anthracoides, as the latter

coagulates milk rapidly and our bacillus does not at all.

Also B. anthracoides produces rapid hemolysis on blood

agar and this bacillus only causes a very slight hemolysis.

“Guinea pigs and mice inoculated intraperitoneally died

in from two to five days, and the germ was recovered in

the blood. Cutaneous scratches inoculated with the bacillus

produced a local abscess in guinea pigs, with general symp-
toms at the second week, the bacillus being recovered from
the blood stream at death.

“The bacillus is entirely new and not anywhere de-

scribed. It groups with the anthrax-black-leg group and
has many things in common with both. The possibility

mentioned by Schultz of Stanford that it might be B. an-

thracoides must be rejected, considering the characteristics

of the bacUlus in milk.”

Cultures of the organism were forwarded by Dr.

Thiel for examination to Dr. E. W. Schultz of

Stanford who reported as follows:

“We have studied the organism carefully and must con-

fess we are unable to place it definitely in any of the

known species. It is a large pleomorphic, gram-positive

rod, with slightly rounded ends. It forms spores slowly

and these are for the most part centrally placed and do
not give rise to distortion of the rod. It is an aerobe,

growing in the form of pellicle on broth. On agar it gives

rise to medusa-like colonies, resembling anthrax. The or-

ganism is pathogenic for mice and may be recovered from
the blood following intraperitoneal inoculation. Filtrates of

broth cultures do not appear to be susceptible. The organ-

ism may be B. anthracoides.

We shall send a culture to Prof. W. W. Ford, Dept, of

Bacteriology School of Hygiene and Public Health, Johns
Hopkins Univ., Baltimore, who is an authority on spore-

bearing aerobes.”

Dr. Schultz in turn sent cultures to Dr. W. W.
Ford of Johns Hopkins whose report follows.

“The organism sent me by Dr. Schultz and originally iso-

lated by yourself does not correspond to any of the aero-

bic spore-bearing organisms in my collection. It looks a

little bit like bacillus mycoides but has brown pigment. I

will check it up again and let you know if it can be iden-

tified more definitely.”

With the idea of maintaining contact with the

patient while studies were being made in an at-

tempt to identify the organism, intravenous injec-

tions of mercury cyanide, gr. 1/6, were given every

other day with remarkable and almost immediate

improvement in the clinical symptoms, marked re-

cession in the tumor in the groin and complete dis-

appearance in ten days of the glands in the right

groin. There was considerable delay in getting a

definite report of the organism and in the mean-

time our primary improvement ceased and the in-

guinal glands again began to enlarge. There had
been practically complete disappearance of the rec-

tal findings during this first three weeks. Encour-

aged by the effect of the mercury and by the re-

ported curative effect of salvarsan on anthrax, the

drug was used in this case without improvement,

likewise bismuth and anthrax serum.

An attempt was made to prepare a vaccine from

the spore-bearing organism and as the technical dif-

ficulties were time consuming we in the meantime

lost contact with the patient. An agressin was

finally prepared as will be elsewhere described.

On July 7 the patient reappeared. On the advice of a

neighbor he had used a preparation reputed to be snake oil,

and this failing, had taken a mineral water treatment, also

without therapeutic avail.

On his reappearance the boy was complaining greatly of

a tight feeling in the chest, shortness of breath, unpro-
ductive cough and marked loss of weight. Examination of

the chest revealed marked dullness in both bases with many
fine, moist rales, corroborated by roentgenogram. The
glands of the groin were less swollen than when first seen,

there were no urinary symptoms. Weight 123 pounds.

The boy was at this time given his first dose of vaccine,

a sample of blood was taken for culture and he was

urged to collect a sample of sputum for analysis. The blood

culture was positive for the original bacillus. On July 26

he reported much improved, cough less with no sputum.

On July 28 the chest symptoms had completely disappeared,

his general appearance was much better and he reported

a feeling of well-being. August S he was practically

symptom-free and had gained seven and one-half pounds

in weight but from this time on the inguinal glands began

to enlarge again and the primary urinary symptoms in

mild form reappeared. Neosalvarsan was used in conjunc-

tion with our vaccine from then on but trace of the

patient was again lost on August 12.

On September 3, in response to a letter requesting him

to accompany me to the fall meeting of the North Pacific

Society of Internal Medicine at Tacoma, the boy reap-

peared. He had been feeling well during the past three

weeks and had been working in the orchard. He had

been having considerable diarrhea and urinary frequency

at night only but made no complaint of that. The throat

and mouth were negative, the lungs clear clinically and

fluoroscopically, no cough or dyspnea, thyroid negative,

heart negative, abdomen full and tense, umbilicus pro-

truded slightly, no enlarged veins, no fluid demonstrable,

no tenderness, no demonstrable adenitis except left in-

guinal region, where less marked, and slight enlargement in

right groin. T. 98.4,° p. 78, w.b.c. 4,800, r.b.c. 4,580,000.

It was sugested that the patient attach himself to

a college hospital, where he might obtain help from the

careful study and therapeutic attempts the unusual features

of his case would arouse, but this he refused to do and I

again lost touch with him Sept. 18.

On December 13 he reappeared. He had felt quite well

until the past month, had gained weight to 140 pounds,

still had diarrhea with ten movements in twenty-four

hours which could be checked for two or three days by

castor oil. During the past month had been developing

many skin lesions in the form of ulcers one-half inch in

diameter, general over the entire body, face and extremi-

ties, hundreds of them. Each ulcer was in appearance a



262 NEW BACTERIEM—ROSS Vol. XXIX. Xo. 6

miniature anthrax lesion, with black hard central crust,

raised hard undermined edges, pus and serum exuding on

pressure. Material from these ulcers on culture gave the

original organism which had been grown from glandular

extract and blood with the pre\-ious characteristics intact.

The primar>- culture was contaminated with staphylo-

coccus. The inguinal gland mass was greatly reduced in

size, discrete elastic glands the size of a marble stOl being

palpable, however. He was at this time put on a smooth
diet with kaolin and iron cacodylate gr. one-half, intra-

muscularly.

On December 24 the skin lesions had cleared rapidly,

being practically all gone, lea\'ing a soft, smooth, scaly,

dull red scar. StiU he had some dysentery, weight varying

greatly within short inter\-als, losing or gaining four to ten

pounds in the course of a few days. This probably was
explained by a variation in ascites which was becoming

increasingly noticeable, being more marked when the diar-

rhea was les.= and \ice versa. Liver and spleen normal

size and consistency to palpation not tender. Complained

of some loss of appetite.

Jan. 21, 1930. Skin practically clear, dysentery con-

trolled but distinct increase in ascites. Felt well but was
now developing a marked left cerx-ical adenitis similar to

the original mass in the left groin. Fluoroscopic examina-

tion of the chest showed sharply outlined shadows, two

and one-half inches in circumference in each hUum; no

pulmonary sxTnptoms. The iron cacodylate was stoppred and

agressin. originaUx- developed, was again used. To this time

the patient had been ambulatory, was able to do and had

been doing a reasonable amount of work on his father’s

farm and resented the idea of hospitalization.

Jan. 28. His brother reported the development of ab-

dominal complications three days after the last office \-isit.

much abdominal distention and distress with tenesmus and
small liquid stools which were daily becoming more pro-

nounced. Hospitalization was insisted upon and after two
days delay he was removed to Saint Elizabeth’s Hospital.

The glandular enlargement in the neck was at this time

so reduced as to be barely palpable. The white count on
admission was 10,800, small hmph. 11, large hTnph. 6,

polys. 83. Urine normal. The abdomen was greatly dis-

tended and tympanitic, with fluid in the flanks; he was
suffering intensely. Examination of the chest was clinically

negative, pulse 118, of good quality, no indication of

circulatory embarrassment. Bp. 110/70.

For various reasons surgical interference was deemed in-

ad\-isable by consultants. During entire hospital course tem-

perature was subnormal. Two days after admission circu-

latory failure rapidly ensued with intense cjanosis. He died

with exadence of ox’erwhelming toxemia and circulatory-

failure on Jan. 30.

partial autopsy on the abdomen only was obtainable.

The reprort by Dr. Shirley follows: The body is of adult

male, appears emaciated, xx-ith distended abdomen and
distinct left inguinal mass. Body was opened by Dr. Ross

with median abdominal incision, showing the peritoneal

cax-ity filled with pus and fluid exudate. Bowel and small

intestine adhered to peritoneal wall and loops adhered to

each other. Lix'er was enlarged, smooth, grey in color and

very friable. Spleen xvas enlarged and friable and kidneys

appeared normal in size and somewhat firm. Stomach,

colon and boxvel were adhered together and showed usual

changes of acute peritonitis. Xo retroperitoneal glands were

found and body was closed without further e.xploration.

Diagnosis, septicemia with general peritonitis.

Microscopic report: Lix-er shows marked fatty degenera-

tion of the parenchyma cells with many interlobular areas

of round cell infiltration. The interlobular connectix’e tissue

is somewhat increased and the blood vessels show peri-

infiltration with round cells in some places. Rod bacilli

were stained in the liver section. Retroperitoneal fat shows
nothing of interest abox-e that seen in the liver section.

In retrospect it seems regrettable that a more

thorough attempt was not made, when the oppor-

tunity offered, to substantiate the probability that

the terminal event was due to a perforated lesion

of the intestine with secondary mixed infection of

the peritoneum. Any criticisms will be accepted

with due humility. The difficulties at the time

seemed insurmountable and the need of corrobora-

tion slight.

Of added interest was the attempt by Dr. Thiel

shortly before the fatal termination to develop an

immune serum from a goat which succumbed in

eight days with a bacteremia. The organism was

recovered from the blood. An attempt was made

after questioning, which developed suggestive con-

nection, to work out possible animal source of this

infection of vhe patient but the attempt has to date

been unsuccessful.

This cp^e should be of interest for various rea-

sons. The bacterium could not be classified other

than generally, its resemblance in morphology to

anthrax and the resemblance of the skin lesions to

those from infection with that organism. The high

degree of immunity in the patient was noted or low

pathogenicity with high pathogenicity for animals.

There was a pecuhar response of the patient for

considerable interx’als to various therapeutic at-

tempts.

BoXE-GR-XFT OpER-ATIOX for Tubercclosis of Spixe.

Fred H. .\lbee. Xew York (.Journal .4. M. .4., May 10,

1930) rex-iews and summarizes his e.xperiences in the treat-

ment of 856 cases. In only 6 per cent was the obserx-a-

tion period less than one year; in 63 per cent it was from
one to fix-e years, and in 31 per cent it was from five to

nineteen years. Preoperatix-e complications were present in

286 cases (33 per cent). .About half of these were abscesses

or sinuses in x-arious regions. In 32 per cent there were
sx-mptoms and signs of pressure on the cord, which had
usu^y progressed to paraplegia or other forms of paraly-

sis. Tuberculosis of the lungs or of other joints was pres-

ent in 16 per cent. In one case a spinal graft, inlaid by
another surgeon, had fractured. In 90 per cent of the cases

the result was classified as excellent or good. In many of

these the patient told of doing such hard work as heax-y

lifting and scrubbing, or of indulging in riding, tennis and
swimming. In a few there were mild complaints of fatigue

after the day's work or of occasional distress in the back.

In the cases classed as good, there was still some mild re-

minder of the disease but there was no noteworthy in-

capacity. In the cases in which the patient was as strong

and actix-e as if he had nex’er been ill, the result was classed

as excellent. In sixty-nine cases, 8 per cent, the result xvas

classed as fair, since the patient complained of moderate

pain at times or was not able to do more than light work
or indulge in actix-e exercises without restrictions. Sex-en-

teen patients died, three of them during conx-alescence.
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DENTAL PATHOLOGY IN RELATION
TO DISEASES OF THE EYES,

EARS AND NOSE*

C. A. Veasey, Jr., M.D.

SPOKANE, WASH.

The literature relative to focal infections is volu-

minous, and to summarize what has been written

even in the restricted fields of ophthalmology, oto-

logy and rhinology would require a volume of no

mean proportions. The following remarks must be,

therefore, somewhat sketchy. My purpose is not

didactic, and if this paper serves only to emphasize

the importance of understanding and cooperation

between the two branches of the art of healing

represented at this meeting, its purpose shall have

been accomplished.

The subject is an ancient one, but it is only in

comparatively recent years that it has assumed the

position of clinical importance which it helds to-

day. In one of the medical journals a few years

ago^ there is the following remark by Blair: “I

cannot quote the source or date, but 2,500 years

ago someone told one of the old kings and left it

on stone tablets, that the pain in his back, in his

head and in his feet was due to his teeth and he

would not get well until his teeth were extracted.”

The fruit of such clinical acumen was lost during

the middle ages, but Rush^ in 1818, wrote, “I have

been made happy by discovering that I have only

added to the observations of other physicians by

pointing out a connection between the extraction of

decayed and diseased teeth and the cure of general

diseases.”

Hunter- first introduced the term oral sepsis in

1900, and Billings, in the Lane Medical Lectures

of 1917, put this subject on a firm basis. The ton-

sils, accessory nasal sinuses, intestinal tract, par-

ticularly the appendix, the gallbladder, the male

and female urogenital systems and even osteomye-

litis of the extremities all play their role in causing

inflammation of the various organs of the head, but

the teeth are in the front line of this army of hu-

man enemies, and we will confine our attention to

them.

I am not familiar with dental pathology, and the

exact diagnosis of the condition of an offending

tooth must be left to the dentists, but there is no

choice from our standpoint so long as the presence

of absorbable infection is established. The modus

operand! of focal infection is still controversial.

• Read before a joint meeting of Washington State
Dental Association and Spokane County Medical Soci-
ety, Spokane, Wash., Mar. 13, 1930.

Rosenow has established selective affinity of cer-

tain strains of streptococci for certain tissues;

others believe that reduced vitality on the part of

certain organs makes them vulnerable to bac-

teria or bacterial toxins which may be present.

When the removal of the primary lesion causes a

subsidence of the secondary inflammation, it seems

unreasonable to assume the presence of living or-

ganisms in the latter. The mode of transmission

may be by blood, lymph or direct extension, and

we have also to consider the effects of reflex pain

along associated nerve paths.

There has been described a general clinical pic-

ture of focal infection^ as follows: Low grade ane-

mia, slight leucopenia with relative lymphocytosis

and low neutrophile count, low blood pressure, slow

pulse, low basal metabolism, subnormal tempera-

ture and a low blood calcium content. A special

blood cell, pathognomonic of dental infection, has

been described by Toren, but the staining methods

are difficult and his observations have not been

widely confirmed or accepted.

This picture is not of much help clinically, nor

must we expect subjective symptoms on the part

of the patient to point the way, as infected teeth

are notoriously silent offenders. The roentgenogram

is of inestimable value, but not infallible, and even

vital teeth have been found harboring the strepto-

cocci which these dental foci almost always con-

tain.^ So it is sometimes necessary, in the face of

apparently negative findings, to push our investiga-

tions to the limit when a possible dental infection

may be responsible for rapidly advancing blindness

or deafness. Nor does the mere extraction of a

tooth suffice, if there be much bony necrosis, and

retained roots and bony sequestra are as guilty as

the original tooth. So a healthy appearance of the

teeth is not significant, and a negative roentgeno-

gram is not final. Stubborn cases require painstak-

ing dental examination, general physical examina-

tion and laboratory tests to eliminate other possible

factors, and consultation between the doctors and

dentists is essential to the ultimate health of the

patient.

It would be out of place to enumerate here the

long list of ocular defects which may result from

dental infection, but let us consider in a general

way the etiology of eye diseases. Acute or chronic

inflammations of the uveal tract, comprising the

iris, ciliary body and choroid, polymorphous opaci-

ties of the cornea accompanied by inflammatory

symptoms of widely varying degree, hemorrhages

and exudates in the retina, disintegration of the
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vitreous with the formation of floating opacities,

hemorrhages into the vitreous in young persons,

“

optic neuritis'’ and consequent atrophy, macular de-

generation and certain intrinsic motor anomalies of

the pupil and accommodation' may be said in gen-

to be due to syphilis, tuberculosis, nephritis, dia-

betes, arteriosclerosis and focal infection, among

other less frequent causes. Some enthusiastic ob-

servers include cataracts and glaucoma in the list

of ocular diseases due to remote infection, and al-

though this cannot be categorically denied, it has

not been proven.

Some of these conditions will by their appearance

giv'e prima facie evidence of the etiology, as, for

e.xample, the interstitial keratitis of congenital lues,

tubercle of the choroid or albuminuric retinitis, but

in the greater number of cases the various possible

causes must be inv'estigated and even put to a

therapeutic test before the sequence of cause and

effect is clear. The absence of definite clinical or

serologic evidence of syphilis, a negative tubercu-

lin test if it has not been contraindicated, and nega-

tive urinalysis and blood chemistry lead us to the

necessity of finding an occult focus to explain the

lesion. Howev'er, we do not await a negative report

on the above tests, but at the first examination in-

spect the teeth, squeeze and possibly culture the

tonsils, and examine the nasal sinuses, supplement-

ing these findings with sinus and dental roentgeno-

grams, and referring the patient to his dentist for

careful ev’aluation of the dental evidence. One

writer has said:'^

“Of late the teeth have furnished the foci in so many
cases that it is really a great disappointment when a pa-

tient comes who has lost all his teeth or with teeth so

healthy that there is little hope of finding the trouble

there.”

By now the mystery may have been solved. The

Wassermann may be positive or there may be ob-

vious apical abscesses, and the treatment conse-

quently self-evident. But a positive Wassermann

does not necessarily mean that the eye lesion under

treatment is luetic, and I wish to state emphatically

that an iritis, for e.xample, in a luetic individual

may be due to dental or other infection. This was

most strongly brought to my attention a few years

ago in the case of a young man with a severe iritis

and a four plus Wassermann. Vigorous antiluetic

treatment failed to modify the inflammation, and

removal of a pair of tonsils containing liquid pus

gave only temporary remission. Not until seven

abscessed or suspected teeth were extracted did the

eye recover.

In this connection let us quote White'’ in the

Annals of Otology two years ago:

“.\pical abscesses are only one of several factors in den-

tal infection. The pulp and the dentine both harbor micro-

organisms not always evident in a roentgenographic film,

yet capable of producing most serious systemic infection . . .

The point I wish to stress is that dental films do not tell

the whole story. . . ‘It is significant in the extreme to

note that thousands of teeth that are symptom-free, and

that are roentgenographically negath'e, are being examined

in the bacteriologic laboratory after extraction and found

to be infected. In view of this, we are eminently justified

in viewing all pulpless teeth with grave suspicion’.”

So it happens that the ophthalmologist, despair-

ing of his patient’s eyesight, importunes the reluc-

tant dentist to extract teeth not certainly diseased

but not unequivocally sound.

Detrimental ocular reactions have been reported

after the removal of all the offending teeth at once.

We have, however, frequently had six or seven ab-

scessed teeth removed at one time without noting

undue reaction. In some instances it is more ad-

visable to remove the source of infection by serial

extractions. However, in a uveitis, for example,

throwing out exudate in the pupil and forming de-

posits on the posterior surface of the cornea lead-

ing to permanent loss of vision, the longer the in-

flammation remains, the greater will be the dam-

age. Thus, the prolongation of the disease while

serial extractions are effected will in some cases be

more detrimental than the one severe local reac-

tion following the complete removal of the offend-

ing teeth.

Dental infection plays an important role in the

occasional disastrous results of intraocular surgery.

In the presence of apical abscesses or other foci of

infection an operation such as cataract extraction,

performed without any surgical accident or other

unusual occurrence, may result in a prolonged uve-

itis eventuating in total blindness or loss of the

globe. The surgical trauma precipitates a metas-

tatic endogenous infection which may not yield to

the most vigorous treatment. In preparing patients

for intraocular surgery it is, therefore, necessary to

remove existing foci to eliminate this hazard. Thor-

ougness is good, but extreme radicalism as practised

by one ophthalmologist has its humorous sequellae.

Because of his insistence, in preparing his cataract

patients for operation, on extraction of teeth, ton-

sillectomy and a rigid green vegetable diet to re-

move the respective dangers of teeth, tonsils and

intestinal toxemia, his surgical clinic dwindled to

almost nil, as the patients grew restive under a pro-

tracted regimen of edentulous lettuce nibbling.
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The role of dental infection in otology is less

prominent than in diseases of the eye, but there

are some conditions where it must not be over-

looked. Just as any neuritis may be caused by an

occult focus, so also can inflammation of the audi-

tory nerve be so determined. There is no known

treatment for nerve deafness and atrophic nerve

fibres do not regenerate. Prevention of increase of

the trouble is all that can be hoped for, and it is

imperative to remove possible causes as soon as the

condition is recognized.

Likewise, in otosclerosis, which is the hereditary

or familiar form of deafness, there is no efficacious

treatment. But it is generally conceded that main-

tenance of the best possible general health delays

the progress of the disease. Certainly, then, it is

essential to remove dental infection, if it be pres-

ent, especially as one can not always be certain that

apical abscesses are not directly the cause of part

of the auditory impairment in any given case.

There is one aural condition directly dependent

upon focal infection, usually dental, which responds

to removal of the cause in a very satisfactory man-

ner. The patients complain of recurrent attacks of

vertigo and deafness which is usually but not al-

ways unilateral. The attacks are variable in dura-

tion, last over a period of months or years if not

treated, and are sufficiently severe to cause real in-

capacity. The vertigo is always an organized turn-

ing indicative of its labyrinthine origin, and the

deafness is of the nerve type. Rotation, caloric or

galvanic vestibular tests show impairment of func-

tion of one or both labyrinths. This syndrome yields

to removal of the foci with subsidence of the sub-

jective symptoms and amelioration in the physical

findings, so that it has been justly called “focal

infection neurolabyrinthitis.”®’ ^

It would not be proper to leave the ear without

mentioning impacted third molars. A long list of

reflex disorders has been laid at the door of these

silent offenders, but as mastoids have actually been

operated upon because of reflex otologia from this

source, they must not be forgotten. It has been

reported that some cases of chronic purulent otitis

media have cleared after the removal of infected

wisdom teeth, but such a result is so rare as to be

almost in the realm of coincidence.

In the nose we need only call attention to the

infected bicuspid or molar which may be responsi-

ble for a stubborn maxillary sinusitis. Skillern^-

places the incidence of antrum infection from teeth

at twenty per cent, but calls attention to instances

where this is the primary disease with the alveolar

trouble secondary to it. In this connection I want

to bring up two conditions which simulate sinusitis.

woman came in the office a few years ago, stating

she had antrum trouble. Her face over the superior maxilla

was swollen, red and tender on pressure, but the antrum
on irrigation yielded a clear return. Inspection of the

mouth showed that the inflammation was present also in

the gum with a point of greatest tenderness along the

gingivobuccal fold. .After extraction of several badly dis-

eased teeth in that part of the jaw and incision and
drainage of the abscess, the condition rapidly cleared.

The other condition occurs in infants and is de-

scribed as follows”:

“A newly born or a young infant suddenly becomes ill

with fever and prostration and shows a swelling and red-

ness about the tissues of one eye. This is followed or is

accompanied by purulent unilateral discharge, by swelling

and softening of the alveolar border of the superior maxilla

on the affected side and by pointing and the formation of

abscesses on the hard palate, the alveolar border and often

on the face between the eye and the nose. Sequestrums
and frequently small teeth are discharged from these

sinuses.”

From this description it may be readily seen that

cellulitis of the orbit, acute dacryocystitis or acute

antrum infection might be suspected. But the an-

trum in these children has a capacity of less

than one cubic centimeter and the abscess cavity

on surgical exploration is much larger and does not

communicate with the antrum. The disease is an

acute osteomyelitis, resulting from infection in the

teeth buds and, if the patient recover, there are

never any upper teeth on the affected side. The

condition is fortunately rare, but as the mortality

is about fifty per cent and the diagnosis easily

missed, it is important to keep in mind.

Pain in the distribution of the fifth cranial nerve

is so frequent in the practice of both dentists and

eye and ear specialists that a few words on this

subject are in order. Typical tic douloureux is

characterized by a series of short, sharp, stabbing,

lightning pains, agonizing in severity, coming on in

paroxysms, increasing in severity and frequency

as time goes on, with periods of remission some-

times lasting years, usually beginning in one branch

of the fifth and later spreading to others, with the

existence of “trigger areas,” the slightest touch

of which precipitates a paroxysm, the patient being

afraid to chew, wash his face, clean his teeth, etc.,

as such acts often initiate an attack. This disease,

according to Patrick,^” is not due to any systemic

intoxication or infection, syphilis, malposed teeth

or any focus of infection, has no known etiology or

pathology, and yields to no treatment other than

surgery of the nerve. (Adson says it is due to ar-

teriosclerosis, and Spiller assigns it to sclerosis of

the gasserian ganglion.) This author, moreover.
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states that any dull pain, steady ache, sense of pres-

sure, fullness or tension is not tic douloureux.

This latter type of fifth nerve pain Smith^^ calls

symptomatic or atypical trigeminal neuralgia. It

is frequently due to carious, impacted or malposed

teeth, apical abscesses or other foci of infection

about the head, and is amenable to removal of the

cause. It is important, therefore, to keep these two

types clearly differentiated so that in the first in-

stance the patient will not be subjected to useless

procedure, while in the second he may be relieved

of his symptoms.

In any branch of medical practice the general

aspects of a case must not be lost in this day of

narrow specialization. I have seen convalescence

after mastoidectomy arrested because of poor gen-

eral health due to execrable teeth, and healing and

return of strength occur only after total extraction.

Stubborn cases of headache, at first thought to

be due to eye strain and then to nasal obstruction,

have yielded after removal of foci of infection. So it

behooves all of us, the dentist, the general physician

and the various specialists, to work in mutual con-

fidence and harmony, realizing that in a given in-

stance we are not treating teeth, tonsils or intes-

tines individually, but that the afflicted human or-

ganism as an integer requires our collective services.
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Effect of Liquid Gasoline on Pulmonary Tissue.

J. C. S. Battley, Port Huron, Mich. {Journal A. M. A.,

May 17, 1930), reports a case of pneumonia following the

accidental aspiration of gasoline into the lungs. The patient,

a boy, aged 8, had suffered from pneumonia four times,

having had an attack before one year of age, one at one

and one-half years following whooping cough, one at two
and one at 3 years.

]\IATERMORTALITY *

William F. Howard, A.B., M.D., F.A.C.S. '

j

POCATELLO, IDA.
|

The continued reiteration of the statement that

there is no decrease in mortality and morbidity '

in obstetrics is a constant challenge to the general

practitioner. We repeatedly see this statement to-

gether with statistics to prove it. There are so

many factors that enter into the statistics that it is

with the utmost difficulty that they may be applied

to the general practice in any locality. We all
[

know physicians who care for maternity cases oc- i

curring in a general practice, having in a number

of years cases running into hundreds and thou- >

sands with no deaths or a very low mortality, all
j

of which can be accounted for outside of the ex-
I

perience of labor, according to their statements and
|

beliefs.

But these statements and beliefs are usually

without records, and thus lack more or less a
i

dependable foundation. The literature on this sub-
'

ject comes mostly from specialists and teachers,
;

but most of the births are under the care of gen-
j

eral practitioners or even without medical attend-
!

ance. The former of these are trained to record and

report maternal deaths to the best of their ability

and the latter, through a desire to escape responsi-

bility, too often give other than puerperal causes of

maternal deaths.

It is my purpose in this paper to review available

statistics in my locality, with a summary from the

State Board of Health, to compare these with sta-

tistics of larger and older institutions, and finally

to discuss some of these causes of death in the

puerperium and the treatment of conditions most

commonly causing death of the mother in confine-

ment, pointing out a way to improve matermor-

tality reports.

IMayes of the Presbyterian Hospital, Brooklyn,

states that, “during the last seventy-five years the

mortality and morbidity from childbirth have re-

mained the same; they are just as high today as

they were before the day of Pasteur and Lister

and the discovery of antiseptics.” However, in the

same paper Mayes gives the mortality from puer-

peral septicemia in Greater New York 1923, 0.89;

1924, 0.99; 1925, 1.07; and states that these

figures must be too low because of the many cases

incorrectly reported as dying from pneumonia, car-

• Read before the Thirty-Seventh Annual Meeting of
Idaho State Medical Association, Lewiston, Ida., July
5 - 6 , 1929 .
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diac dilation and various other causes, when the

real cause was puerperal sepsis.

Rosensohn reports, 1924, in the Lying-in Hos-

pital a matermortality of 0.4, a figure less than

half that of the Presbyterian, a variation not in-

compatible with reports of the same hospitals in

different years. The Lying-in Hospital report is,

however, for all causes of death during labor and

the puerperium and the former for septicemia only.

Dublin mentions the maternal death rate in the

United States 8 per thousand, in New York City

5 per thousand, England and Wales 4.2 per thou-

sand. Kickham, St. Elizabeth’s Hospital, reports 5

per thousand. Emerson gives in 1,974 cases in

physicians’ families 9 maternal deaths or at the rate

of 4.6 per thousand. The Prenatal Clinic in De-

troit gives 3.1 deaths in a thousand and the entire

city of Detroit 6.8 per thousand. A bulletin from

the Department of Commerce at Washington shows

ten states, 1915, from a registration area having a

matermortality of 6.4 per thousand, of thirty

states, 1925, ranging from 5 in Utah, to 9.7 in

South Carolina. Madill in the Rotunda hospital

gives a review of the past thirty-six years in ob-

stetrics in that institution, where the mortality of

mothers in labor and the puerperium ranges from

1 to 19 annually with a total average of 1500 pa-

tients a year, and the average matermortality of

4.2 per thousand.

For a moment limiting our discussion to puer-

peral infection, DeLee estimates an annual death

rate of 8000 in the United States without giving

figures so a percentage rate could be determined.

In 1924 he gives the average rate from septicemia

in Ireland 0.327 per cent, Glasgow, 0.57 per cent,

Germany 6000 deaths. Then follow some more en-

couraging statistics. Von Herff reported 6000 de-

liveries in Basl with no death from sepsis; Ahlfeld

reported 8000 cases with one death from sepsis;

Rotunda Hospital, 1924, 2060 confinements with

no death from sepsis; New York Lying-in Hospital

8373 deliveries with no mortalities from infection.

The Chicago Lying-in Hospital 14,146 cases with

three deaths from infection acquired in the hos-

pital. He cites these 38,560 with four deaths from

infection as a stunning argument against autoinfec-

tion. There can be no doubt that, if we fail to

account for infection, the excuse for autoinfections

is readily acceptable. The Chicago Lying-in Hos-

pital has a record of 3900 consecutive cases without

a death from any cause.

These reports and those from many other hos-

pitals show that there is a lower maternal death

rate in hospitals than in homes. With this low ma-
ternal death rate some of the patients were brought

into the hospitals approaching the final condition.

A statement is made by Hiffin, Pasadena, that there

were no deaths for the period reported by him in

the homes, but the patients who were dangerously

sick w^ere taken to the hospital where some of

them died.

It is easy to find astonishing evidence to ques-

tion the statement of Mayes in regard to maternal

deaths. The textbooks are full of evidence that sep-

ticemia was common and the death rate from it

appalling until the practice of antiseptic midwifery

became common. There is reference to puerperal

sepsis far back in history, from Hippocrates, Galen,

Celcus and various writings down to the time of

more definite records. The first authentic epidemic

of septicemia occurred in Leipzig, 1652-1665. In

1662 it reached Paris and two-thirds of the wo-

men delivered in hospitals died. There were epi-

demics in London, Edinburgh, Berlin and many

other parts of Europe. Even in 1831 the mortality

was 9 per cent or 90 in one thousand in the

Paris Maternite. In Vienna in 1842 the rate varied

with the months from 18 to 31 per cent, or 180 to

310 per thousand. It is true that these figures of

high mortality came from hospitals before any

knowledge of antiseptics was practiced or even

known, and that students examined consecutive

cases without disinfection between examinations.

We have no definite data as to the mortality in

private practice but the general inference is that it

was much less than in hospitals. In private prac-

tice the transference of infection was at least not

so immediate. So at least we would conclude from

the published data that the matermortality is

much less now than previous to the time of Lister

and Pasteur. Even in current fiction the heroine no

longer dies at the birth of her first born. While

history and our recent records give us favorable

conclusions, we must recognize there are too many

mothers sacrificed by the lack of preparation for

the unusual, and lack of a sepsis and antiseptics in

the regular cases. This requires a constant readi-

ness for the unexpected, a constant fight against

sepsis in every case, as well as continued prena-

tal study.

If the general maternal death rate in the United

States is 8 to 1000 (Dublin), as we may assume,

with some allowances, that the general practitioner

the country over has about that mortality in his

obstetric practice, and from personal experience

and a limited acquaintance one can assume that'
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the general practitioner may attend from 50 to

100 cases in a year. On the average, then, this

same practitioner could expect one death in 125

cases numerically and one death in 1 5 to 30

months elapsed time. This rare occurrence and

length of time with no mortality leads him to be-

lieve that he has a small matermortality and

tempts him to account for the deaths from some

other cause. This assurance allow’s him to lapse in

vigilance. This is certainly a factor in the low

mortality reports from sparsely populated states.

If the specialist can improve his care and technic

it is well, but the general practitioner must im-

prove his obstetrics.

Replies from about one-half of personal letters

to all physicians attending confinements in my
locality give a total practice of 294 years with

13,954 confinements and 69 maternal deaths, a rate

of .489 per cent (4.89:1000). One small hospital

reports for a period of five years 719 obstetric

cases with 8 deaths, a rate of .898 per cent

(8.98:1000) and mentions the causes of death for

the 8 cases to be cardiac 3, cardiorenal 1, eclampsia

1, pneumonia 2, pulmonary edema 1. The doctors

of my city, ranging in this time from 5000 popu-

lation to 22,000, report a matermortality of .38

per cent (3.8:1000). My state reports for the last

five years available 50,750 cases with 341 mater-

nal deaths, a rate of .670 per cent (6.70:1000).

Thus we find it very common that reports of

work done under the best surroundings show a

matermortality of 4 to 5 or 6 per thousand,

and some institutions running high in the thou-

sands with no deaths of mothers. The general esti-

mate in the United States is 8 per thousand (Dub-

lin), my city 3.8, my locality 4.89, my neighboring

state 5, my state 6.70. Personal experience, ac-

quaintance and observation show that these lowest

figures outside of institutions and with few records

and inadequate supervision cannot be considered

dependable. And here, again, we realize that the

improvement to be made in saving maternal life

rests with the general practitioner.

There is too wide a divergence of expression for

one to attempt to specify the frequency of the

unusual and accidental conditions of obstetrics, and

only six causes of death will here be considered.

They are the six causes discussed by INIadill of

the Rotunda Hospital. These certainly offer a basis

for improved returns in the hands of the general

practitioner. They are (1) sepsis, (2) placenta

previa, (3) accidental hemorrhage, (4) postpartum

hemorrhage, (5) contracted pelvis, (6) eclampsia.

TREATMENT

The prevention of sepsis is a rigid observance

of the aseptic technic from as early a time as indi-

cated until the end of the puerperium. This is not

sufficiently practiced generally, as evidenced by a

frequent morbidity that is always potentially dan- '

gerous. Our mild infections recover and we soon

decide that the patient was not septic. We forget

our morbidity statistics. Ward of the Woman’s
,

Hospital uses the picric acid technic, Mayes the

mercurochrome, and there is an increased certainty

in an ocular chromatic technic, especially when

their statistics are so nearly free from morbidity

and mortality.

For the remaining five common causes of mor-

tality I shall quote only the treatment used in the

Rotunda Hospital and leave it to the discussion

to bring out other methods which we must recog-

nize as good. I am quoting the treatment outlined

in the Rotunda Hospital because of their excellent

work, honest reports and very low mortality, due

to good management of scientific work.

Placenta previa. Perform version and leave to

nature. Cesarean section in primipara at term

before hemorrhage has occurred. It is rarely prac-

ticed with women who have passed one or more

labors, and not advised in any case in which there

has been a considerable hemorrhage.

Accidental hemorrhage, or abruptio placentae, is

divided into two classes, concealed and external.

Some further division may be made. For concealed

hemorrhage the radical operation is advised. For all

other forms thorough vaginal packing has proved

at the Rotunda to be the best method of treatment.

Postpartum hemorrhage is treated much the same

the world over: massage of fundus, manual explora-

tion, ergot, pituitrin, tamponade, in extreme cases

ligation per vagina. A period has been reached in

which postpartum mortality approaches nil.

Contracted pelvis. There is a considerable diver-

gence of opinions concerning treatment of this con-

dition. I quote directly from Madill of the Rotunda

Hospital, as given in the Irish Journal of the Medi-

cal Sciences, February, 1927.

1. Induction of premature labor is never ad-

visable.

2. Perforation (craniotomy) is not permissible

unless the child is dead.

3. Version should never be employed.

4. In the greater degrees of contraction time i

should never be wasted in an endeavor to obtain

natural delivery.
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5. On the other hand, in the lesser degrees ample

time should be given the woman to enable her to

deliver herself if possible. Eight or ten hours may

be necessary for the molding of the head and inter-

ference should not be considered until there is evi-

dence of fetal or maternal distress; then there

should be no delay in delivery. Walcher’s position

should not be forgotten as an aid to fixation of

the head.

6. High forceps should never be applied until all

arrangements are perfected for an operation to en-

large the pelvis. Madill does not give relative

measurements as an indication for cesarean section.

He accepts no measurements as dependable, except

those taken under anesthesia by the Skutch method.

••\n average year shows in the Rotunda 26 cases

of greater degree contracted pelvis treated as fol-

lows: 13 cesarean sections, 3 pubiotomies, 2 in-

ductions, 3 versions, 5 craniotomies. Cesarean sec-

tion is the master operation and is the only one

for the greatest degree of contractions. It requires

more knowledge and experience to decide to do the

other operations, with the possible exception of

craniotomy in the case of a dead baby.

Eclampsia. The Rotunda treatment of this dis-

ease consists in rigid adherence to many points of

detail as here outlined.

“The patient is kept on her side to prevent the

fluids formed in the mouth from reaching the lungs

by inspiration. For the same reason croton oil or

other forms of medicine or fluid is not permitted

to be placed in the mouth of the unconscious

patient. I feel convinced that the so-called edema

of the lungs which is said to close the existence of

so many eclamptics results in reality from such

mistaken methods of treatment.

“Neither a vapor bath, pilocarpine nor other

forms of diaphoretic is administered, for the ad-

vantage derived from all and each seems very prob-

lematical and is certainly more than counterbal-

anced by other objectionable effects.

“We pass a stomach tube through the mouth.

The stomach is thoroughly washed out. Into the

stomach is then poured by means of a tube a quart

of slightly saline hot water, together with castor

oil, elaterin, croton oil in four or five drop doses,

or some saline purgative.

“Whilst these preparations are being perfected a

h}q)odermic of morphine in a half-grain dose is

injected; this drug is repeated in one-quarter grain

doses every two hours until the fits cease or until

one grain has been administered. It is occasionally

necessary to continue the administration of the

drug, but on no account should a greater dosage

than two grains be given in twenty-four hours.

“We attach enormous importance to the thor-

ough and rapid evacuation of the bowels, and the

purgatives are stimulated in their action by admin-

istration of copious enemata of soap and water with

castor oil. Saline enemata are also given.

“In severe cases normal saline to the amount of

two or three pints is infused once or oftener into

the cellular tissue beneath the mammary glands.

Labor is never induced nor is its onset to be de-

sired. Should it unfortunately occur, its progress

is seldom interfered with.

“Some patients have died in the eclamptic fit.

This should never occur. Death is then caused by

suffocation, due to the tongue falling backwards,

and spasm of the glottis induced by a collection

of mucus in the throat. To prevent such an oc-

currence we keep the patient on her right side

with her cheek on the pillow. If respiration ceases

and cyanosis intervenes, the patient is turned on

her abdomen with the head and shoulders hanging

over the edge of the bed. It is sometimes nec-

essary to perform artificial respiration and oxygen

may be administered.

“Stimulation may be needed as atropine, digi-

talin, hypodermatic of ether. Food seems always to

induce convulsive seizures, and thus no food should

be given when convulsions have manifested them-

selves.”

Conclusion. The decrease in the general mater-

mortality rate must be made by the general prac-

titioner.

AMYT.^L THERAPY IN WHOOPING COUGH

Samuel G. Henricke, M.D.

PORTLAND, ORE.

Friedlander* states that the fact that a recent

writer collected and listed four hundred drugs and

therapeutic measures which were supposed to be

beneficial in whooping cough is one of the curiosi-

ties of medical literature. Knowing how unsatisfac-

tory are the results obtained with the use of the

more recently suggested remedies, such as the rectal

administration of ether in olive oil, roentgen-ray

therapy, chlorine gas, ether hypodermatically and

ephedrine hydrochlorate orally, it is with a degree

of trepidation that I make so bold as to suggest

No. 401, namely amytal, or as it is chemically

known, isoamylethylbarbituric acid.

* Abt’s Pediatrics, Vol. vi, p. 142.
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During the present epidemic I have used amytal

compound, which is a combination of amytal

grains and amidopyrine (diethylaminoantipyrine)

33^ grains. Naturally this combination is in no

way specific but simply an efficient h)^notic, em-

bodying amytal which attracted my attention be-

cause of its rapidly growing use in the realms of

surgery and obstetrics. Judging from the enthusi-

astic reports as to its efficiency as a hypnotic,

I felt it might be useful in solving the problem of

how best to manage the severe nightly paroxysms

of coughing so distressing to both the child suffer-

ing from whooping cough and disturbing to his

attendants.

I felt that, if I could produce a deep enough

sleep, the child would not become conscious of

those prodromal sensations which precipitate a

paroxysm of coughing. We have all used sedatives

and antispasmodics with varying degrees of suc-

cess, for the most part little or none. With the

use of the combination of amytal and amidopyrine I

have been able to secure undisturbed sleep in propor-

tion to the success of the attendant in determining

the proper dosage and assuring its administration.

The first patient for whom I prescribed amytal

compound was seen for the first time during the

paroxysmal stage. The mother stated that she

coughed “all day and all night,” and some ten min-

utes spent with the patient, a child of six years of

age, on several occasions indicated that the mother’s

statement was hardly an exaggeration. Within such

a brief period of time she would have five or six

severe paroxysms of coughing. As a first dosage

I suggested one-half an amytal compound capsule

at bedtime, to be gradually increased to a whole

capsule if the results were not satisfactory, and

to be repeated at midnight if necessary. I suggest-

ed opening the capsule and, after dividing the

contents as directed, placing the prescribed amount

in a cavity made in a teaspoonful of jelly, there-

after mixing the jelly and the powder thoroughly.

Two-thirds of capsule at bedtime proved adequate

to provide both mother and child a night of undis-

turbed sleep. Omission of the drugs resulted in the

occurrence of from twenty to thirty severe parox-

ysms of coughing.

So striking was the contrast between the nights

with the administration of the medication and those

without that I determined to continue the therapy

in all cases where the severity of the paroxysmal

stage indicated its necessity. After uniform success

in twenty-five cases, I felt that the addition of

this combination of drugs to our armamentarium

in whooping cough therapy was worthy of consid-

eration. The margin of safety, so far as the possi-

bility of the production of toxic manifestations in

the use of either of the drugs under consideration,

is sufficiently great that they may be classified as

nontoxic in any reasonable dosage.

DOSAGE

The initial doses of amytal compound which I

have found satisfactory, for different ages are as

follows:

1 year of age 1/4 capsule

2 years of age 1/3 capsule

3 year of age 1/2 capsule

5 years of age 2/3 capsule

7 years of age 1 capsule

These doses may be administered one-half hour

before bedtime in jelly or some other suitable ve-

hicle, as suggested above. A hot drink immediately

after will facilitate absorption and may be given

if a tendency to vomit does not contraindicate it.

When vomiting after the evening meal is an

anticipated occurrence, it is advisable to administer

the drugs about one-half hour before that meal.

The suggested dose may be repeated at midnight,

if indications warrant and should be gradually in-

creased each night until satisfactory results are

obtained.

I find the amytal compound capsule preferable

for the reason that its contents are better adapted

to accurate division in the home than is the amytal

tablet. Furthermore, the amidopyrine present in the

capsule, being an ethyl compound, has itself hyp-

notic properties and, as do all the common mem-

bers of the analgesic antipyretic group of drugs,

it has a tendency to favor the onset and main-

tenance of normal sleep as well as allaying nervous

excitability. The results obtained in twenty-five

severe cases of whooping cough justify its recom-

mendation to the profession for further trial.

418 East 42nd Street North.

Ephedrine Sulphate in Treatment of Acute Shock
FROM Trauma or Hemorrhage. Carl A. Johnson, Chi-

cago {Journal A. M. A., May 3, 1930), attempts to show

by animal experiments and by case reports that ephedrine

sulphate used intravenously as part of the medication, is a

useful drug in the treatment of acute traumatic shock

and shock due to hemorrhage. He is inclined to believe

that its prolonged action on the central nervous system

is almost as important as its hemodynamic action in over-

coming the vicious circle established by the low blood pres-

sure or the depression of the central nervous system. An
effective dose is nontoxic (Chen), and there is a pro-

longed action on the central nervous system which is not

dependent on the blood pressure change, although the cen-

tral action is probably enhanced by the increased blood

flow through the depressed centers. In the cases cited the

action of the ephedrine administered was sufficient to over-

come the vicious circle established by the low blood pres-

sures from hemorrhage or the depression of the central

nervous system.
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ECONOMIC ASPECTS OF ILLNESS*

H. J. Whitacre, M.D.

TACOMA, WASH.

There was a time when we talked about the

art and the science of medicine. Times have

changed. We now talk about the science, the prac-

tice and the economics of medicine, and only re-

cently has the economic side of illness been given

serious study.

Right now the economics of sickness have been

brought into compelling prominence by the creation

of a Julius Rosenwald fund for its study, by

numerous articles in newspapers, lay magazines and

medical journals, and by the bulletins that have

been issued by the national “Cost of Medical Care

Committee.” Every member of the medical profes-

sion should be informed about the discussion that

prevails.
the extent of illness

Sickness and impairment is a problem so large

as to touch every individual life and is so impor-

tant in our political life as to be a matter of

real concern to everyone who has risen to the level

of citizenship. Everybody sooner or later meets the

problem of disease.

The average individual between the cradle and

the grave spends one-fortieth of his time in bed

because of incapacitating illness. The average work-

er loses seven days each year and the 45,000,000

workers of the United States lose 315,000,000 days

of work. One-fortieth of the population is con-

stantly ill to the extent of being bedridden, and

reliable statistics show that for every person in bed

there are at least two who are impaired to the

extent o^ 10 to 50 per cent of their efficiency by

such chronic diseases as tuberculosis, cancer, heart

disease, vascular disease, chronic indigestion and a

great host of others.

THE COST OF ILLNESS

The nation’s bill for sickness, if itemized and

totalled, would read as follows:

150.000 physicians at $3000 per annum $ 450,000,000

140.000 private duty nurses at $1500 per an-
num 210,000,000

150.000 practical nurses at $1000 per annum 150,000,000

10.000 attendants at $1000 per annum 100,000,000

50.000 dentists at $3000 per annum 150,000,000

7.000 hospitals with a total of 860,000 beds.... 750,000,000

Druggists for medicine 700,000,000

25.000 healers, chiropractors, osteopaths, Chris-

tian science, etc 50,000,000

Total $2,560,000,000

Read before Pierce County Medical Society, Tacoma,
Wash., March 25, 1930.

This means $20.83 per capita or about $100 per

family. The U. S. Bureau of Labor Statistics has

shown that the average wage earner’s family spends

about $60.39 per annum. The U. S. Department

of Agriculture finds an average of $61.60 for the

farmer’s family and a large insurance company

estimates the cost at $80 per family for clerical

personnel.

This list represents solely the money outlay for

sickness, however, and is only one-fourth of the

true industrial loss. We shall have to add:

Loss from deceased’s wage earning capacity $ 2,000,000,000

Loss from permanently interrupted wage
earning capacity through postponable
deaths 6,000,000,000

Grand total, including sickness cost and
earning loss $10,560,000,000

(The total income of the United States is $90,000,000,000.)

These staggering figures bring forcibly before us

the magnitude of the economic problem of injury

and disease.

If the per capita percentage of this sum were a

fixed charge upon the budget of each family in

the United States, it could be managed; but this

is not the way that it works out because only 25

per cent of families have sickness in a given year

and one-eighth of the population is destitute.

The Metropolitan Life Insurance Company has

made a survey of sickness cost for 3,281 middle

class families and 17,129 persons scattered over

most of the states of the union. For a period of six

months from January 1 to June 30, 1929, their

report to the “Cost of Medical Care Committee”

shows that 64 per cent of the total cost of sickness

in this group was borne by one-fifth of the families

studied.

By and large the misfortune of illness is not

budgeted by the average family because nobody

knows when it will come and nobody can know

whether it will be a $50 or a $500 illness when it

does come. It is the $300, the $500 or the $1,000

cost for a given illness that breaks the back of

the average worker.

Sickness does cost money and it is admitted

on all sides that the cost of good medical care in

both health and disease has necessarily and un-

avoidably increased during recent years because of

improved methods of diagnosis and treatment. The

real question that is now before us is, “Can the

public afford to pay this increased cost?”

THE BUYING POWER OF THE PUBLIC

Let US consider for a moment the buying power

of the public as represented by the family earnings
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of the 45,000,000 persons in this country who are

occupied and earning, taken from the data of the

National Bureau of Economic Research.

Incomes over $5,000 per annum 2 per cent

Incomes $3,000 to $5,000 per annum 5 per cent
Incomes $2,000 to $3,000 per annum 14 per cent
Incomes $1,500 to $2,000 per annum 35 per cent
Incomes $1,000 to $1,500 per annum 30 per cent
Incomes less than $1,000 per annum 14 per cent

If these figures are correct, it becomes apparent

at once that the major percentage of the people

have not a very large buying power and it is easy

to conclude that a great many have not sufficient

to get all of the medical care that they really need

in sickness. As a matter of fact, some philanthro-

pists and economists have concluded that the in-

creasing cost of illness has gone to a point where
all groups included in this chart cannot and do not

get proper medical care, and that only the charity

patient and the rich get the full benefits of the

resources of modern medical science.

I am quite certain that the medical profession

can and should emphatically deny this assertion.

There are some swivel chair economists and parlor

philosophers who unqualifiedly blame doctors, hos-

pitals, nurses, dentists and druggists collectively

or as individual groups for the high cost of med-
ical care.

Fortunately the agencies that are constructively

concerned about the problem are entirely sane and

scientific in their approach to the subject and are

trying to study it through. No conclusions have

been reached and the “Cost of Medical Care Com-
mittee” states very definitely that no conclusions

will be formulated until the study is completed.

Statistics are being collected, some valuable studies

have been made, and every group involved is called

upon to cooperate to the fullest extent.

The best thinkers of the medical profession, both

within and outside the “Cost of iSIedical Care

Committee,” are giving attention to the subject

and say that, even though the increasing cost of

medical care cannot be laid at our door specifically,

the medical profession should take a major part in

the discussion, study cost, leaks and efficiency in

our business methods, and contribute a discussion

equilibrium which can be given only by those

who are actually treating the sick. Let us grant that

the buying power of the average family for medical

care is small and turn our attention to the eco-

nomic, educational, sociologic and psychologic in-

fluences that bear down upon this small family

income and influence its buying power for any sort

of commodity (chart 1).
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Chart I—The economic problems and influences that
bear down upon the family of low income.

The cost of medical care is a mere dot on the

economic map of this family. Let us not forget that

the 98 per cent of people who are having a hard time

in meeting the increasing costs for care in sickness

are the same 98 per cent who are crowding our

highways with automobiles, jamming places of

amusement every night of the week, and buying

the luxurious necessities of our present higher

standard of living. The problem is huge and he who

runs can see readily that no single formula will

remedy the economic dilemma in which the low

wage man finds himself.

SOME PROFESSIONAL FACTORS

In the middle ages the care of the sick was

largely a service of charity, rendered by priests,

sisters of charity and religious hospitals, and it

would seem that some of this concept has been

handed down to modern society to create a rather

fundamental economic error in public thinking, to

the effect that service in illness should be rendered

without charge. The present economic study is cer-

tain to bring out strongly the fact that service in

illness is a commodity, that it has a definite pro-

duction cost and that the producer of this service

is entitled to a fair profit, except that hospitals

do not as a rule expect a profit.

HOSPITAL SERVICE

It is very easy for anybody to understand that

hospitals and hotels have a tangible production

cost. Everybody knows that basic living costs have

gone up. Add to this the increased patronage of

hospitals, as is evidenced by the fact of 150 hos-

pitals in the United States a century ago and 7000

hospitals with 860,000 beds in 1928, and we find
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at once a huge factor in the increased cost of

illness. This is not all, however. The extra or special

service charges for operating room, anesthesia, lab-

oratory service, roentgen rays and special nursing

may in certain cases bring the patient’s expendi-

tures for hospital care up to an unexpectedly large

total. It has been estimated that these special

services amount to 30-60 per cent of the average

private patient’s hospital bill.

The average basic production cost in the U. S.

is $5 per day. Many hospitals are operating upon a

much lower cost, and there is an increasing ten-

dency in hospital construction to provide small

wards and semiprivate rooms for the patient of

moderate means. Publication No. 4 of the “Cost of

Medical Care Committee” reports a recent survey

of 467 hospitals with 59,141 beds which shows

26,900 beds in single rooms, 15,437 in semiprivate

rooms and 16,804 in small wards. Only 20 per cent

of the beds in private rooms can be secured for less

than $5 per day, while 72 per cent of those in

semiprivate rooms and 93 per cent of those in

small wards are priced at less than $5. About 32

per cent of small ward beds and 1 1 per cent of

semiprivate room beds were under $3 per day.

The Massachusetts General Hospital has con-

structed a hospital of 300 beds for the patient of

moderate means. The rates are:

Bed in a 9 bed room ? 4.00

Bed in a 4 bed room 4.SO

Bed in a 2 bed room 5.50

Bed in a single room 6-50

Operating room and delivery room, including lab-

oratory fee 15.00

Roentgen-ray fee, minimum S.OO

Laboratory fee 10.00

.Anesthetic fee 5.00

Special nurses, per day or night, including nurse’s

board 7.50

Maximum professional fee 150.00

A folder published by this hospital states that

“the object of this department is to provide the

people of moderate means, who become ill or have

illness in their families, with the best hospital and

professional care at cost and within their financial

reach.”

The University of Chicago has likewise estab-

lished a hospital for patients of moderate means

and their charge is $5 per day for a bed in a sixteen

bed pavillion with extra charges for professional

services, roentgen rays, metabolic tests and electro-

cardiograms. No extra charge is made for general

laboratory work.

Many hospitals are charging all patients who are

in the hospital over three days a flat laboratory fee

of $5. The Vassar Brothers’ Hospital at Pough-

keepsie, N. Y. charges a flat obstetric fee of $65

for semiprivate and $35 for ward patients. The

Delaware Hospital, Wilmington, Delaware, charges

a flat tonsil fee for twenty-four hours service of

$10 for private, $8 for semiprivate patients and

$5 for ward patients.

Hospital charges are admittedly high. They are

high because of production costs and as yet no

very practical suggestion has been made for re-

ducing the cost of this type of service. For the

present the most practical way for the average

patient to keep down his hospital bill will be to

choose accommodations within his means and get

along without special nurses except in times of

real need.
PROFESSIONAL CHARGES

Professional charges constitute from 40 to 50

per cent of the total bill for sickness and this ele-

ment in the cost must be studied. Unfortunately

there are, as yet, no facts available regarding the

cost of producing a doctor, a house visit or an

operation. It must be admitted, however, that the

doctor’s service is a commodity, that there is a

production cost and that somehow the doctor must

be paid enough to enable him to pay his production

cost and give him a decent living.

We do know in a general way that the investment

cost in a professional education has increased enor-

mously. Thirty years ago a doctor was graduated

in two years at a small cost, whereas he must now

spend six years of time and about $10,000. We
also know that the present day high office rent,

expensive equipment, costly office attendants and

heavy transportation expense have greatly increased

the cost of operation. Living costs have gone up

for the doctor’s family likewise. All along the line

costs have advanced but the fees of the “run of the

mine” doctor have not increased correspondingly.

A majority of physicians and surgeons state very

frankly that their charges are not higher than they

were twenty years ago. They do admit, however,

that the patient’s total bill is very much higher be-

cause of the increased cost of diagnosis. It is not at

all unusual for the diagnosis charges, resulting from

a first visit to a physician, to mount up to $50,

yet the physician gets only five or ten dollars out

of this sum total. The remainder goes to the gen-

eral laboratory, roentgen rays and consulting spe-

cialists.

Charity work should be charged against the cost

of production. Time and service are money in the

economic world and two hours of a physician’s

working day spent in treating the destitute must
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be paid for by somebody. The physician must

either work longer hours or charge more for his

services during the remaining hours of his day.

One-eighth of the sick are destitute and it has been

estimated that the physicians of the United States

contribute $456,000,000 each year to charity work,

as estimated upon a minimum charge basis of $2

per call. A survey in St. Paul showed that each

physician was contributing roughly $3,000 per year

and a recent survey in Tacoma indicated about

$1,800 per year for each physician reporting.

The medical profession counts it a priceless

privilege to be able to render service to the des-

titute without pay, yet a study of economics must

raise the question as to whether it is its obligation

to bear the entire load and whether it would not

be better economics for the community to carry the

load by taxation and pay the doctor a cost price

for his services. What other business does free

work as a part of its regular program?

Contract practice has seriously upset the eco-

nomic equilibrium of medical service. Contract

practice per se is not unethical and is at times an

economic necessity. It is economically wrong, when

it becomes an unjust medical monopoly or when the

compensation is below the usual fees paid for the

same kind of service and class of people in the

same community, or when the compensation is so

low as to make it impossible for competent service

to be rendered. It is economically and profession-

ally unsound, when the percentage of profit accru-

ing to the holder of the contract is contingent upon

a minimum of service.

.<\re the doctors charging too much? The fact

that they do not get rich in the practice of medi-

cine would seem to indicate that they are not

enjoying an unusual margin of profit. The average

net income of doctors throughout the United States

is estimated as $3,000 for general practitioners and

$5,000 for specialists. A survey of the 2,000 doc-

tors in Kansas showed the average net earnings per

doctor to be $1,575. A recent survey in Tacoma

in which 75 out of a possible 145 doctors respond-

ed, showed that 60 per cent had a net income of

$5,000 or less; that 10 per cent had an income of

about $3,000; that four had a net income of about

$2,000 and six an income under $1,000 per year.

Specialism, with its higher service charges, has

been strongly attacked as one of the causes of the

increasing cost of medical care. Publication No. 3

of the “Cost of ^Medical Care Committee” reports

15,417 specialists in the United States in 1925 and

19,277 in 1928. This is a considerable increase

over a period of three years. Specialism is un-

doubtedly the tendency of the age and a part of

general advance, yet we can profitably study the

question as to whether or not the allurement of a

better living has resulted in an uneconomic mul-

tiplication of specialties and specialists.

•There is a tendency on the part of some hasty

writers to lay great stress upon the occasional large

surgical fee or the large total sickness cost of

some prolonged illness and create the impression

that this is the rule. On the contrary, doctors

always have adjusted their charges to the income

of the patient and up to the present time have

borne the full brunt of the increasing cost of

sickness as is represented by low fees, uncollected

bills and charity. Unfortunately there are commer-

cial doctors who are advising operations because of

the fee involved and are charging excessively for

their services. These men are a reproach to our

profession and are largely responsible for the un-

favorable criticism that has been directed against us.

Doctors as a whole probably do not charge too

much. Indeed, there is a widespread opinion within

the profession that they are underpaid. Neverthe-

less it must be admitted that the economics of the

profession is sadly unorganized and that much can

be done to improve the financial status of both doc-

tors and patients. A pertinent illustration of the

preceding statement is given by the recent Tacoma

survey which showed that the business overhead of

the seventy-five doctors reporting varied from 13

to 92 per cent. Cooperative laboratories, quantity

buying, standardized equipment, cooperative offices

and fewer roentgen-ray pictures are subjects that

might well be studied.

It is strongly recommended that each county

medical society create a permanent economic com-

mittee, made up of open minded, strong men who

will study thoroughly and report frequently on their

own findings and those of the “Cost of Medical

Care Committee.” Only in this way can we become

broadly informed, organization-minded and effec-

tive in meeting an inevitable economic readjust-

ment.
NURSES

The nursing profession is seriously involved in

the controversy because the trained nurse finds her-

self between the economic millstones of hospital

and professional survival. Fifteen dollars per day

for a day and a night special is a heavy additional

load upon the resources of the patient of moderate

means, yet this service is indispensable in the more



June, 1930 ECONOMICS OF ILLNESS—WHITACRE 275

serious cases. The nurse is not to be blamed, since

each gets only $6.00 of the $7.50 charge, is em-

ployed on an average for only eight months and

receives a net income of only $1,500 per year. She

is underpaid. Undoubtedly there must be a re-

organization of the methods of rendering nursing

service so that more people can afford nursing care,

and all nurses may be continuously occupied and

better paid.
REMEDIES

Thus far we have before us only the assertion

that the low wage family has a low buying power

for service in sickness, and that as a result of this

inability to pay the working man is not getting

all of the medical attention to which he is entitled.

Before discussing the remedies that have been sug-

gested as possible solutions of the problem, it would

seem to me that for fairness two counter assertions

should be made.

In the first place, it should be stated that the

low wage man can afford to pay for medical care

because he does, and secondly it should be asserted

that the medical profession is not ready to accept

the statement that the low wage workers as a class

are now getting inadequate service. Barring the ex-

ceptional case, every sick man, woman or child who

applies for treatment gets the very best care that

doctors know how to give and the allied professions

of medicine, nursing, dentistry and pharmacy are

today giving the American people the best all

around medical service that any nation has ever

had in the history of the world.

All agencies involved in the care of the sick have

wrestled for ages with the problem of treating the

destitute and the low income family, and all ex-

pect to cooperate fully in seeking a solution of the

intensified problem that has been created by mod-

ern economic stress. When the study has been com-

pleted, it may be determined that hospital costs can

be reduced by lowered administrative expense, more

low priced rooms, the use of low priced beds in-

stead of private rooms by patients on low income,

cooperative laboratory service, fewer roentgen-ray

pictures, and earlier discharge to convalescent hos-

pitals. Such reductions will not solve the problem,

however.

Physicians can improve conditions for themselves

and for patient by cooperative offices, cooperative

laboratory service, standardized equipment, reduc-

tion in overhead, improved collections, elimination

of unnecessary roentgen rays, elimination of the

commercial doctor, elimination of uneconomic con-

tract practice and lastly by an education of the

public in the possibilities of modern medicine.

Nursing service can be readjusted on a basis of an

organized graduate nurse staff and hourly nursing,

so that more people can afford expert nursing and

nurses will receive better pay.

Pay clinic group practice has been advocated by
some economists as the best agency for giving good
all around service at a minimum cost and the Cor-

nell Pay Clinic and the University of Chicago Pay
Clinic, both for low wage people, are cited as in-

teresting experiments. Dr. M. L. Harris of Chicago

has insisted that the profession has an inescapable

obligation to see to it that all of the public gets

good medical care and has advocated a community
pay clinic which should be organized by the county

medical society and for the business of distributing

a high class of medical care to all who are in need

of it. The rates of charge should be determined by
the economic status of the individual. Charity pa-

tients should be paid for by the county and those

who are able to pay the regular rates of physicians

should have their own as at present.

The Endicott - Johnson Corporation, employing

16,000 men, has organized a full medical service for

employees and their families, pays the total cost

and finds that it averages $52.60 per employee per

year. It is stated that this adds two cents to the

production cost of each pair of shoes manufactured.

Health insurance is the remedy that has been sug-

gested by a great many writers and it is probable

that insurance companies will ultimately work out

a policy that will be within the reach of the low

wage worker and enable him to “lay by for a rainy

day.”

It will be observed that all of these suggested

remedies are mere nibbles at the great problem and
that none of them are real solutions. It is probable

that no single remedy will solve the problem and

that the status of the low salaried man as well as

that of medicine will have to evolve with the un-

tangling of existing economic uncertainties.

Organized medicine is ready to help intelligently,

yet I am certain that the chief concern of the

science of medicine must continue to be the quality

of its service to humanity and not its cost. I be-

lieve that we can all agree with Dr. Edward O.

Ochsner, when he says, “next to the stability of gov-

ernment, honesty of administration, and general in-

telligence of the people, the welfare of the nation

depends more upon the quality of medical service

which is rendered to the people than upon any

other one thing.”
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ASIATIC AXD EUROPEAX PEDIATRICS

H. H. Skinner, M.D-

YAKIMA. WASH.

In giving my e.xperiences concerning \isits to dif-

ferent pediatricians during a recent trip through

Asia and Europe, I wish first to impress the

thought that I merely made a thread through these

countries and the most that can be given will be

mere impressions and not facts based on extended

experiences.

The first pediatrician I inter\'iewed was Dr. Kur-

yama, Professor of Pediatrics in the Imperial Uni-

versity at Tokyo and also pediatrician to the roN'al

family. My taxi dropped me at a rather rough,

barrack-like building in the crowded section of the

ciU’ which the driver, after various consultations

with different persons, indicated by signs to be the

place I sought. Upon entering the building, I

noticed my way was almost blocked by innumer-

able sandals, Japanese shoes, American shoes, and

what-not foot gears, more or less arranged in twos,

be\-ond which was a platform.

The attendant by signs imited me on the plat-

form and indicated that my shoes should also be

left with the rest and I complied. However, m3'

socks were not proper!}’ built to have the big toe

fit in the rope-like appendage on the straw sandal

furnished me. Consequently, after m\’ guide start-

ed with her rapid slip-slap down the corridor and

I was following to the best of m\’ abiht}’, off went

one of m}’ sandals. I retrieved it quick!}’ and soon

caught up, and after rescuing my sandals a few

times, found the best way to really accompany my
guide was to use the same mincing style of walk.

In his private office I found Dr. Kuryama. He
was dressed in English style with Prince Albert

coat, white vest, dark trousers and gaiters. He is

a little taller than the average Japanese, well built

with easy carriage and unassuming manner. He in-

Hted me to take tea. During the conversation over

our cups I was impressed with his charming sim-

plicity. direct forward manner, and was made to

feel that he knows his subject well and is fully

capable of fulfilling his enN-iable position- During

our conversation that afternoon, for he gave two

or three hours to me, he informed me that rickets

is not seen very much in Japan, except in the

northern part of the large island. Muscular dys-

trophy is fairly common and treated with hista-

min. Beri-beri is to be found among the chil-

dren quite frequently and is treated veiy’ success-

fully by vitamin B. The Japanese have it in a

concentrated form called oryzamin which can be

given h}’podermically in severe cases. A peculiar

form of dysentery is also observed among the chil-

dren, called ekery. Some men feel this to be due

to the oga bacillus, discovered by a Japanese inves-

tigator.

He kindly, personally conducted me through the

maternity and pediatric departments of the Uni-

versity hospital. In the maternity department the

baby was in bed with the mother and in the pedi-

atric the mother was in bed with the baby, which

he explained was due to the custom of the people.

In each department, in the aisle between the beds,

a peculiar stove effect was seen by which the room

was heated. This also ser\ed a double purpose, for

on top there was ample space for the uncles, aunts,

brothers, sisters and all other relatives to make all

the tea everybody and all could need to manufac-

ture for each ordinary and special occasion. From
my observation I felt that no hospital inmate was

lacking in plenty of tea drinking. The wards of the

maternity and pediatric departments were hardly

distinguishable except for the age of the children

and that at the heads of the beds in the former

were little baskets, in which the new born infant

was occasionally placed. The chemical laboratory

in connection with the institution was quite pro-

fuse in the number and amount of reagents but for

the most part there was considerable confusion in

arrangement.

A week or so later I visited Dr. Suzuki, Profes-

sor of Pediatrics in the Imperial University at

Kyoto, where the hospital wards were a little bet-

ter than in Tokyo but the laboratory outlook was

about the same. A missionary hospital Hsited in

Tokyo I found was quite up-to-date and modern

in its ways and methods, the hospital regime also

being patterned after American institutions. I also

visited a maternity home in Kyoto which had a

strange but really delightful intermingling of Japa-

nese ideas and modern American hospital school-

ing, which institution was graduating unusually

well trained midwives. It was really a gem and

would do credit to any city in any country. I wit-

nessed a delivery conducted by midwives instruct-

ing the students, and it was done in a skillful,

painstaking and most commendable way-

As my trip took me hurriedly through Korea,

Manchuria and Siberia, there was no opjx»rtunity

to visit hospitals, but in Moscow after considerable

red tape I finally gained admission to two. The

first hospital was under the control of and con-

ducted entirely by the Soviet government. It had
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been erected on the outskirts of the city, located

in nice surroundings but not very ample. The build-

ing was of good construction, inside very neat,

clean and well kept. I did not observe anything

different from what one would see in any better

than average hospital found in any city. The beds

in the wards were not of the high type, which must

be very hard on the nurses. They do not wear

any particular distinctive dress, nor do the in-

ternes who wore the inevitable boots found every-

where. In the hospital I visited the operating room,

a very large room which was equipped to accom-

modate two operations at the same time. The tables

were not modern but were built of wood, the ad-

vantages of which were pointed out by our guide

but which I felt really covered the fact that the

expense of quite a modern table was obviated by

using this one. On the other hand, over each table

was a most up-to-date shadowless lamp. In this

hospital, as in Japan and was seen later in Poland,

the roentgen equipment was of German make and

only fairly modern. l\Iy general impression of the

hospital was excellent.

Two or three days later I was allowed access to

a maternity hospital which, although located in the

heart of the city and in a rather dingy building,

was impressive as it was quite up to date in its

methods. The interne, who spoke comparatively

good English, informed me, in answer to my ques-

tion, that abortions were done quite freely and

always merely at the wish of the expectant mother.

However, they were not performed unless the girl

consented to go to the hospital. He added that the

ease with which this practice could be used was

beginning to affect the birth rate and he felt in a

short time restrictions would be forthcoming.

With a little difficulty I interviewed the profes-

sor of obstetrics in the University of Moscow.

It was not a particularly satisfactory visit, since

my interpreter was a young married girl of nineteen

years. She found it quite difficult to put my obstetric

terminology into Russian, also to translate his Rus-

sian obstetrics into English. She stated to me aft-

erwards that she learned more obstetrics in those

fifteen or twenty minutes than she had ever ex-

pected to hear. I asked him what he considered

the most important consideration in obstetrics to-

day and he stated it to be the alleviation of pain

in childbirth and the question of metabolism during

I>regnancy. He also stated that he was doing some

research work in the latter.

During the fall of 1928, in my own practice,

I observed from sixty to seventy cases of dysentery

in babies which seemed of unusual type- Nine of

them died. Autopsies were obtained in most in-

stances and cultures were taken from the excre-

tions, as well as from the different organs. After

two months laboratory work Miss C. J. Prior of

the Western Laboratories finally discovered the

offending organism to be a pathologic colon ba-

cillus.

The day after reaching Warsaw I called on Dr.

Michalowiscz. I found him to be a most delightful,

genial, enthusiastic and affable gentleman. My first

question was regarding dysenteries in infants and,

since he had been observing the same peculiarities

in dysenteries that I had as mentioned above, and

had also through extensive culture tests discovered

the organism to be the same, the common incident

made the ensuing visit unusually interesting.

He stated that one of his methods of treatment

was to flush the lower bowel with one to one

thousand silver nitrate solution. He felt that the

upper bowel, when absorbing its content, directed

such material through the liver. The lower bowel,

on the other hand, absorbed directly into the blood

stream and was therefore more toxic. He was writ-

ing a paper on the subject and expected to read

it before a pediatric society in Scandinavia some-

time in the summer or fall. He has under his

direction a babies’ hospital of eighty to ninety beds.

My impression was that it was unusually well light-

ed with window space, nicely kept up and a credit

to his skilled efforts.

I shall mention only one hospital among several

which I visited in Brussels. Dr. Cordier had control

of this babies’ institution of eighty or ninety beds,

supervised by a Catholic sisterhood. He is mostly

interested in instances of pyloric stenosis of any

form. He had a large number of charts covering a

period of years which indicated his management of

such cases. His only treatment was to give breast

milk every two hours night and day. I asked him a

number of questions. Do you ever give atropine?

No. Do you ever use thick cereal? No. Do you ever

use any sedative? No, I never use any drugs. Do
you ever operate for the serious cases? No, I never

use anything but breast milk. Do you ever lose any

cases? Yes, I do, but do you not also? And I had to

admit that he had me there. Some of his charts indi-

cated that sometimes cases had been in the hospital

two or three months before very much had been re-

alized, and yet I had to admit that his results on the

whole vvere w'orth consideration.

One question was, from what source he would be

able to get sufficient breast milk. He had an ar-
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rangement with the maternity department of this

hospital to the effect that when an illegitimate baby

was born, the mother was given to understand she

was allowed free treatment during the lying-in

period and later she should come each day to

the hospital and give what breast milk she could

to the hospital over and above the supply for her

infant. I visited a small room in which there were

six such mothers expressing their milk into sterile

bottles to be used for the orphans and prematures

that required such food.

Again, I can only mention two hospitals ob-

served in Edinburgh. The first one, visited with

Dr. D. T. Finlay, was the one for contagious dis-

eases. The size of the institution can be estimated,

when one learns that during 1928 over eleven hun-

dred cases of scarlet fever alone were admitted-

The doctor in charge gave me one instructive point.

He stated that when a child with diphtheria entered

and diagnosis made, he mentally noted the amount

of antitoxin that would probably be necessary, e.g.,

forty thousand would be given him today, p>erhaps

twenty or even fifty the next and possibly another

forty to sixty within a few hours. His method was

to give his entire estimated dose at the first in-

jection, that is, he w^ould give one hundred thou-

sand or more units the first time, which appeared

to me as being rational. Dr. Finlay also directed

me to a welfare station or hospital for maltreated

children. Information about every inmate the au-

thorities learn through anonymous letters written

either to the police department or welfare station.

He stated that, whenever an anonymous complaint

was received, the proper authorities immediately in-

vestigated and, judging from their records, the re-

sults have been both astonishing and remarkable.

In Glasgow I spent most of my time in an un-

usually fine babies’ hospital of some three hundred

or more beds under the direction of Dr. Leonard

Finlay, he being not at all related to the former

Finlay. With so much supervising work as he had,

I do not see how the man is able to make a living

because all his efforts in this institution are wholly

charitable. IMy first morning the results were six

autopsies of small children, one or two of which

were cases of tuberculous meningitis. He told me
it was his experience that ninety per cent of the

pulmonary cases in children were of the human

type of bacillus, while of the enteric from fifty

to sixty per cent were due to the bovine type.

He also showed me interesting cases of tumor of the

cord, congenital stricture of the esophagus, and a

six months old baby, suffering with a severe attack

of pertussis complicated by a bad prolapse of the

rectum, the latter projecting three to four inches

from the body. He placed it under anesthetic and

injected absolute alcohol on either side of the bowel

about an inch above the internal sphincter.

I had intended to visit Dr. Kerly of New York,

from whom I have received very interesting and

instructive points before, but my boat was a day

late in docking. Consequently I found it necessary

to go directly west-

WIELDERS OF THE SCALPEL AND
ADMINISTERS OF INSULIN AND

CASTOR OIL

Carl J. Trauerman, E.M.

AND

T. J. B. Shanley, M.D.

BUTTE, MONT.

For the moment imagine that you are in the

hospitable city of Butte on July first, where will

be held the eighth annual convention of the Pacific

Northwest Medical Association which promises to

be the largest in the history of the organization.

The date set immediately follows the annual meet-

ing of the Montana State Medical Association

which wdll also be held in Butte. Lay aside your

surgical gowns, caps, masks, rubber gloves, test

tubes and stethoscopes and join the members of

your profession from Utah, Washington, Oregon,

Idaho, Montana, North and South Dakota, IMinne-

sota and California, who already have made reser-

vations to attend the gathering. Meet your old

friends and make new ones.

Butte, the “richest hill on earth,” will welcome

you as you have never been welcomed before. The

Honorable Mayor M. Kerr Beadle will present you

with the key to the city and Chief of Police Jerry

Murphy will throw away the keys of the jail. Butte

and Montana will feel highly honored indeed to

have you in their midst, especially in view of the

galaxy of outstanding medical, surgical and re-

search authorities who will appear on the three

day program.

The above paragraph may sound extravagant,

but you will not think so after perusing the sched-

ule of scientific papers to be read and addresses

given in the sessions which will run from 8:30 a.m.

until noon, from 1:30 p.m. until 5:30 p.m.

SOCIAL FEATURES

However, the meeting is not going to be entirely

a clinical affair. The patient will quickly recover
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and on July first you will enjoy a smoker at the

Xew Finlen Hotel, general headquarters of the

assembly. At this smoker there will be novel forms

of entertainment, such as Butte alone is qualified

to give. Then there will be a huge banquet at the

Silver Bow Club on July second, and golf at the

Butte Country Club anytime you want to play,

[n addition there will be trips to the mines, in-

cluding jaunts more than a mile underground; to

the world’s largest copper smelter at Anaconda;

to Columbia Gardens and other points in the city,

including Meaderville, one of the most “spirited”

lioints in the old west, where you can get a counter

New Hotel Finlen, Headquarters for the Meeting.

irritant for your abdomen. And don’t forget to

bring your wives, as their entertainment will be

fully provided for.

At the banquet on July second. Dr. E. M. Cans

will preside and Dr. Thomas M. Rivers, of the

Rockefeller Institute of Research, New York City,

will be the scientific speaker, his subject being

“Spirit of Research.” But, as Butte’s own A1 Jolson

says, “you ain’t heard nothin’ yet,” for at that same

banquet you will hear the Hon. J. Bruce Kremer,

famed orator, lawyer, statesman. National Demo-
cratic Committeeman from Montana for twenty-

two years and prominently mentioned as a nominee

for vice-president in 1928. The Honorable Bruce,

contrary to his Scotch name, will not be tight with

his words. He will speak on “Medicine from a

Lawyer’s Viewpoint,” and his address will be nei-

ther scientific nor legal. But wait until you hear it.

While in Butte you will be as safe as though you
were in the hands of your family physician or your

spiritual adviser, the following being designated to

take care of your every need: Dr. T. J. B. Shan-

ley, chairman, and Drs. R. C. Monahan and H. A.

Tash, members of the general committee on ar-

rangements; Drs. J. R. E. Sievers and Alfred

A Mine Shaft in Butte.

Karstad, president and secretary of the Silver Bow
County Medical Asssociation, Drs. E. M. Cans of

Harlowton and E. G. Balsam of Billings, respec-

tively president and secretary of Montana State

Medical Association. Beside the aforementioned,

the subsidiary committees, consisting of fifty Butte

doctors, will act as consultants to cure all ailments.

BUTTE

Butte’s mines have given to the world close to

$3,000,000,000 in mineral wealth, being the world’s

largest copper camp with normal production of

300,000,000 pounds of the red metal per annum.

It also produces several hundred million pounds

of zinc per year and has produced up to 12,000,000
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ounces of silver during a twelve month period.

These mines have 2,700 miles of underground tun-

nels. Its new infant manganese industry supplies

the largest tonnage of high grade furnace man-

Visitors Will Be Taken a Mile Underground
While in Butte.

Underground Mining View.

ganese in the world. .\nd talking of infants, the air

in Butte is so pure that it is not necessary to re-

suscitate the newborn with oxygen. They just open

the window and the natural ozone does the work.

The formation of Butte’s ore bodies and the '

working of them are both analogous and opposite

to the work of the surgeon. Incisions are made in

the earth by nature and fractures are filled with

ore, rather than encased in plaster of paris. When
an ore vein is cut underground, the mines do not

bleed to death. The ore is injected into the bowels

of the earth by pressure and not by the Murphy
drip method. Working in the bowels of the earth,

Butte’s miners encounter many obstructions placed

by nature. If any such are encountered during

the forthcoming medical meeting, the mining com-

panies will call on Dr. William B. Holden of

Portland, president of your association, who is an

eminent authority on bowel obstructions.

But getting back to production, Butte’s greatest

has been in the men who have been and are an

integral part of its growth, such as Marcus Daly,

William A. Clark, John D. Ryan, C. F. Kelley,

F. Augustus Heinze, Frederick Laist and Miles
'

Finlen, who attained leadership in mining, metal-
j

lurgy and finance; Mary McLean and Berton

Braley, literary lights; Julian Eltinge and A1 Jol-

son of the footlights; Stanley Ketchell of the prize

ring and “Fat” Jack of the highlights. In your

own profession Butte is more than proud to be

known as the cradle of Dr. John Hand, now one
|

of the most prominent young surgeons at the Mayo i

Clinic, and Dr. James I. Farrell, at present promi-

nent research worker with Dr. Crile of the Crile

Clinic, Cleveland.

The city has excellent schools, including Mon-

tana State School of Mines, which ranks high

among American technical schools, and the church

attendance in the mining metropolis indicates excel-

lent institutions of divine worship. Its cosmopoli-

tan air is yearly accentuated at the banquet of

the Friendly Sons of St. Patrick, where the sons of

Erin are almost outnumbered by other nationalities

and creeds, and where ham and fish are cooked in

the same pot. Although Butte was first to have an

“.•\1 Smith for President” club, its politics does not

flavor its community life, as the highway to the

north is named for A1 Smith and to the southeast it

has the Roosevelt and Harding Drives, all of

which wind round the mountains in graceful, well

graded curves to cross the continental divide.

In Butte you will find first class theaters and

shows, three golf links, laid out with eighteen holes

(plus one), a beautiful Masonic Temple, Knights

of Columbus, Elks and Eagles clubhouses, Y. M.

C. and the Silver Bow Club. The latter is one

of the most famous social clubs in the United
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After the convention you will

want to visit other points in the

state, so we will try to paint a

word picture of what there is to

see and do. To get to Butte you
will come from all points of the

We Will Take care that Coyotes Won’t Get You While You’re in Butte. COmpaSS and yOU will croSS the

third largest state in the Union, it

being 550 miles from east to west,

as the young crow flies, and about

300 miles from North to South, as

the “Old Crow” is transported. Its

climate is superb, its birth rate

high and its death rate low. Its air

is so rare and purifying that a few

years ago, after a pole cat had
robbed a hen roost near Hardin,

the farmer could find no trace of

it, although he took up the trail

only a few minutes after the mar-

auder left. Surgeons in this state

do not need to wear gas masks,

even when they open a belly and
find a colon bacillus infection.

Montana’s scenic beauties are

second to none and when in the state you will re-

alize why the late Charles M. Russell, one of the

foremost painters of western scenery and cowboy

life, chose to live in Montana. His paintings grace

the world’s leading art galleries, but the largest col-

lection graces the “Mint” of the Hon. Sid. Willis of

Great Falls. And while we are talking about cow-

boy life, there is still plenty of it in the Treasure

state, just like the days of old, with the exception

that some of the cowboys ride the front seats of

Fords, but find the riding rougher than the old

method and often have to “pull fabrikoid.”

If you believe in hot applications, go to Yellow-

stone Park, where you wall find geysers aplenty

and wild animals that will keep you constantly in

“hot water.” On the other hand, if you recommend

cold applications, go to the Butte air port and fly

to Glacier Park, where you can get more thrills

erstwhile mayor, state leader of

one of the major political parties,

prominent business man and

known as Montana’s premier be-

fore, during and after dinner

speaker, which you will realize

after you hear him at the smoker

on July first.

MONTANA

Fish in Every Stream and We Will Show You the

States and you will enjoy much of its hospitality

while in the city. Among Butte’s other institutions

are three modern hospitals, which it is hoped you

will visit in a professional sense only.

If you feel as though you would like to “go to the

dogs,” visit the Highland Kennel Club, where

nightly greyhound races are held, and some people

know how to pick them. After the convention is

over, if your scientific judgment extends to horse

racing, jump on the bus for Marcus Daly Park,

where the leading bangtails of the country daily

are running, and sometime the horse you pick

may win.

Butte is cut by a series of gulches, some of

which have to do with the geological formation of

its ore bodies. However, the most famous is Dublin

Gulch, which was the early residence section of

the district and which produced Charles P. Nevin,
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and chills than Commander Byrd ever enjoyed

when he tried to form a monopoly of the world's

ice supply.

Perhaps you may want to enjoy a quiet rest at

one of the many natural hot springs resorts, such

as Gregson, Alhambra, Camas, Boulder, Hunters,

Pipestone, Bozeman or Broadwater. The medicinal

waters at these centers are high in curative power,

no matter what your trouble may be, and the

bathing and boiling out qualities are said to be one

hundred and fifty proof. To sportsmen the wooded

mountains and clear streams offer a virtual para-

dise for hunting and fishing. The water is so pure

and the streams so clear that prostatic troubles are

unknowTi. The fish are so large that disciples of

Izaak Walton do not need a blood transfusion from

truthful men. Now you tell one!

There are many beautiful lakes in the mountains

and lowlands, which offer splendid camping sites,

boating, bathing and fishing and the dazzling moon-

shine through the trees cures more ailments than

anything you ever prescribed for. One of the most

wonderful of the mountain lakes is Seely which

Colonel Lindbergh chose for his first vacation after

his lone flight to Paris.

Over $10,000,000 is invested in dude ranches in

Montana, these resorts offering to dudes, dudines

and dudettes the old western life with modern con-

veniences. So, if you want long horse back trips or

pack trips into the almost unexplored interior, be a

dude for a week or two. After such an outing a

return to city life will make you doubt whether

you have been Rip \'an Winkle or have had the

sleeping sickness.

Many of you are of a romantic turn of mind and

enthuse in historic lore. Visit the spots where

Lewis and Clark crossed the state, or the points

where gold first was discovered and last, but not

least, the home of the Vigilantes at Virginia City.

By the way, the Vigilantes were the first throat
^

specialists in Montana and they never found it

necessary to advise tonsillectomy. I

After visiting the mines of Butte some of you

will no doubt want to visit the copper and zinc

refinery and wire mill of the Anaconda Copper

Mining Company at Great Falls and while in that

city do not miss the famous falls along the Mis-
j

souri River, where are located the main hydroelec-
j

trie plants of the Montana Power Company, which
I

supply most of the power in the state. In the vicini-

ty of Helena may be seen the plant of the American

Smelting and Refining Company, one of the largest

lead smelters in this country and while you are in

that neighborhood take advantage of a motor and
|

boat ride through the far famed “Gates of the
j

Mountains.”

Motor trips should include the Morrison Cave
j

to the east of Butte and a journey over the Rock

Creek road to Phillipsburg and thence over the

rustic Skalkaho road to Hamilton, into the Bitter
j

Root Valley, where are grown some of the finest

apples in the world. The mention of apples prob-
^

ably brings to your mind the old saying, “an apple
j

a day, keeps the doctor away.” Therefore, shortly i

before July first, put at least fourteen apples in

your office, lock your door tight and come to the

convention at Butte. ^lontana will be glad to fur-

nish the apples for your office and the Butte com-

mittee guarantees that you will have a better time

than Adam ever had in the Garden of Eden.

Dues of $15.00 for attendance at this meeting

are now payable to Dr. Frederick Epplen, 639

Stimson Building, Seattle, Wash. Arrangements

have been made for the appointment of various

committeemen in ^Montana who will accept dues

for membership. Hotel reservations can be made

through Dr. Harold Schwartz, 58 West Quartz

Street, Butte, iMont., or through the secretary. For

further information or details, address Dr. Epplen.

Epicondylitis Humeri. Seventy-four cases of epicon-

dylitis humeri, better known as tennis elbow, have been

treated by K. G. Hansson, Xew York, and I. D. Horwich,

Buffalo (journal .4. M. .4., May 17, 1930). Their concep-

tion of the pathologic condition in epicondylitis humeri is

that of a periosteal fracture with a myofascitis of the ex-

tensor muscles which originate from the external epicon-

dyle. Instead of subjecting these patients to different kinds

of mobilizing treatments, they have based their therapeutics

on physiologic rest, obtained by immobilization of the ex-

ternal epicondyle and the muscles originating from this

bony ridge. The forearm and wrist are placed in a posi-

tion that should allow the maximum relaxation of the

muscles involved. They found that the most practical

splint is the cock-up splint for the wrist, such as is used

for a drop wrist. In addition to physiologic rest they used

the following physical therapy for the relief of the myo-

fascitis: In acute cases, treatment was given every other

day with a ten minute application of dry heat, thirty min-

utes of diathermy, 900 milliamperes, with one electrode ap-

plied over the upper half of the extensor muscles and the

other electrode over the whole flexor surface of the fore-

arm. This was followed by ten minutes of medium mas-

sage. The chronic cases were treated with a static wav°

current over the extensor muscles for twelve minutes with

a 2-inch spark gap, followed by static sparks over the

same area for three minutes. With these procedures their

results were quite gratifying.
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PROGRAM OF THE BUTTE MEETING
Last month were published the names of the

men who will deliver papers at the Butte meeting

of the Pacific Northwest Medical Association. The
standing and reputation of these members of the

medical profession are a guarantee of the superior

quality of papers which will be presented. Below

will be found the hourly schedule for the three

days of this meeting. This attractive program can

scarcely be resisted by all up-to-date and progres-

sive physicians of the Northwest. Those who have

attended sessions of this organization in past years

realize that this is the greatest medical meeting

held annually in the Pacific Northwest. They com-

pare favorably with gatherings of similar charac-

ter held in any other section.

Tuesday, July 1, 1930
Ballroom, Finlen Hotel

Wednesday, July 2, 1930
Ballroom, Finlen Hotel

Thursday, July 3, 1930
Ballroom, Finlen Hotel

DR. A. J. CARLSON,
Professor of Physiology,
University of Chicago Medical

School.

8:30-9:15 —“Involuntary Nervous
System and Circulation.”

8:30-9:15—“Involuntary Nervous
System and Digestion.”

8:30-9:15—“Involuntary Nervous
System and Metabolism.”

DR. CHAUNCEY D. LEAKE,
Professor of Pharmacology,
University of California Medi-

cal School.

9:20-10:05 — “Recent Advances
in Anaesthetics and Drugs De-
pressing the Central Nervous
System.”

9:20-10:05 — “Recent Advances
in the Pharmacology of the
Autonomic Nervous System with
Special Reference to Circula-
tion.”

9:20-10:05 — “Recent Advances
in Chemotherapy.”

DR. T. M. RIVERS,
Research Worker in The Rock-

efeller Institute for Medical
Research.

10:30-10:55—“Spontaneous Gen-
eration in Relation to the Na-
ture of Viruses.”

10:10-10:55 •— “The Problems
Concerning Chickenpox, Meas-
les and Poliomyelitis.”

10:10-10:55—“Viruses in Rela-
tion to Tumors. Infectious
Myxomatosis in Rabbits.
(Sanarelli).”

DR. ALLEN K. KRAUSE,
President and Director of The

Desert Sanatorium and In-

stitute of Research.

11:00-11:45—“Some Aspects of

Chronic Pulmonary Infections.”
11:00-11:45—“Physiological Re-

lations in Tuberculosis.”

11:00-11:45—“The Question of
Activity in Tuberculosis.”

DR. HILDING BERGLUND,
Professor of Medicine,
University of Minnesota Medi-

cal School.

11 :50-12 :30—“The Anaemias and
Their Therapeutic Possibilities.”

11:50-12:30 — “The Value of

IGastrie Analy'sis. Discussion
of Epigastric Distress.”

11:50-12:30 —“Therapeutic Pos-
sibilities and Responsibilities
in the Various Types of
Bright’s Disease.”

12:30-1 :30—Luncheon. 12:30-1 :30—Luncheon. 12:30-2:00—Luncheon.

DR. GEORGE B. EUSTERMAN,
Head of Gastro-Enterological

Section, Mayo Clinic.

1:30-2:15—“Unusual Lesions of

the Stomach and Duodenum
with Differential Diagnosis.”

1:30-2:15—“The Significance of
Gastric Anacidity in General
Medicine and Gastro-Enter-
ology.”

2:00-2:45—“Results of a Follow-
up of Cases of Chronic Duo-
denal Ulcer on Ambulant Med-
ical Treatment.”

DR. EDWIN I. BARTLETT,
Associate Professor of Surgery,
University of California Medi-

cal School.

2:20-3:05 — “Surgical Pathology
of Carcinoma of the Breast.”

2:20-3:05 — “The Technic of

Breast Operations.”

2:50-3:35—“Operative Conditions
of the Neck with the Technic
of Neck Dissection.”

DR. HAROLD BRUNN,
Associate Professor of Surgery,
University of California Medi-

cal School.

DR. EMILE HOLMAN.
Professor of Surgery,
Stanford University Medical

School.

3:10-3:55—^“Atelectasis of the
Lung.” I.

3:10-3:55 — “Atelectasis of the
Lung.” II.

3:40-4:25—“Cancer of the
Lung.”

4:00-4:45 — “Pulmonary Suppur-
ations. Important Factors in
Its Development and Its Re-
pair. Clinical and Experimen-
tal Study.”

4:00-4:45 —“Surgical Treatment
0 f Pulmonary Suppurations:
Postoperative Pulmonary Ab-
scess, Chronic Bronchial Fis-

tula, and Pulmonary Tubercu-
losis.”

4:30-5:15—“The Treatment of
Burns from Inception to Com-
plete Epithelialization.”

DR. ANDREW STEWART
LOBINGIER,
Surgeon,
Los Angeles, California.

4:50-5:30—“Necrotic Edema of
the Gallbladder.”

4:50-5:30—“The Pathogenesis of

Pancreatic Disease.”

5:30-8:00—Intermission for
Dinner.

5:30-7:00—Intermission.

8:00—Informal Smoker.
7:00—Banquet, Informal, Silver

Bow Club.
Dr. E. M. Cans, Toastmaster.
Toasts:
lion. J. Bruce Kremer:
“Medicine from the Lawyer’s
Viewpoint.”
Dr. T. M. Rivers:
“The Scientific Spirit.”

OPHTHALMOLOGICAL SECTION
Small Banquet Room, Finlen Hotel

Tuesday, July 1, 1930 Wednesday, July 2, 1930
DR. MEYER WIENER,

Professor of Ophthalmology,
Washington University Medical

School.

10:00 A.M. — “Some Practical
Points in Surgery of the Eye.”

10:00 A.M.—“Care
of the Eye.”

of Injuries

DR. MEYER WIENER.
Professor of Ophthalmology,
Washington University Medical

School.

2:00 P.M.—“Intraocular Opera-
tions.”

2:00 P.M.—“Plastic and Cos-
metic Surgery of the Eye.”
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HOW ABOUT A MEDICAL HOLIDAY?

It is always desirable for those engaged in

similar pursuits and having kindred aims in life

to make each other’s acquaintance and establish

relations of friendship and intimacies. Among no

class of men is this more desirable than those of the

medical profession. Rivalries and ill feelings are

dissipated in proportion to the intimacies and con-

tacts among brother physicians. In the Northwest

the states are so large and the distances between

cities so great that all of us tend to become more or

less provincial. The close relationships and frequent

meetings with one another which characterize the

more populous sections of the eastern states are

wanting among the doctors in the far west. Ac-

cordingly it is a part of wisdom to take advantage

of opportunities of meeting one’s fellow practi-

tioners in the neighboring states of our great North-

western domain.

The immediate opportunity of accomplishing

such a purpose is presented in the series of medical

meetings scheduled for Idaho and Montana. Why
not take the wife and start on a tour from Oregon

or Washington the last of this month, leaving in

time to attend the Idaho State meeting at Coeur

d’Alene, June 27 and 28. Then leisurely drive on

to Butte, where the Medical Association of ^Ion-

tana will hold its annual session on the 30th.

It is reported this association will omit the pro-

gram of papers this year and devote the day to the

annual business of the organization. Therefore, if

the far westerners reach the city on this day,

they will be given an opportunity for meeting new

friends and renewing old acquaintances. This will

be worth while as an opportunity of cementing

friendly associations among representatives from

the various cities of this section. Then on July 1-3

will follow' the program of the Pacific Northwest

Medical Association which will be the ultimate

objective of all in attendance. It seems that a

program of this sort should appeal to a liberal

constituency from the Pacific Coast states.

ANNUAL iSIEETING AT COEUR D’ALENE

The complete program is herewith presented of

the annual meeting of Idaho State Medical Asso-

ciation to be held at Coeur d’Alene, June 27-28.

The sessions will be held at Bozanta Tavern at

Hayden Lake. Special attention has been given to

entertainment features, as noted on the program.

The woman’s au.xiliary will care for the visiting

ladies who are expected to be present in large

numbers.

SciEXTrFic Program

Friday, June 27, 1930

9 a.m. to 1 p.m.

“Experiences with Sodium .Amj'tal as an Intravenous

.\nesthetic.” Dr. J. VV. Baker, Mason Clinic, Seattle.

“Some Health Problems Encountered in the Care of

the Pupils of the Idaho State Industrial School.” Dr. T. A.

Ellison, St. Anthony.

“The Treatment of Cardiac Irregularities.” Dr. Wm. J.

Kerr, Professor of Medicine, University of California, San

Francisco.

“Principles Underlying the Treatment of Osteomyelitis.”

Dr. R. B. Dillehunt, Dean, Oregon University School of

Medicine, Portland.

“Artificial Pneumothorax in the Treatment of Pulmonary

Tuberculosis.” Dr. VV. E. Stalling, U. S. Veterans’ Hospital,

Boise.

Brief pause for station announcements. You may lunch,

golf, swim, boat ride or auto ride but don’t fail to get

back by 6 p.m. for the boat ride to the boy scout camp

and lunch.
Saturday, June 28, 1930

9 a.m. to 1 p.m.

“Recent Additions to Our Knowledge of the Functions

of the Liver.” Dr. Wm. J. Kerr, San Francisco.

“Recent Advances in Infant Feeding.” Dr. E. J. Barnett,

Spokane.

“Postoperative Surgical Care.” Dr. J. W. Baker, Seattle.

“Resume of 100 Maternity Cases in the Pocatello Gen-

eral Hospital.” Dr. D. C. Ray, Pocatello.

“The Management of Malpositions in Obstetric Work.”

Dr. G. Heusinkveld, Professor of Obstetrics, University of

Colorado School of Medicine, Denver.

“Obstetric FUms.” Films loaned by Dr. C. H. Davis,

Milwaukee, Wis.

Brief pause for further station announcements. There

may be some business to attend to, but if you can get out

of it remember what a good time you had yesterday and

meet the ladies at 6 p.m. for the banquet at Bozanta

Tavern, Hayden Lake.

President’s Address. Dr. H. D. Spencer, Idaho Falls.

Words of Encouragement; Just Talk. Dr. Wm. J. Kerr,

San Francisco, and Dr. G. Heusinkveld, Denver.

.\nd many good things we haven’t mentioned.

PROGRAM AND ANNOUNCEMENTS OF THE ANNUAL
MEETING OF THE W'OMAn’s AUXILIARY OF THE

IDAHO STATE MEDICAL ASSOCIATION

Registration will be at the Dessert Hotel Friday

morning, June 27, 1930.

.Annual meeting wil be held at the Dessert 10

a.m. Friday with luncheon following at the Bozanta

Tavern. From these meetings special announce-

ments w'ill be made regarding entertainment.

The organization urges all doctors’ wives to at-

tend and help make this, their third annual meet-

ing, the best ever, and not to forget the swimming

togs and golf equipment.

President, ]Mrs. Alexander Barclay, Coeur d’

Alene; Vice-President, Mrs. D. L. Alexander, Twin

Falls; Secretary-Treasurer, hlrs. O. C. Carson,

Lewiston.
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UNIVERSITY OF WASHINGTON
POSTGRADUATE LECTURES

The fourteenth annual postgraduate course of

medical lectures and clinics, sponsored by the Uni-

versity of Washington, offers a very attractive

course for July 14-18. Dr. Judd of the Mayo Clinic

in surgery. Dr. Addis of Stanford University in

medicine. Dr. Brenneman of Northwestern Uni-

versity in pediatrics are well known in their spe-

cial lines and will present the latest information in

a series of lectures under each of these headings.

Dr. Meyer of the University of California will

cover a group of especially interesting subjects,

dealing with preventable diseases, serology, pathol-

ogy and kindred topics. The published program in-

dicates that each lecturer will appear at the same

hour each day instead of interchanging hours as

has been the custom in the past. The lectures will

be delivered in the new Guggenheim Aeronautics

Hall, whose auditorium is of sufficient size to ac-

commodate all comers, so that the sale of tickets

will be unlimited. Those privileged to attend these

lectures will be assured of satisfaction and profit.

THE HIGH COST OF ILLNESS

Every individual as well as every family has been

affected more or less by the increased cost of sick-

ness which has developed during recent years. It

has become a fertile topic for writers in the daily

press as well as the magazines. Different contribu-

tors have approached the subject from various

angles, each stressing the particular view of the

situation which has appealed to him as presenting

the greatest responsibility for the situation. What-

ever may be the bias of the individual writer, all

seem united in attacking the medical profession as

perhaps the chief factor in the high cost of sickness.

The opinion seems to prevail that all doctors are

oppressors and are thriving on the physical misfor-

tunes of the public. This results largely from the

fact that, in order for a doctor to practice medi-

cine in the present day, he must live in a re-

spectable home, drive an automobile and be pre-

sentably apparelled, whether his income be three

thousand or thirty thousand dollars per annum.

In this issue is presented a paper by Whitacre,*

who has studied this problem from an economic

viewpoint, accompanied by a discussion of the

financial relations of physicians to the practice of

medicine. He offers a study of this aspect of the

situation, based on data obtained from physicians

• Page 271.

of Tacoma, which presents a fair cross section of

medical practice in the average city of one hundred

thousand population. The facts herein assembled

are worthy of careful consideration, not only by

members of the medical profession but the general

public. These data might well be read in connec-

tion with further publications presented by lay

writers in order that all possible angles of the prob-

lem may be considered.

THE JOHN PHILLIPS MEMORIAL PRIZE

The American College of Physicians has an-

nounced the foundation of the John Phillips Me-

morial Prize in honor of Dr. John Phillips, an emi-

nent member of the profession and a Regent of

this college for many years who met death in the

Cleveland Clinic disaster last year. He was always

interested in stimulating medical research and,

therefore, this memorial prize for $1,500 has been

founded which is offered for the best contribution

in internal medicine or affiliated sciences, in ac-

cordance with the following rules:

1. The contribution must be submitted in the form of a

thesis or dissertation based upon published or unpublished

original work.

2. It must be mailed to the Executive Secretary of the

American College of Physicians on or before August

31, 1930.

3. The thesis or dissertation must be in the English

language, in triplicate, in typewritten or printed form, and
the work upon which it is based must have been done in

whole or in part in the United States or Canada.

4. The recipient of the prize would be expected to read

the essay at the next Annual Meeting of the College, after

which he would be officially presented with the prize by
the President.

5. The College reserves the right to make no award of

the prize if a sufficiently meritorious piece of work has

not been received.

6. The announcement of the prize winner will be made
not later than two months before the annual meeting.

Address American College of Physicians, E. R. Loveland,

Executive Secretary, 133-13S S. 36th St., Philadelphia, Pa.

CANCER RESEARCH IN CALIFORNIA

Following the recent newspaper publicity of can-

cer investigation activity in California, wealthy men

of that state have rendered possible the establish-

ment of notable research work which may have

effective results in study of the cancer problem.*

The Coffey-Humber announcement of their experi-

mental work with suprarenal cortex extract has re-

* Editorial, California and Western Medicine, Vol.
XXXII, No. 5, May, 1930.
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suited in its extensive use in clinics in San Fran-

cisco, Los Angeles and other California cities.

It is stated that almost two thousand inoperable

patients are now receiving injections of this extract.

Prior to treatment they express their willingness,

without cost to them, to have autopsies performed

in case of death. It is claimed that the publicity of

this form of administration has developed probably

the largest cancer clinics in the entire w'orld. For

the further promotion of cancer studies, the sum of

$2,000,000 has been set aside by \V. K. Kellogg of

Battle Creek, i\Iich., and Pomona, Calif., for the

establishment of the Kellogg Foundation for cancer

experiments at the White ^Memorial Hospital of

the College of ^ledical Evangelists at Los Angeles.

Another donation has been made by a group of

Californian citizens who have underwritten a sub-

scription of $500,000 to be used in further cancer

research work. All this notable interest in the

cancer problem seems to have been incited among

the citizens of California following the wide-spread

publicity accompanying the announcement of the

Coffey-Humber experiments with cancer. The whole

country will await with interest the outcome of

the studies inspired and conducted by these gen-

erous contributors.

THE GOITER ^MEETING

The program for the annual meeting of The

.American Association for Study of Goiter appeared

in last month’s issue. It will be held in Seattle

July 10-11. A special car on the Canadian Pa-

cific for eastern visitors will arrive Wednesday,

the 9th. After the Thursday session the Seattle

Surgical Club will schedule a barbecue or visit to

Carnation for inspection of the farm and cattle.

Friday evening King County Aledical Society will

have a banquet at Olympic Hotel. After a brief

morning session on the 12th guests wall be driven

to Tacoma for luncheon, follow'ed by a trip to

Alount Rainier. All physicians of the Northwest are

invited to attend this meeting.

DR. GEORGE B. McCULLOCH
When a physician terminates his earthly career

after a long period of activity, during which he

has been a conspicuous figure in professional and

civic life, it is fitting that special attention should

be given his memory. Such a citizen was Dr.

George B. McCulloch, who died in Seattle last

month. For more than forty years he led the life

of an active and distinguished pediatrician in this

city. Being the first physician of the state to adopt

the specialty of pediatrics, he supervised the rear-

ing of two generations of children. In Seattle the

name McCulloch became synonymous with the

guidance and care of childhood. Parents and chil-
|

dren in all ranks of society and spheres of activi- '

ties loved him on account of his careful attentions i

to the little ones and his genial nature under all

conditions. He was a lovable man, a friend to
'

every physician and dear to the hearts of all

people who knew him. Although he began the prac-

tice of pediatrics when as such it was in its infancy,

he did not permit himself to become antiquated,

but by reading and study he kept abreast of the

times in all of the late developments in his special-

ty. He was active in establishing and managing

the Children’s Orthopedic Hospital, which from

small beginnings has become one of the best known
institutions of Seattle, administering to patients

over a very wide territory. When the artist, Howard

Chandler Christy, painted a portrait of Dr. jMc-

Culloch a few years ago, a most real and living

likeness, it was presented to the hospital as a

fitting tribute for the faithful labors which it

commemorates. He will long be remembered as the

children’s friend and physician who was recognized

as such during the period of Seattle’s greatest

growth and development.

MEDICAL NOTES

\*ANCOUVER Clinics. The Summer School Clinics of

Vancouver, (B. C.) Medical Association will be held June

24-27. An extensive and varied program of medical and

surgical topics will be presented by seven distinguished

members of medical school faculties, five from Canada

and two from United States.

OREGON
Child Guardian Clinic Planned, Representatives from

the Portland school board, the court of domestic relations

and the University of Oregon Medical School, together

with other citizens interested in problems of mental hy-

giene of children and juvenile delinquency, met early in

May to perfect an organization to carry on this work in

the state of Oregon. .\s the result the Portland Child

Guardian Clinic has been established under articles of cor-

poration with Dr. Richard B. Dillehunt, dean of the Uni-

versity of Oregon Medical School, as president of the

governing board. The clinic will be housed in the new

out patient building now under construction at the medi-

cal school. Ultimately a modern psychiatric hospital is

planned to deal with the prevention and early recognition

of mental abnormalities.
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Hospital Superitsttendent Honored. Portland physi-

cians and nurses joined forces May 1 in tendering a ban-

quet in honor of Miss Emily Loveridge, who had just

completed forty years of service with the Good Samaritan

hospital. For the past twenty-four years she has acted as

superintendent of the institution. Dr. J. Earl Else acted

as toastmaster. Addresses were made by Drs. S. E. Jo-

seph!, A. J. Giesy, C. H. Manlove and Theodore Adams.

Military Medicine Delegate Proposed. Representative

Korell of Oregon recently recommended to President

Hoover the appointment of Dr. Ralph Fenton of Portland

as delegate to the International Congress of Military Medi-

cine to be held at Budapest, Hungary, in 1931.

Medical Building Planned. Plans were recently an-

nounced for a $700,000, fourteen story medical building

to be erected at the northeast corner of State and Com-
mercial Streets in Salem.

Dr. Charles E. Westerhout, formerly of Westfir, has

joined the Eugene Hospital and Clinic at Eugene. He will

specialize in obstetrics and pediatrics.

Dr. F. E. Ralston of La Grande recently returned from

New York, where he was enrolled in a postgraduate course.

He also attended the annual meeting of the National Eye,

Nose and Throat Society, which was held at Atlantic

City, N. J., in May.

Dr. L. L. Truax of Klamath Falls, accompanied by Mrs.

Truax, sailed last month for Europe.

Dr. O. G. McConnell of Independence is convalescing

from an operation performed in Portland late in April.

WASHINGTON

Washington Tuberculosis Association will held its an-

nual meeting at Winthrop Hotel, Tacoma, June 12-14. A
symposium of “Hospitalization of the American Indian”

will be led by Dr. J. N. Alley of the U. S. Tacoma Hos-

pital, recently opened to care for tuberculous Indian chil-

dren. Prof. John Weinzirl of the University of Washing-

ton will discuss some phases of “Research in Tuberculosis.”

There will be presented papers and discussions dealing with

various aspects of the tuberculous problem. Everyone in-

terested in the study and treatment of tuberculosis is in-

vited to attend this meeting.

Sanatorium to be Enlarged. The board of commission-

ers of Snohomish county are at present considering plans

for enlarging Aldercrest Sanatorium, in order to accommo-

date patients not only from Snohomish, but also from

Whatcom and Skagit counties. Under this plan the last

named counties, which do not possess sanatorium facilities,

will reimburse Snohomish county for patients sent to Aider-

crest. The enlarged institution will provide space for ap-

proximately seventy-five patients.

Marine Ward Needed. The need for a Marine relief

ward for the Port of Longview was recently pointed out

to the members of the Cowlitz County Medical Society by
Dr. L. D. Fricks, director of the United States Public

Health Service in the sixth district. He stated that he had

recommended to the Surgeon General the early establish-

ment of a ward for this purpose at Longview hospital with

a part time medical officer and nurse in charge.

Medical Club Formed. Physicians practicing on the

east side of Lake Washington were guests recently at a

banquet at the new Kirkland hospital in Kirkland. Dr.

George H. Davis acted as host. .An organization of local

physicians was formed, to be known as the Eastside Medi-

cal Association. Dr. Lytel of Bothell was elected president.

Dr. George H. Davis of Kirkland, vice-president, and Dr.

K. K. Sherwood of Redmond, secretary-treasurer. Monthly

meetings are planned.

New Medical Offices Planned. An addition costing

$12,000 is being erected adjacent to the State Bank of

Sequim. Space on the second floor is to be provided for

complete new offices for Dr. H. S. Jessup.

Nurses’ Home Planned. Construction is expected to

begin this month on a new $125,000 nurses’ home at Provi-

dence hospital in Everett.

Healer Arrested Again. “Uncle Tom” Ferguson, aged

“healer” of Auburn, was arrested late in April at Tacoma

for practicing medicine without a license. Two years ago

he was convicted on a similar offence in Judge Gordon’s

court in Seattle.

Dr. Frank Douglas, formerly associated with the Yo-

cum-Curran Clinic in Tacoma, has returned to the North-

west after a year at the Los Angeles Children’s Hospital,

and will engage in practice of pediatrics in Seattle.

Dr. Arthur Betts of Spokane has renewed his associa-

tion with Dr. C. B. Ward after a year’s absence, due to ill

health.

Dr. j. Reid Morrison was elected president of the

Whatcom County Tuberculosis League at its annual meet-

ing held in Bellingham.

Dr. F. j. a. Ditter of Toppenish has purchased the

Wimberly hospital at that place.

Dr. j. W. Stevenson of Moscow, for the past ten years

health officer of Latah County, has disposed of his prac-

tice in Moscow and has moved to Hoquiam, Wash.

Dr. a. C. Osterholm, medical missionary in the Bel-

gian Congo, was a visitor in Olympia early last month.

Cowlitz County Medical Society met at the Hotel

Monticello in Longview May 13. Dr. L. D. Fricks, direc-

tor of the U. S. Public Health Service of the sixth district,

and Dr. A. E. Sutht, state health officer, were guests of

the society and spoke on the desirability of forming a full

time county health unit for Cowlitz county.

Whatcom County Medical Society met at Bellingham

May 5. The principal address of the evening was given by

Dr. F. J. Van Kirk, who has recently returned from an ex-

tended tour of Europe, Turkey and Egypt. He related his

personal observations on medical and social conditions in

these countries.

Spokane City and County Medical Society met in

Spokane May 8. An address on “Personal Observations in

Epidemic Cerebrospinal Meningitis” was delivered by Dr.

Alfred E. Lange of Walla Walla.

Weddings Dr. Norman W. Murphy and Miss Andrina

Rae, both of Seattle, were married in Tacoma April 13.

Dr. Edward P. Condon and Miss Genevieve Peyton, both

of Spokane, were married at St. Aloysius church in that

city April 22.
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OBITUARIES

Dr. George Beale McCulloch, after a prolonged ill-

ness, died at Firland Sanitarium, Seattle, Wash., May IS,

aged 71 years. He was born at Honey Grove, Pa., in 1859.

He graduated from the State Normal School of Pennsyl-

vania in 1881. His medical education was obtained at

Bellevue Hospital Medical College, New York, where he

graduated in 1885. He practiced at Ariel and Erwin, Pa.,

until 1888, when he located in Seattle. He was in general

practice till 1901, when he began the specialty of pediatrics

which he continued till his death. He was the first physi-

cian in this part of the country to adopt this speciality.

Accordingly he was intimately associated with all the older

families of the city. His services were given without re-

serve wherever sick children needed them. Hence affec-

tion toward him prevailed among all classes of people. His

death leaves a notable vacancy in the life of his city.

Dr. Charles S. Teel, a pioneer physician of Bellingham,

Wash., died at his home May 6, aged 69 years. He was born

in Canada in 1861, but moved to Minnesota at an early

age. In 1901 he graduated from the Kentucky School of

Medicine, Louisville, Ky. After practicing for a short time

in Tacoma and Fairhaven, he moved to Bellingham, where

he remained in active practice until forced by ill health to

retire. He is survived by a son Dr. Charles Teel, Jr.,

of Bellingham.

Dr. Woods Hutchinson, noted author and physician,

who died in Brookline, Mass., April 26, was well known in

Oregon medical circles in his early professional years. From
1896 to 1905 he was state health officer of Oregon. He
was born in Yorkshire, England, in 1862, and graduated

from the University of Michigan Medical School in 1884.

Dr. Hiram M. Johnson, Toppenish, Wash., died at

St. Elizabeth’s hospital in Yakima April 28, following a

brief illness, aged 57 years. He was born in Indiana in

1873, and graduated from the Medical College of Indiana,

Indianapolis, in 1903. He had practiced in Toppenish for

the past twenty-five years and was mayor of that city

several years ago.

Dr. Benjamin Walter Provost, Wenatchee, Wash., died

at his home .April 25, following a short illness, aged 42

years. He was born at Peru, N. Y., in 1888, and graduated

from Loyola University School of Medicine, Chicago, 111.,

in 1916. He spent two years in study in Paris and was also

in active service in the medical corps of the army during

the World War. .After practicing for several years at Mil-

waukee, Wis., he moved to Wenatchee in 1928.

Dr. G. Burwell Wilson, pioneer physician of Pull-

man, Wash., died suddenly at his home in San Francisco,

Calif., April 9, aged 69 years. He was born in 1861, and

graduated from Cooper Medical College, San Francisco,

Calif., in 1892. After practicing a short time in Johnson,

Wash., he moved in 1893 to Pullman, where he remained

in active practice until 1905. He then returned to Cali-

fornia, and engaged in social practice in San Francisco.

Dr. Robert O. Loggan, Philomath, Ore., died at his

home April 22, aged 76 years. He was born in 1854, and

graduated from the University of Oregon Medical School,

Portland, in 1886. He had practiced in Philomath for the

past forty years.

PORTLAND CHILD GUIDANCE CLINIC

At a meeting of the Portland Child Guidance Clinic

.Association in May, 1930, articles of incorporation of the

association were completed and the Governing Board was

elected, charged with establishment and maintenance of a

Child Guidance Clinic. The association was formed several

months ago by a group of citizens, among whom are

Dr. Norman F. Coleman, Mrs. G. M. Glines, Mr. Horace

Mecklem, Mr. A. M. Eppstein, Miss Emma DuBruille,

Miss Elnora Thomson, and Mr. John O’Hara. The Govern-

ing Board consists of seven members, representing the

Portland School Board, the Court of Domestic Relations,

the University of Oregon Medical School and the public.

Officers of the Governing Board were elected as follows:

Dr. R. B. Dillehunt, President; Dr. Laurence Selling, Vice-

President; Mrs. Lloyd Frank, Treasurer; Judge Clarence

H. Gilbert, Alfred A. Aya, and John A. Laing, members.

Miss Theodora Schwankovsky was elected Secretary.

The association is formed for the purpose of establish-

ing facilities in Portland for the study and relief of con-

ditions arising from mental abnormalities in children. Nu-

merous problems of juvenile delinquency, retardation in

school, abnormal behavior, waywardness and inadapta-

bility are associated with and the result of psychologic and

psychic or mental disorders, and modern psychiatry or

mental treatment is capable of affording relief in many
instances through medical, psychic and social ministration.

As the first measure in this direction the Governing

Board proposes to establish a Child Guidance Clinic.

Similar clinics have long been conducted in many cities

and particularly in centers of medical education, with great

benefit to the community.

The clinic comprises a personnel, consisting of a psy-

chiatrist, a psychologist, social service workers and clinical

aid. Inasmuch as the chief fields in which mental abnormal-

ities become apparent and require study are the public

schools and the juvenile court, the clinic will be conducted

in close cooperation with the two, affording authoritative

study and counsel to the schools and the court in the

attempt at providing special facilities for those who are

backward in school and assuring justice and suitable treat-

ment for those under supervision of the court. The rela-

tionship between physical and mental defect requires care-

ful physical as well as mental study, so that cooperation

is established with the medical school to afford general

physical examination and treatment to those whose physical

disease may contribute to mental delinquency.

It is proposed by the Governing Board to establish the

clinic as soon as practicable in the new clinic building of

the University of Oregon Medical School, where special

rooms are provided in the new structure, assuring proximity

and accessibility of other clinics in general diseases of

children, the eye, ear, nose and throat, and laboratory

service in all departments. The services of the clinic will

include, in addition to general physical examination and

prescription when needed, intimate studies of the mental

basis for behavior problems with a view to segregation

of those capable of cure, those capable of improvement or

requiring supervision of a certain form and those incapable

of any remedy and requiring permanent custody. Through

such service it should be possible to restore to usefulness

a certain number laboring under remediable maladjust-
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ments, relieve others and anticipate in others serious affec-

tions which lead to juvenile criniinality and thus prevent

it. Such service implies not only examination and treatment

of the child but counsel in adjustment of social and

environmental conditions in the home through instruction

and advice to parents and guardians.

The facilities of the clinic also afford opportunity for

the development of the department of psychiatry in the

medical school and will enable more advanced teaching

in this important subject to the future doctors of the

community, social workers, nurses and others. A logical

outgrowth of the clinic should be the establishment of a

modern psychiatric hospital at Portland, in which not only

children but adults may secure early and effective diagnosis

and medication of mental abnormalities which do not

justify commitment to an asylum and which under suitable

conditions may be cured.

The expenses of the clinic will be met partly from appro-

priations from the School Board, the Court of Domestic

Relations, the medical school and other organizations, and

partly from subscriptions to membership in the association,

endowments, private gifts and benefactions.

REPORTS OF SOCIETY MEETINGS
OREGON

SOUTHERN OREGON MEDICAL SOCIETY
Pres., J. C. Moser; Secty., E. A. Woods

Southern Oregon Medical Society held its annual meet-

ing in Medford May 14. Among those who delivered

scientific papers were Drs. Otis Akin, Frederick Strieker,

Albert Mathieu, R. B. Dillehunt and R. C. Coffey, of

Portland; Dr. Sterling Bunnell of San Francisco, Calif.;

Drs. G. E. Houch and A. C. Seeley of Roseburg; Drs.

J. C. Moser and J. D. Hand of Grants Pass and Dr.

Homer Wheelon of Seattle, Wash.

Officers for the ensuing year were elected as follows;

President, Dr. D. M. Brower, Ashland; vice-president. Dr.

S. C. Adams, Klamath Falls; secretary-treasurer. Dr. E. A.

Woods, Ashland. Dr. R. W. Clancy of Medford was elect-

ed to the board of governors, while Dr. J. C. Hayes was
chosen to represent the society at the state medical con-

vention. —
WASHINGTON

KING COUNTY MEDICAL SOCIETY
Pres., D. H. Houston; Secty., A. J. Bowles

A general meeting of King County Medical Society was

held in the auditorium of the Medical-Dental Building,

Seattle, May S, with President D. H. Houston in the

chair. About 17S members were present. Minutes of April

7 were read and approved.

Dr. Alfred Balle reported a case of syphilis of the liver

which was discussed by Dr. von Phul.

Dr. F. S. Bourns discussed “Some of the Ordinary

Uses of Radium.” On account of the similarity of roentgen

rays and radium, either or both can be used on living

tissues. The simplest action of the rays is on capillary

hlood vessels, as in angioma or nevus. Hemorrhagic effu-

sions of the pleural or abdominal cavities are checked

through its action, likewise hemorrhage from carcinoma.

Uterine fibroids and toxic goiter yield to irradiation with

no mortality rate. Skin neoplasms of all kinds can be suc-

cesssfully treated with radium. In discussion Dr. J. T.

Dawson emphasized especially the successful application of

radium in the treatment of cervical cancer. Results of sur-

gery for cancer of the bladder have not been satisfactory,

but combined with radium beneficial results are obtained.

Dr. L. L. Stephens stated that surgery of cancer of the

breast in the Memorial Hospital of New York showed 2S

per cent cures, which was increased to 45 per cent with

radium.

Dr. H. E. Allen demonstrated the application of the

Gibney dressing for sprained ankle. This permits flexion

and extension without lateral motion. Walking is encour-

aged, which helps to massage the edema about the joint.

Applications for membership were received from W. R.

Firey, R. E. Seth and Elizabeth Gunn. C. A. Fitzgerald

and N. W. Murphy were elected to membership.

Dr. Houston announced that the committee appointed to

investigate contract practice had failed to function and was

discharged. Dr. H. J. Davidson gave a report relative to

progress in this investigation. Dr. George C. Miller pro-

posed that a commimttee of three be elected from nomina-

tions from the floor. This motion having failed to carry.

Dr. Davidson was appointed chairman of a new commit-

tee, the other members of which were to be selected

by him.

KLICKITAT-SKAMANIA COUNTIES MEDICAL
SOCIETY

Pres., Allen Bonebrake; Secty., J. R. Barber

The annual meeting of Klickitat-Skamania Counties

Medical Society was held at Goldendale May IS. The

afternoon session was held under the auspices of the

Woman’s Club, to which the public was invited. After

the usual business of the club, the meeting was turned

over to the medical society.

Dr. Frank R. Menne, of University of Oregon Medical

Department, delivered an address on “Cancer, Its Nature

and Origin.” The general nature of cell-division was ex-

plained, and the errors of development which produce de-

fectives, monstrosities and tumors were indicated. The ex-

tremely complex nature of the cancer problem was dis-

cussed. The public should be made to understand the

greatly varied nature of malignant growths and the conse-

quent difficulty met by research students who address

themselves to the labor of solving its problems. Dr. R. L.

Benson followed with suitable remarks, and there was a

general discussion, led by various questioners from the

audience. The ladies of the club entertained their guests at

tea after the meeting.

The regular spring dinner of the society was given at

the home of Mrs. E. C. Trost, former president of the

Woman’s Club. Among the guests were the two speakers

of the afternoon and evening, and representatives of the

medical profession from The Dalles, Hood River and Car-

son. Dr. R. L. Benson, of Portland, read a paper on

“Asthma, a Hopeful Disease.” Most attention was given

to that form of asthma due to sensitization from bacteria.

He makes it a routine to take cultures from the nose,

throat, sputum and stools. In many cases pure cultures may

be obtained of organisms, to which the patient can be
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shown to be highly sensitized. By the administration of

suitable desensitizing doses, which must be much smaller

than the usual immunizing doses given for other purposes,

it is often possible to give immediate relief, and even to

accomplish a cure, if it be proper to use such an optimis-

tic term. The paper was discussed by members and their

guests. Dr. Menne made interesting observations on the

cancer problem of a more technical nature, dealing with

some recent activities directed toward the cure of this

disease.

A short business meeting of the society followed. The

retiring officers were reelected for the following year as

follows: President, Dr. Allen Bonebrake of Goldendale;

Vice-President, Dr. S. H. Hodgson of Stevenson; Secretary-

Treasurer, Dr. John R. Barber of White Salmon; censors

all to hold office for one more year.

PIERCE COUNTY MEDICAL SOCIETY

Pres., C. F. Engels; Secty., W. B. Penney

The regular meeting of Pierce County Medical Society

was held at the Tacoma Hotel, Tacoma, May 13. An

informal diner was tendered Dr. G. Shearman Peterkin of

Seattle by several members of the society preceding the

meeting.

The following members of the staff at United States

Veterans’ Hospital No. 94, American Lake, were accepted

as members of the Pierce County Medical Society in ac-

cordance with our by-laws: Drs. Harry Rubin, Frederick

P. Sims, G. O. Ireland, C. E. Whitney and Jesse M.

Worthen. Dr. George J. Vandenberg was unanimously

elected a member of the society.

The secretary read a letter from the Washington State

Medical .Association regarding an anonymous letter being

sent to members of the medical profession in the state,

purporting to come from a group of physicians who are

organizing for the purpose of doing away with the Public

Health League. Motion was made and carried that a letter

be given to the Public Health League, expressing the com-

mendation and confidence of the Pierce County Medical

Society.

The following officers were elected for the ensuing year:

President, Dr. D. M. Dayton.

Vice-President, Dr. E. C. Yoder.

Secretary-Treasurer, Dr. W. B. Penney.

Trustees, Dr. H. G. Willard, Dr. S. M. MacLean and

Dr. H. S. Argue.

Holdovers, Dr. E. F. Dodds and Dr. D. M. Dayton.

Delegates to State Meeting, Dr. H. G. Willard and Dr.

W. B. Penney.

Holdover, Dr. W. D. Read.

The first paper of the evening was given by Dr. Christen

Quevli, Jr., on “The Value of Fluoroscopy in Diseases of

the Heart and Blood Vessels.” It covered the fundamental

principles of the interpretation of fluoroscopic findings, and

was profusely illustrated by lantern slides. Discussed by

Drs. J. F. Steele and E. D. McCarty.

The second paper was “A Study in Contraceptives as

Viewed from a Study of European Conditions,” by Dr. G.

Shearman Peterkin of Seattle. This was a sane, scientific

study of the whole subject of contraception, and was pre-

sented in a very pleasing manner. Discussion by Drs. C. W.

Whitaker, C. F. Engels and T. B. Murphy.

WALLA WALLA VALLEY MEDICAL SOCIETY
Pres., J. T. Rooks; Secty., C. J. Johanneson I

Walla Walla Valley Medical Society held its regular

monthly meeting May 8 at the Marcus Whitman Hotel,

Walla Walla. Over forty doctors were present, including i

Drs. Lewis, McCune, Conklin, Skinner and Connue of (

Yakima, W. B. Penny of Tacoma and J. P. Brennan of 1

Pendleton, Ore.

Dr. W. B. Penny delivered an address on “Diabetes.”

He stressed the importance of considering the patient’s ‘

habits, likes and dislikes for foods in prescribing a diet. I

This must contain a satisfactory amount of sugar producing
|

foods. The patient must be educated as to proper balance I

:

and intake of food.

Dr. P. J. Lewis discussed “Diabetic Coma.” This usually

results from failure to follow prescribed diets, overeating

or omission of insulin. This is an emergency condition and I

its result depends largely on complications such as gan- |

grene, infections, etc.
j

Dr. E. L. Whitney considered “Differential Diagnosis of

Diabetes.” He warned against the use of alkalies except

those found in certain foods. Many errors in diagnosis are

due to defective reagents used in chemical tests.

YAKIMA COUNTY MEDICAL SOCIETY
Pres., P. J. Lewis; Secty., R. L. Ross

Yakima County Medical Society held a monthly meet-

ing at Yakima May 14. The special feature of the meet-

ing was the attendance of six physicians from Walla

Walla Valley Medical Society and a group from Spokane

County Medical Society. Six members from Walla Walla

went by airplane to Yakima as guests of the Standard

Oil Company of California in a trimotored plane which

arrived the evening before from San Francisco. The

Walla Walla passengers were Drs. I. T. Rooks, C. J.

Johannesson, Elmer Hill, R. W. Smith, G. C. Daniel and

Harry Flower of Milton, Ore. Several doctors from Spo-

kane and other cities arrived by the old style “horseless

carriage,” as the flying doctors termed them. The journey

from Walla Walla to Yakima consumed seventy-four min-

utes, eighty minutes being required on the return trip.

The scientific meeting was preceded by a dinner at the

Commercial Hotel. The program consisted of papers by

Drs. C. B. Ward, president of the Spokane County So-

ciety, and C. W. Countryman, a member of the same.

IDAHO
POCATELLO MEDICAL SOCIETY

Pres., D. C. Ray; Secty., W. F. Howard

Pocatello Medical Society held a meeting May 8 at

Pocatello.

The following program was presented:

“Tularemia in Idaho.” Dr. D. L. Alexander, Twin Falls.

“Head Injuries.” Dr. John F. Coughlin, Twin Falls.

SOUTH SIDE MEDICAL SOCIETY
Pres., W. F. Passer; Secty., H. N. Leete

South Side Medical Society held a meeting at Buhl

April 30.

The program of the meeting presented the following

papers:

“Tuberculosis in Children with X-Ray Films and Lan-
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tern Slides and Tissue Demonstration.” Dr. Harold Nokes,

Boise.

“The Early Diagnosis of Pulmonary Tuberculosis.” Dr.

W. W. Stalling, Boise.

“Tick Fever.” Dr. C. F. Zeller, Jerome.

A joint meeting of South Side and Pocatello Societies

was held at Rupert, May 27.

The program consisted of a Symposium on Fractures

of the Skull, the following papers being read.

“Anatomy and Incidence.” Dr. W. L. .Alexander, Twin

Falls.

“Diagnosis.” Dr. C. R. Scott, Twin Falls.

“Eye and Ear Symptoms.” Dr. Charles Wetherbee, Twin

Falls.

“Treatment.” Dr. J. F. Coughlin, Twin Falls.

BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

Trauma, Disease, Compensation. A Handbook of Their

Medico-Legal Relations. By A. J. Fraser, M.D., Chief

Medical Officer, Workmen’s Compensation Board, Win-
nipeg. S24 pp. $6.50. F. A. Davis Co., Philadelphia.

1930.

This book consists chiefly of a compilation of opinions

of various authors concerning the causative relation of

trauma to disease. In this respect it is a distinct contrast

to publications descriptive of symptoms, clinical or patho-

logic findings which are direct result of trauma. The first

chapter deals briefly with an outline of workmen’s com-

pensation laws in general, and in some instances their op-

erations are illustrated by citing court decisions. There is an

inescapable impression that often these decisions, based

only upon the admissable evidence presented and an in-

terpretation of the law, were contrary to commonly ac-

cepted opinions arrived at by the scientific medical evalua-

tion of symptoms, supported by clinical and laboratory

evidence and a knowledge of the basic sciences.

In the following chapters practically all classified diseases

of each system of the body are referred to, and it is a

rare exception to find a simple disease in which trauma is

not ascribed by some author as a direct or contributing

cause in the development or causation of its symptoms.

Occasionally contrary opinions are also cited. The fol-

lowing diseases are illustrative: chorea, auricular fibrillation,

leukemia, pernicious anemia, cysts of the stomach, dia-

betes, psoriasis, etc. The author expresses no personal opin-

ions, but one is impressed from the text that every known
disease may be directly or indirectly influenced by trauma.

The meaning of trauma or injury is not defined and, as

used in some quotations, is susceptible of broad interpre-

tations It appears that trauma is a word with a very

broad meaning which would be more descriptive if used

with some qualifying adjective. It seems to be a funda-

mental human characteristic to seek compensation for

physical misfortune, and often the only contacting evi-

dence is the chronological development of symptoms. The
chapter on the rating of permanent disability is instructive

and helpful, although necessarily modified by the work-

men’s compensation laws of the various states. Except for

the fact that the opinion of a writer upon a medical sub-

ject gives no stamp of authority, this book should serve

a useful purpose to those interested in litigation arising

out of personal injuries. Dudley.

Partnerships, Combinations and Antagonisms in Dis-
ease. By Edward C. B. Ibotson, M.D. (Lond.), B.S.,

Fellow Royal Society of Medicine, London. 348 pp.
$3.50. F. A. Davis Co., Philadelphia, 1929.

The author states that old inexact conception as to dia-

thesis, infection, immunity, etc. have been revolutionized

by researches in physics, biochemistry and bacteriology. An
attack of a disease may either make a patient more sus-

ceptible to another disease or raise his resistance to it.

Every practitioner has seen illustrations of this fact.

Whether or not disease is hereditary has long been subject

to discussion. All are agreed, however, as to the tendency

or diathesis toward disease. The diatheses are mostly de-

fects or abnormalities in animal chemistry, being prac-

tically all hereditary or familial. It is known that different

pathogenic germs are capable of growing together in the

same culture medium. For instance, it is rare to find the

influenza germ unaccompanied by others. So one often

observes one disease associated with or followed by another,

as tuberculosis as a sequel to influenza. The antagonism

between malaria and tertiary syphilis is well known. It

was observed that African natives on the Congo were uni-

versally afflicted with syphilis but rarely, if ever, presented

paresis, while all at the same time were victims of malaria.

This fact lead to the treatment of tabes and paresis by the

inoculation with malaria germs. It is believed that the

fever thus caused forms a protein which banishes the spi-

rochete from the highly complex phosphuretted proto-

plasms of the nerve centers. The interrelations of heart,

lungs, skin and kidneys are discussed and the sequence of

diseases of each of these organs. The interrelations of the

endocrine diseases is a matter of common observation. One

interested in the subject of combinations and antagonisms

in disease will find much of interest in this volume.

Uterine Tumors. By Charles C. Norris, M. D., Profes-

sor of Gynecology and Obstetrics and Director of the

Department, University of Pennsylvania, etc. 251 pp.

$3.00. Harper and Brothers, New York and London,

1930.

The author states that at the hospital of the University

of Pennsylvania during twenty years, twenty per cent of

gynecologic specimens have been of uterine tumors. Carci-

noma of the cervix is the most frequent new growth oc-

curring below the waist line. Prophylaxis and early diag-

nosis are particularly stressed in this monograph, operative

technic being largely omitted. Chapters are devoted to

polyps, malignant tumors of the cervix, carcinoma of the

fundus, myoma uteri, sarcoma and other tumors of the

fundus and tumors of the chorion. This handy volume

offers useful information on these subjects.

Clinical Obstetrics. By Paul T. Harper, Ph.B., M.D.,

Sc. D., F.A.C.S. Fellow of the American Association of

Obstetricians, Gynecologists, and Abdominal Surgeons,

etc. Illustrated. 629 pp. $8.00. F. A. Davis Company,
Philadelphia, 1930.

This is not intended as a standard textbook but rather a

source of intimate information, dealing particularly with

abnormal problems and situations which later demand in-

stant and perfect familiarity with correct principles of

handling rather than complete technic in the hands of an

individual operator. The illustrations are entirely schematic

and are not only plentiful but also a very helpful aid in

demonstrating the mechanics of each individual problem.

Bandl’s ring is well discussed in a fairly short but intensely
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interesting chapter. The author differs boldly from ac-

cepted statistics, regarding primary occiput posterior posi-

tions. The truth of his figures will be accepted by a large

number of obstetricians. The latest information is given

regarding the treatment of the toxemias of pregnancy both

early and late.

The chapters dealing with forceps delivery, breech pre-

sentation with management, version, cesarean section, pla-

centa previa and puerperal sepsis are well worth reading,

although no radical departure from well accepted prin-

ciples are offered. The book contains valuable facts, origi-

nating in the experience of the author and presented in

language that makes reading both easy and interesting.

W. M. 0’She.a.

The Treatment of Skin Diseases. By Noxoy Toomey,
M.D., F.-^.C.P., Late Instructor in Dermatology
St. Louis University, etc. 512 pp. $7.50. The Lister

Medical Press, St. Louis, 1930.

This book is an excellent supplement to the author’s

previous volumes, and is limited entirely to cutaneous

therapeutics which are largely the result of personal ex-

periences, obtained with a large number and variety of

cases over a period of fifteen years. The subject is dealt

with in a highly interesting manner and considers treat-

ment both from the standpoint of general as well as der-

matologic point of view. It is of equal value to the gen-

eral physician as well as the dermatologist, and should en-

able any physician to handle successful!}' the large major-

ity of skin diseases which he most commonly sees in prac-

tice. For the darmatologist it presents a short, concise,

personal viewpoint, as an adjunct to his own ideas of

therapy. Parker.

Cancer of the Breast. By William Crawford White,
M.D., F.-U.C.S., Junior Surgeon at the Roosevelt Hos-
pital, New York, etc. 221 pp. $3.00. Harper and Broth-
ers, New York and London, 1930.

This monograph offers the essential facts concerning can-

cer of the breast. Anatomy, physiology and pathology are

briefly considered. Differential diagnosis must be made

from hematoma, acute fat necrosis, cystic mastitis, adeno-

fibroma, sarcoma, tuberculous abscess, gumma and lipoma.

The author commends radium for the inoperable cases

which may reduce the size of the growth and promote the

comfort of the patient. He is not enthusiastic, however,

as to the future of radium therapy in breast cancer. He
describes the most useful, orthodox procedures, briefly

presenting the essential features. He has had no experience

with the electrosurgical knife, but offers some theoretical

criticism not in accordance with the views of surgeons ex-

perienced with this form of operating. This is a conven-

ient volume, offering the essential features of the condition

under discussion.

Obstetrics for Nurses. By Joseph B. DeLee, M.D., Pro-

fessor of Obstetrics and Gynecology, University of Chi-

cago, School of Medicine; Obstetrician to the Chicago
Lying-in Hospital and Dispensary. New (9th) Edition,

Revised. 12mo of 645 pages, with 269 illustrations. Phil-

adelphia and London: W. B. Saunders Company, 1930.

Cloth, $3 net.

The importance of this work in the field of obstetrics

is attested by the appearance of nine revised editions in the

past twenty-six years with numerous additional reprints,

the last revision having appeared three years ago. Obsolete

material and illustrations have been omitted in this volume

and many new pictures have been added. The profusion of

illustrations, plain and colored, add much to clarify and

emphasize the text. Stress is placed on the care of confine-
j

,

ment at home, where it is estimated 75 per cent of 1

babies are still delivered in spite of the popularity of

hospital service. The principles involved in hospital care, '

however, are emphasized for home treatment. The chapter

on infant feeding has been rewritten by .\bt and Fein-

gold, which assures this chapter being thoroughly up to

date. The chapter on obstetric complications details minor I

and grave disturbances of pregnancy, a careful perusal of

which should aid the nurse in the early detection of pos-

sible serious pathology. The chapters on hygiene of preg-

nancy and care during the puerperium contain invaluable

instructions, the reading of which will benefit any obstetric

nurse. Chapters on delivery, obstetric operations and com-

plications will be profitable reading for the obstetrician,

presenting concisely the important features of this branch

of obstetrics. This is a standard work in this line of nurs-

ing and practice.

Gynecology for Nurses. By George Gellhorn, M.D., .

F..'\.C.S., Professor of Gynecology and Obstetrics and
Director of the Department, St. Louis University, School

of Medicine, St. Louis, Mo. 12 mo. of 275 pp with 145 ’

illustrations. W. B. Saunders Company, Philadelphia and
London, 1930. Cloth, $2.00 net.

The successful nurse needs a certain amount of informa-

tion relative to the specialties in order to cope successfully \

in the care of the patient who may need particular atten-

tion when suffering from an unusual form of disease. She

should have a mental picture of the pathology and symp-

tomatology of the disease with which she is dealing. This •

book presents such a conception of gynecology and will
j

giv’e the nurse valuable information concerning illness in

this branch of practice. Part I discusses female genital or- •

gans in health and disease. Abundant illustrations amplify

the text. Part II deals with gynecologic nursing. While :

treatment and administration by the gynecologist are not
j

under consideration, the various procedures which the

nurse may employ to benefit the patient are clearly de-

scribed. .\t the end of each chapter appears a series of I

questions which the attending surgeon can utilize to en-
;

lighten the nurse, if he so desires.

Merck’s Index. (Fourth Edition). An Encyclopedia for

the Chemist, Pharmacist and Physician. 585 pp. $5.00

with Discount of 50 per cent ($2.50) to physicians.

Merck & Company, Inc., Rahway, N. J.

This volume gives the names and synonyms; source,

origin, or mode of manufacture; chemical formulas and

molecular weights; physical characteristics; melting and

boiling points; solubilities; specific gravities; medical ac-

tion
;
therapeutic uses

;
ordinary and maximum doses

;
in-

compatibilities
;
antidotes; special cautions; hints on keep-

ing and handling, etc., of the chemicals and drugs used in

chemistry, medicine and the arts, together with an appen-

dix containing reactions of the more important alkaloids

and glucosides
;

characteristic reactions of acids, bases,

metals, and salts; table of atomic weights; thermometric

equivalents
;

specific gravity tables
;
metric conversion ta-

bles; and abbreviations. More than twenty years have

elapsed since the previous edition of this volume was pub-

lished, due largely to interruption to the work during and

following the World War. Its scope has been much en-
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larged, much newer and more important material having

been added. It contains a wealth of information regarding

drugs which are arranged alphabetically, the data concern-

ing each being concise and at the same time complete. The

publishers hope that it will meet the needs of the stu-

dent, of apprentice and the j'oung man on the threshold

of his career.

Diabetes. Directions for Treatment by Insulin and Diet.

By Benjamin F. Smith, M.D., Ph3'sician and Lecturer to

St. Joseph’s Infirmary, etc., Houston, Texas. 223 pp.
D. Appleton and Company, New York and London, 1930.

The purpose of this manual is to impart information

to diabetics concerning proper diets. Its special feature

comprises tables of diets so arranged that the carbohy-

drate content may be changed without changing the protein

or caloric value. There is a chapter on general consid-

erations of diabetes, a brief description of insulin and

its administration, followed bj’ instructions to patients re-

garding collection and examination of urine and particu-

lars about the arrangement of food. There are presented in

detail two hundred and fifty-two diets with suggestions as

to their use. A chapter on substitute foods specifies the

values to be obtained by exchanging one food for another.

This manual should prove useful to patients suffering from

this disease.

Vol. XXIX. No. 6

SuRGic.vL Clinics of North .\merica. (Chicago Num-
ber—-\pril 1930.) Vol. 10, No. 2, 2S2 pp., with 79 illus-

trations. Paper, $12.00 per clinic j'ear; Cloth, $16.00 per

clinic j'ear. (Issued serially, one number every other

month). W. B. Saunders Company, Philadelphia and
London.

This volume presents clinics from many well known sur-

geons in Chicago, dealing with familiar as well as uncom-

mon surgical conditions. Speed describes the removal of a

fibrosarcoma from the right chest wall, involving the re-

moval of sections of the sixth to tenth ribs, a portion of

pleura, diaphragm, peritoneal surface, as well as separating

adhesions from right lobe of liver, .\lthough the lung was

exposed and a portion of the diaphragm removed, the

patient made a good recovery except for abdominal hernia

remaining. This operation was performed six j'ears ago and

there has been no recurrence. Success seemed to endorse the

extensive section which was performed. Bettman reports a

clinic on Meckel’s diverticulum, including operation for

volvulus, a case of fecal impaction due to diverticulum

and a description of two symptomless diverticula. He warns

against a hasty removal of the diverticulum. There are

many other instructive reports in this volume.

New Type of Foreign Body in Urinary Bladder. Dor-
rin F. Rudnick, Chicago {Journal A.M.A., May 17, 1930),

reports a case which is unique and worth calling attention

to in view of the sudden flood of contraceptive methods
and instruments into the hands of the laitj'. .^n intelligent

white woman, aged 22, married, was requested to call at

the Medical Bureau of Information on Birth Control lo-

cated at 190 North State Street, Chicago. When she ar-

rived at the office mentioned, some xvoman, presumably a

nurse, entered into a lengthy discussion with her on birth

control, its desirability and the various means of accom-
pUshment. The combined method of a jelly plus a rubber

diaphragm xx'as recommended as the safest. She was im-

pressed with the idea and bought a rubber diaphragm con-

traceptive for $3. The nurse then gave her instructions on
how to insert it, which cost an additional $3, and a pre-

scription for contraceptive jelly which she purchased at a

designated drug store. .M her first attempt to insert the

rubber diaphragm at home, the patient experienced diffi-

culty. It caused considerable pain and the patient, feeling

that something was wrong, attempted to remove it but

could not find it. This occurred on Saturday. By Monday-
she was suff'ering frequency of micturition, suprapubic pain

and pain at the end of urination. Cystoscopy readily re-

vealed the grayish rubber pessarx-. .An urethral speculum

was inserted, and the bag was located, grasped and extract-

ed by means of .\lhs pick up forceps. The author asserts

that possibly other foreign bodies in the female bladder,

such as catheter tips and chewing gum, have been intro-

duced there in ill ad\-ised attempts at prevention of con-

ception. —
Plaut-\’incent’s Infection of Vagina. Clement H. .Ar-

nold, San Francisco {Journal A. M. A., May 10, 1930),

has treated twenty or more cases of Vincent’s angina of the

mouth. In twelve of these agranulocytosis, anemia, hemor-

rhage of greater or less degree, decreased blood platelets

and in one case death from thrombosis have been accom-

panying features. Not all the patients presented these fac-

tors, but all those with sufficient fever and constitutional

symptoms to be ordered to bed did so. Treatment con-

sisted of a combination of sodium perborate as a moutb
wash and buccal paste, and neoarsphenamine ;

in two cases

sulpharsphenamine was given intramuscularly. There were

no recurrences except in one case, in which the occupation

of the patient (traveling salesman) made persistent treat-

ment almost impossible. He is now well, however. .\11 pa-

tients are advised to continue the sodium perborate for an
indefinite period and to return periodically for smears.

.•\rnold also reports a case of Vincent’s disease of the va-

gina which followed that of the mouth. -\n agranulocy-

tosis was present in this condition similar to that in other

cases restricted to the mouth. The exact pathologic-hema-

tologic-clinical relationship is not j’et perfectly understood

The condition is contagious and should be given prompt
and continued intensive treatment. Because of its contag-

iousness, patients should be partially isolated and their per-

sonal possessions, such as handkerchiefs, napkins and table

utensils, kept separate and sterilized. Women are appar-

ently more seriouslj' affected than men. .\ further field for

studj' is indicated as to the possible causal relationship be-

tween certain idiopathic agranulocytic blood states and

cryptic Vincent’s angina in other parts of the body than

the mouth. This is the onh' case of Plaut-Vincent’s infec-

tion of the vagina that .Arnold has been able to find in the I

literature for the last thirty-five years. Evidence presented
|

indicates that the fusiform bacilli and spirilla are different

forms in the life cycle of one organism.

Transmission of Hemophilia. C. Mills, Cincinnati

{Journal A. M. A., May 17, 1930) reports a bleeder family.

Two sisters, unaffected, had each two sons, all four boys

being bad bleeders throughout life. The family tree of the

descendants of only one of these four boys is available.

This one married a woman who was in no way related to

him and who had no known bleeding in her family.

Throughout the subsequent history of the family there

were no marriages with outsiders who were in any known
way connected with the disease. This family was the only

one in that locality with hemophilia. Yet among the thirty-

one female and twenty-five male knoxx'n descendants of

this one hemophilic man there were eight males with un-

doubted hemophilia and three open to question. No fe-

males were affected, but transmission, except in the one in-

stance, was always through them. In two instances the

disease passed through two generations of females to appeal

in the males of the third generation.
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ORIGINAL CONTRIBUTIONS

INTRAHEPATIC JAUNDICE*

Albert M. Snell, M.D.,

AND

Ferdinand M. Jordan, M.D.,

ROCHESTER, MINN.

In the last twenty years there has been readjust-

ment of general conceptions of the hepatic diseases,

particularly of those associated with jaundice. The

older views on the pathogenesis of jaundice have

not been found entirely tenable in the light of re-

cent physiologic studies. In medicine, however, ob-

solete theories have a strange vitality; they crop

up in textbooks and in practice, and are exceed-

ingly difficult to supplant. This is particularly true

in the clinical study of jaundice. Many practition-

ers still believe that jaundice is essentially an ob-

structive phenomenon. This view, originally ad-

vanced by Eppinger, still has a profound effect on

the treatment and advice given to jaundiced pa-

tients. The idea that jaundice may be obstructive,

hemolytic or due to functional derangement of the

hepatic cells, has been introduced into medical

practice only with difficulty.

It is generally known that bilirubin, the pigment

which causes the visible signs of jaundice, is formed

from broken-down hemoglobin, and that it is

brought to the liver for excretion. Mann’s experi-

ments on hepatectomized dogs have established this

Division of Medicine, The Mayo Clinic. Abridg-ment
of paper read before King County Medical Society, Se-
attle, Wash., March 3, 1930.

point beyond question. The site of transformation

of hemoglobin into bilirubin is probably in the retic-

uloendothelial cells of the bone marrow, spleen,

and liver; the normal pathway of excretion of bili-

rubin is by way of the polygonal hepatic cells. Bili-

rubin behaves as a threshold substance in the hu-

man being, for normally a small amount of it is

present in the blood stream.

On the basis of this theory of metabolism of bili-

rubin, McNee has evolved a theory of jaundice

which correlates well the clinical facts and experi-

mental data now available. By schematic represen-

tation of the lobule of the liver he has demonstrated

the possibilities of pathologic interference with for-

mation and excretion of normal bile pigment. He
regards the polygonal hepatic cells as forming a

tubule with a blind end, the free end passing into

a bile capillary. Surrounding each tubule lie he-

patic vascular capillaries, lined with Kupffer cells

of the reticuloendothelial system, and carrying

blood from the portal to the central and thence to

the hepatic vein.

Jaundice may be produced in one of three ways.

If the biliary passages are occluded, bilirubin which

has passed through the vascular channels and poly-

gonal cells of the liver is reabsorbed by the blood

stream and lymphatics. This type of jaundice is

described as obstructive. If there is an abnormally

large production of bilirubin or its precursors with-

in the body, or if there is an impediment to the

passage of this substance through the endothelial

lining of the hepatic capillaries, bilirubin will ac-
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cumulate and enter the general circulation without

being passed through the hepatic cells proper. This

type of jaundice is referred to as hemolytic. Final-

ly, if there is hepatic injury, functional or other-

wise, not only may normally formed bilirubin fail

of excretion, but also that which has passed through

the polygonal cells of the liver may be reabsorbed.

This is the type of jaundice described as toxic or

infectious. McNee, therefore, proposes that jaun-

dice be classified into three clinical varieties: ob-

structive, hemolytic, and toxic or infectious.

Regarding obstructive jaundice, little needs to be

said. It is due to occlusion of the larger biliary

passages by carcinoma, calculus or cicatrix, and

presents a group of well defined clinical pictures.

Hemolytic jaundice, which is to be classified as a

disease of the reticuloendothelial system rather

than of the liver, is also a well established clinical

entity. In the third group, which comprises toxic

or infectious jaundice, there is a variable clinical

and pathologic picture; it is with this heterogeneous

collection, which may be conveniently grouped un-

der the general heading of intrahepatic jaundice,

that this paper is concerned.

Before entering into a clinical consideration of

this group of cases, it is well to recall what is

known of their pathology. It has been said that

any condition which will produce functional de-

rangement, degeneration, atrophy or inflammatory

change in a sufficient number of hepatic cells will

produce jaundice. The pathologic picture of intra-

hepatic jaundice may very, therefore, from the sim-

ple cloudy swelling seen in the infectious fevers to

the actual necrosis of hepatic cells which is en-

countered in acute or subacute yellow atrophy. The

whole range of lesions which are designated by the

term hepatitis may also be considered, as well as

the degenerative change produced in the liver by

chronic passive congestion. In the more chronic

forms of hepatitis, or in the chronic, degenerative

hepatic changes of cirrhosis, the general destruction

or disorganization of the hepatic parenchyma will

lead to functional insufficiency and jaundice. Final-

ly, one must include the lesions caused by the bili-

ary infection and back-pressure which remain even

after the relief of obstructive lesions of the larger

bile passages. In actual practice only the more se-

vere pathologic lesions are encountered, since recov-

ery in the others takes place spontaneously; in the

fatal cases the liver is the site of a variable mixture

of inflammatory and degenerative changes, usually

accompanied by some reparative processes which

Fig. 1. Subacute diffuse hepatitis (x 75).

may take the form of nodular hyperplasia (fig. 1).

In the majority of cases the portal spaces and bile

capillaries are only secondarily affected.

The mechanism by which these changes produce

icterus is not altogether clear. The French school

has attributed the retention of bile pigments to

changes in the hepatic cells, whereas the Germans

have followed Naunyn in regarding cholangitis of

the finer bile passages as the probable cause.

McNee feels that both types of lesion are present

and that one or the other may predominate in the

individual case or at different periods in the same

case. From the foregoing it is apparent that in

intrahepatic jaundice any obstruction to the excre-

tion of bilirubin occurs in the fine structures of the

liver, that is, in the hepatic cells and bile capil-

laries, rather than in the larger bile passages.

The classification of many of the clinical types

of intrahepatic jaundice is a difficult problem. Any

attempt to group these cases on the basis of patho-

logic change is obviously impractical
;
the same may

be said of any division made on the basis of clini-

cal syndromes, since both the clinical and patho-

logic features in any given case may vary greatly

at different periods. Classification on an etiologic

basis appears to present many advantages. The

clinical classification of intrahepatic jaundice seems

to resolve itself, therefore, into a grouping of the

poisons, inflammatory processes and degenerative
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changes which may affect the hepatic parenchyma.

The following classification, although by no means

free from objections on practical and theoretic

grounds, is a convenient one for clinical use.

Infectious jaundice.

I Epidemic or catarrhal (including campaign jaun-

dice.) .

II Diffuse hepatitis (parasitic)

.

Ill Spirochetal (Weil’s disease, syphilis).

B. Toxic jaundice, caused by drugs, industrial poisons and

disease.

I Caused by drugs.

1. Arsenic, organic and inorganic.

2. Cinchophen (atophan), oxyl iodide, and so

forth.

3. Chloroform, carbon tetrachloride.

4. Yatren.

II Caused by industrial poisons.

1. Phosphorus, picric acid.

2. Arsenic.

3. Trinitrotoluene (TNT), tetrachlorethane in

“airplane dope,” toluylendiamin.

4. Arseniuretted hydrogen.

Ill Caused by systemic disease.

1. Exophthalmic goiter.

2. Pneumonia, sepsis, typhoid fever, yellow

fever, dysentery, relapsing fever.

3. Toxemia of pregnancy.

C. Jaundice of circulatory origin.

I Chronic passive congestion (cirrhose cardique).

D. Jaundice from inflammatory and suppurative processes.

I Cholangitis (usually secondary to previous ob-
struction of the biliary tract).

II Pylephlebitis.

E. Jaundice associated with hepatic cirrhosis.

I Portal.

II Biliary and mixed types, chiefly secondary to ob-
struction.

F. Acute or subacute yellow atrophy.

I Primary.

II Secondary to many of the above mentioned con-
ditions.

The frequency with which intrahepatic jaundice

is encountered in practice is not generally known.
Hartman, in reviewing a series of 400 cases seen

at The Mayo Clinic, found that intrahepatic types

of jaundice represented about 25 per cent of the

total group. This figure undoubtedly would be high-

er in individual practice, where one would prob-

ably see a greater number of cases of epidemic or

catarrhal jaundice.

In examining the records of the gastrointestinal

cases at St. Mary’s hospital for the last three years,

we have found more than fifty cases of proved in-

trahepatic jaundice, doubtful and ambulant cases

being excluded. In our experience the more com-

mon types seem to be: (1) epidemic or infectious

jaundice, (2) jaundice from drugs, chiefly cincho-

phen and arsphenamine, and (3) jaundice associat-

ed with various types of hepatic cirrhosis. Of

thirty-three cases which we have recently analyzed

in detail, it was found that in ten the disease was

of infectious origin; in ten it was due to portal or

biliary cirrhosis; in six to arsphenamine or syphilis;

in three to cinchophen, oxyl iodide or other anti-

rheumatic remedies; in one case to toxemia of preg-

nancy; in one to an unknown origin; and in two

cases it was secondary to previous obstruction of

the common bile duct.

The clinical picture of intrahepatic jaundice is

extremely variable. A full account of the many
clinical syndromes included in this group is be-

yond the scope of this paper. However, there are

some features which distinguish this group from

other types of jaundice, and which serve as a back-

ground for the reports of cases which are to follow.

In most cases the onset of jaundice is insidious

and painless. Pruritus is often a prodromal symp-

tom, especially in jaundice due to drugs; in the

epidemic forms there may be initial gastrointesti-

nal disturbances, general malaise and slight fever.

Severe symptoms or colicky abdominal pain have

been uncommon in our cases. At the onset there

may be suppression of the flow of bile, with clay-

colored stools and dark urine; this condition may
persist for a variable period, but in practically all

of our cases a free flow of bile has been obtained

on either the second or third attempt at duodenal

drainage. This may perhaps be due to the fact that

very few acutely jaundiced persons are seen at the

clinic; most of them have had symptoms over a

period of at least two or three weeks before their

registration.

The curves of serum bilirubin are more or less

characteristic of the various types of intrahepatic

jaundice, and, therefore, are of some diagnostic im-

portance. In epidemic or infectious jaundice the

serum bilirubin reaches a high level and subsides

gradually as the flow of bile is established. In acute

or subacute atrophy of the liver a high and slightly

fluctuating level of serum bilirubin is noted; only

rarely is there a tendency for the serum pigments

to decrease in amount. In the various types of por-

tal and biliary cirrhosis, and in other t}T>es of

chronic hepatitis, the values for the serum bilirubin

are much lower, and vary only slightly from day to

day unless acute atrophy supervenes. Concerning

congestive lesions, the same statement also applies.

The essential characteristics of intrahepatic jaun-

dice are, therefore: (1) a history of some etiologic

factor, (2) painless jaundice, often without other

serious symptoms except prostration and malaise,

(3) evidence of patent biliary passages, as indicat-

ed by the presence of bile in the stools and duo-
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denal contents, and (4) curves of serum bilirubin

more or less characteristic for the particular type

of hepatic lesion. The following reports of cases

are illustrative of these points.

Case 1. Infections or catarrhal jaundice. A man, aged

forty-five years, came to the clinic in .August, 1929. Three
months previously he had begun to lose weight, and had
suffered from mild, indefinite indigestion. Six weeks later

he had had nausea and mild general malaise, and shortly

afterward had become jaundiced. The jaundice had gradu-

+I)ile present (duodenal draincig-e)

Fig. 2. (case 1). Serum bilirubin curve and results of
duodenal drainage in infectious jaundice.

ally increased in intensiU’ and the stools had been rather

light in color.

The patient was found to be deeply jaundiced, the liver

was moderately enlarged, and the spleen was just felt at

the costal margin. On duodenal drainage, free flow of

bile was obtained. The curve of serum bilirubin is shown
in figure 2. It will be noted that on aU occasions there

was a free flow of bile when the duodenal tube was in-

troduced. In spite of this, more than sLx weeks passed be-

fore the patient’s jaundice entirely disappeared. .At the

conclusion of his iUness the liver and spleen were stiU very

much enlarged. On e.xamination, two months later, how-
ever, they had returned to normal size. During the entire

course of his iUness there were no evidences of renal or

hepatic insufficiency, and at no time was there any ten-

dency toward hemorrhage. Careful roentgenologic exami-
nation of the gastrointestinal tract gave negative results,

and on reexamination no evidence was found of any sys-

temic disease that might produce jaundice of this type.

Comment. This case represents a relatively se-

vere type of infectious jaundice. The ordinary^ du-

ration of this disease is about six weeks and most

of the patients are young persons or children. How-
ever, older persons are not immune and the disease

may run a much more prolonged course and may
be unusually severe. The extent of the pathologic

lesions in the liver is not known, since so many of

the patients recover. However, the lesions must be

fairly e.xtensive, since a number of cases are on

record in which jaundice of this type has been fol-

lowed by definite signs of portal obstruction. Jones,

Weir and others have reported such cases. If in

the patient whose case has just been reported, any

signs of hepatic cirrhosis should develop subse-

quently, it probably would be necessary to regard

the illness just described as an etiologic factor.

Particular attention should be called to the oc-

currence of this type of epidemic jaundice in older

persons, in whom it easily may be confused with

©Traces of bile +bile present
Fig. 3 (case 2). Serum bilirubin curve and results of
duodenal drainage in arsphenamine jaundice.

jaundice due to neoplasm. We have seen at least

two definite cases in physicians; one was aged

fifty-three years, and the other sixty-five years.

Both recovered completely and permanently.

Case 2. Arsphenamine jaundice. .A man, aged forty-four

j’ears, registered at the clinic in July, 1927. He gave a his-

tory of syphilis acquired about sLx years earlier, and stated

that he had had much treatment since, including a good

many injections of arsphenamine. The last arsenical treat-

ment which he had received had been given about three

months before he came to the clinic. Five weeks before

his registration, indefinite soreness and tenderness in the

epigastrium had developed. This had been followed by
deep jaundice and much pruritus. For a period of several

days his stools had been clay-colored and the jaundice ap-

peared to be deepening.

Xothing significant was found on examination except a

slightly enlarged and somewhat sensitive liver. The first

reading of serum bilirubin was 22.7 mg. for each 100 c.c.

Duodenal drainage was performed several times and only

small quantities of bile were obtained, but finally a free

flow of bile was noted. Figure 3 shows the curve of serum

bilirubin in this patient and the results of duodenal drain-

age. The patient recovered and there was no evidence of

residual hepatic injury.

Comment. The e.xact nature and significance of

arsphenamine jaundice has never been definitely

settled. It has been held by many competent ob-

servers that this type of jaundice is due to the
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direct effect of arsphenamine on hepatic cells pre-

viously injured by the toxins of syphilis. Others

have regarded the condition as being due to an in-

fection^ process similar to epidemic jaundice which

merely happens to occur in the course of treatment

with arsphenamine. Good evidence has been offered

on both sides of this controversy, but the authori-

ties who regard the disease as being due to arsphen-

amine seem to have somewhat the better of the

argument. From a clinical standpoint the condi-

tion is practically indistinguishable from ordinary

epidemic jaundice. It may have the same sequelae

and may progress to chronic hepatitis or cirrhosis.

Acute yellow atrophy has been described as a late

development and is said to occur more frequently

in cases which develop some time after treatment

has been discontinued. In most instances the condi-

tion can be distinguished from epidemic jaundice

only by the history

and presence of ar-

senic in the urine,

stools and hair.

It must not be

forgotten that inor-

ganic arsenic may

be responsible for

hepatic injury or

jaundice. Two cases

were reported from

the clinic some time

ago, and since then

another case of

chronic arsenical

poisoning has been

seen in which jaun-

dice was a promi-

nent factor. In any

cases of jaundice of

doubtful origin signs

of poisoning by ei-

ther inorganic or or-

ganic arsenic should

be carefully sought.

Cases. Subacute yel-

low atrophy due to de-

rivatives of cinchopken.

A woman, aged fifty-seven years, registered at the clinic

in July, 1929. She had suffered from senescent arthri-

tis for several months prior to admission and had taken

a proprietary preparation of cinchophen intermittent-

ly during this period. On several occasions she had had
pruritis which had caused her temporarily to discontinue

taking the drug. Ten days prior to admission, deep, pain-

less jaundice developed.

The only striking features in the case were evidences of

senescent arthritis and deep jaundice. The curve of serum
bilirubin is shown in figure 4. It will be noted that there

was a free flow of bile on duodenal drainage on four occa-

sions. In spite of this, the jaundice did not decrease in

any material degree and the complete picture of subacute

yellow atrophy developed rapidly. Death occurred fifteen

days after admission. The patient sank into a typhoid
state and finally into coma. At necropsy marked necrosis

of the liver was found.

Comment. Jaundice from cinchophen and other

remedies that are used in rheumatic conditions re-

cently has received much attention. There are per-

haps fifty cases in the literature, and more are be-

ing encountered daily. Cases have been described

both in this country and abroad. Hanzlik stated

that the toxic effect is probably due to the quinolin

radical which is present in most of these com-

pounds, and which is a cellular poison. The devel-

opment of the atrophy of the liver in these patients

appears to be due to personal idiosyncrasy rather

than to any particular fault in the drug itself. Not
all of the cases are fatal; a few recoveries have

been observed, but in general the mortality in this

group of cases has been exceedingly high. We have

recently noted two patients in whom recovery ap-

parently followed jaundice of this type.

Case 4. Intrahepatic jaundice caused by antirheumatic

drugs; recovery. A man, aged forty-two years, came to

the clinic in August, 1928, complaining of severe general-

ized arthritis apparently of infectious origin. Infected teeth

and an indeterminate degree of prostatitis were found at

examination, and treatment was advised. He returned to

the clinic in July, 1929, feeling much worse and with ex-

tensive infectious arthritis. He had had strenuous treat-

ment with vaccine, intravenous administration of mercuro-

chrome and physiotherapy at home, and he also had been

given a large number of doses of sodium salicylate intra-

venously; this treatment had given him some relief and he

had also taken other antirheumatic remedies, particularly

derivatives of cinchophen, with benefit from time to time.

He had been jaundiced over a period of six months; the

first evidence of this condition had been noted while he

was receiving treatment with sodium salicylate intraven-

ously.

The patient was emaciated, moderately jaundiced and

rather badly disabled by infectious arthritis. The liver and

spleen were both palpable. Laboratory examinations were

essentially negative, except for a concentration of serum

bilirubin of 4.6 mg. for each 100 c.c. Duodenal drainage

was done and a free flow of bile was obtained. He was

advised to omit all drugs in the future and a diet high in

carbohydrate was prescribed.

After the patient discontinued treatment of the arthritis

with drugs, the jaundice slowly cleared and he has since

reported complete recovery from this feature of the illness.

Comment. The evidence in this case all points

to intrahepatic jaundice caused by antirheumatic

remedies, which has subsided spontaneously on his

stopping this form of treatment.

©Traces of bile
ofiile absent
+E>ile present

Fig. 4 (case 3. Serum bilirubin
curve and results of duodenal
drainage in subacute yellow
atrophy due to cinchophen
poisoning.
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+£>ile preaent (duodenal drainage)
Fig. 5 (case 5). Serum bilirubin curve in portal cir-

rhosis.

from which the patient recovers without incident.

In our experience slight, constant jaundice, associ-

ated with an enlarged liver and spleen without

ascites, has been fairly characteristic of tffls type

of portal cirrhosis. The appearance of ascites or of

a gastrointestinal hemorrhage may confirm the di-

agnosis. The jaundice is rarely as deep as that in

true biliary cirrhosis, and there is usually much less

pruritus. Jaundice and ascites are not as frequently

associated in portal cirrhosis as one might expect,

and when both are present the prognosis is grave.

Days 0

Fig. 6 (case 6). Serum bilirubin curve and results of duodenal
in biliary cirrhosis of the primary tj'pe.

+Dile present

admission
drainage

Case S. Jaundice associated with por-

tal cirrhosis. man, aged thirty-one

years, registered at the clinic in Janu-

ary, 1927. He gave a history of having

had dengue and malaria. His health

had been fairly good prior to Septem-

ber, 1926. At that time diarrhea had

developed, and had persisted for two

months. This was followed by general

malaise and deep jaundice, which per-

sisted for about a month, and which

gradually cleared up. -After an interval

of two weeks the jaundice recurred.

There was no pruritis, but the stools

were light-colored. During the course

of the first attack of jaundice he had

had a gastrointestinal hemorrhage, and

had lost so much blood that three

transfusions were required. He had had

intermittent fever since the beginning

of his illness and had lost a good deal of weight and

strength.

The liver was considerably enlarged, very hard and ap-

parently nodular. The spleen was slightly enlarged. There

was no ascites. Laboratorj' examinations disclosed evidence

of marked secondary anemia. The curve of serum bili-

rubin is shown in figure 5. Duodenal drainage was per-

formed and a free flow of bile was obtained. The patient

was under observation in the hospital for a period of

twenty-four days. During this time the liver appeared to

be gradually decreasing in size. Neither the visible jaun-

dice nor the values for serum bilirubin showed any appre-

ciable change during this period.

-A diagnosis of intrahepatic jaundice, probably due to

portal cirrhosis, was made, but because of the rather in-

determinate nature of the ailment, exploration was decided

on. Marked portal cirrhosis was found; the liver was con-

siderably reduced in size, and was hard and irregular. The

spleen was considerably enlarged, but because of the jaun-

dice and the patient’s poor condition, splenectomy was

not considered advisable. He recovered fairly well after

operation and was able to return to his home.

Comment. Jaundice is not ordinarily a striking

feature of portal cirrhosis. It frequently occurs at

the onset of the disease; its appearance at that

time is designated as signal jaundice. It may also

occur during the terminal stages of portal cirrhosis,

and at that time probably represents a high degree

of hepatic insufficiency. In many cases of portal

cirrhosis there may be previous episodes of jaundice

Case 6. Jaundice associated with biliary cirrhosis of the

primary type. .A man, aged twenty-nine years, registered

at the clinic in January, 1927. He gave a history of having

had several previous attacks of jaundice which had oc-

curred between the ages of twelve and twenty years. These

attacks had lasted for from one to two months, and had

been associated with some dull, aching pain in the right

side. Five weeks before he came to the clinic definite

jaundice and marked pruritis had developed. The stools

had been definitely light in color and he had lost con-

siderable weight and strength.

Nothing striking was found on examination except mod-
erately deep jaundice and slight enlargement of the liver

and spleen. There were no ascites and no visible collateral

circulation. Duodenal drainage was done repeatedly; in

about half of the instances bile was not obtained, and in

the other instances only a moderate amount was noted.

The curve of serum bilirubin and results of duodenal

drainage are shown in figure 6. Because of the history

of pain and the possibility of obstruction of the common
bile duct, an exploratory operation was performed. The
liver was normal in size and was deeply bile-stained. The
spleen was about two and a half times normal size. The

common bile duct was dilated, but actual obstruction was

not found. Cholesterosis of the gallbladder also was noted,

but there were no stones in the biliary tract. .A tube was

inserted in the common bile duct, and bile drained from

it for a period of about three weeks. -After operation there

was profuse drainage of bile from the tube and the stools

again resumed their normal color. The jaundice cleared up

almost entirely, and the patient gained about thirty pounds

in weight. Shortly afterward there was recurrence of the
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Days 0

+ Bi!e present

lA'’ admission

Fig. 7 (case 7). Serum bilirubin curve in biliary cirrhosis secondary to
prolonged obstruction of the biliary tract.

cirrhosis secondary to stricture of the

common bile duct, and operation was
performed. The preoperative diagnosis

proved to be anatomically correct. A
T-tube was inserted in the common bile

duct, and the patient progressed fairly

well
;

bile appeared in the stools and
also drained from the tube. About six

weeks later she suddenly became much
more jaundiced and a marked hemor-
rhagic tendency developed, with pur-

pura, hematuria and epistaxis. She was
readmitted to the hospital and re-

mained there for about two months.

jaundice which lasted three or four months. There was no

pain at that time and he felt fairly well.

The patient returned in August, 1928, somewhat jaun-

diced and with a moderately enlarged liver. The concen-

tration of serum bilirubin varied from between 3 to 6 mg.,

and a free flow of bile was obtained on duodenal drainage.

Comment. This case represents a fairly typical

example of biliary cirrhosis of the infectious type.

There appear to be two general types of biliary

cirrhosis: an infectious variety in which the com-

mon bile duct is patent, and the infection centers

largely around the intrahepatic bile passages, and a

second type which follows prolonged obstruction of

the extrahepatic bile passages and which is asso-

ciated with hydrohepatosis, fibrosis and cholangitis.

In obstructive cirrhosis much can be accomplished

by removal of the obstruction to the bile passages,

even after a good deal of permanent hepatic injury

has occurred. In the infectious type prolonged ex-

ternal biliary drainage occasionally has given good

results but in the main the condition continues to

progress. In the original descriptions of this type

of biliary cirrhosis it was stated that it was a

disease of young persons. However, we have re-

cently seen two elderly women, in whom this type

of hepatic lesion was present without any de-

monstrable infection in the biliary passages. Ex-

ploration has been carefully carried out in both

cases, and no evidence of obstruction of the biliary

tract could be made out. The etiology and nature

of this disease is not known, but it probably repre-

sents a particular type of progressive cholangitis

and hepatitis.

The curve of serum bilirubin is shown
in figure 7. During this whole period there was more or

less continuous bleeding from various organs, and many
transfusions were required to control bleeding and to com-
pensate for the loss of blood. The stools were invariably

normal in color and contained good quantities of bile.

As the jaundice subsided, the patient gradually recovered,

and when last heard from was in good general health.

Comment. In this case intrahepatic jaundice de-

veloped in a patient who had marked biliary cirrho-

sis of the obstructive type. The bile passages were

patent throughout the course of the illness and the

high degree of hepatic insufficiency and jaundice

must have been due to injury to the hepatic cells.

This condition has not received much attention,

although Weir and Jordan have described a case,

and in a patient recently seen at the clinic death

ensued from this condition. At necropsy subacute

hepatitis, with regions of necrosis, was found. The

v/hole picture suggested an atypical form of acute

yellow atrophy. It must not be forgotten that jaun-

dice, occcurring in the patient who has previously

had obstruction of the biliary passages, may not

necessarily be due to obstruction alone, but may

be traceable to infectious or degenerative changes

in the hepatic parenchyma, developing as a sequel

of such obstruction. In any case of long-continued

obstruction to the common bile duct there may be

an element of intrahepatic jaundice; in other words,

there is enough serious injury to the hepatic paren-

chyma to produce jaundice of its own accord, with-

out reference to gross obstruction of the extra-

hepatic biliary passages.

PROGNOSIS
Case 7. Jaundice secondary to obstructive biliary cir-

rhosis. A housewife, aged thirty years, registered at the

clinic in June, 1929. She gave a history of gallstone colic,

without jaundice, of nine years’ duration. Cholecystectomy

was performed in March, 1928, and was followed by
persistent drainage of bile over a period of nearly two
months. The patient then remained well for about five

months, and then, after a single attack of colic, painless,

fluctuating jaundice developed, with chills and fever.

The patient was moderately jaundiced and had an en-

larged liver and spleen. A diagnosis was made of biliary

The outlook in the various types of intrahepatic

jaundice obviously will vary with the etiologic

agent and with the degree of hepatic injury which

is present. In the epidemic or infectious types re-

covery is the rule; the possibility of acute atrophy

developing in this condition, as well as the occa-

sional sequel of portal obstruction, should not be

forgotten. In the forms of jaundice which are due
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to chemical agents, recovery depends largely on

the detection and removal of the offending agent.

In arsphenamine jaundice the prognosis does not

differ greatly from that of the infectious types;

in most cases it subsides spontaneously, but in any

case serious acute or chronic hepatic injury may
develop. Acute or subacute yellow atrophy follow-

ing the use of cinchophen has been almost uniform-

ly fatal. In hepatic injury due to tetrachlorethane,

trinitrotoluene and related compounds the prog-

nosis is almost equally grave.

In the various types of portal and biliary cirrho-

sis, associated with a marked degree of jaundice,

the outcome is usually unfavorable. In all types of

intrahepatic jaundice one may observe certain char-

acteristics of the response of the hepatic paren-

chyma to injury. Acute injury usually is followed

by complete regeneration and repair, unless the

pathologic process produces injury so extensive as

to amount to almost complete destruction of the

hepatic parenchyma. Chronic or repeated injury re-

sults in extensive fibrosis and in nodular hyper-

plasia which may in itself interfere greatly with

hepatic function. The great amount of injury which

the liver will tolerate without any obvious decrease

in its functional capacity is well known to physi-

ologists; experimental cirrhosis can be produced

only with great difficulty, as Bollman and others

have shown. The regenerative and reparative prop-

erties of the liver are so great that one can hardly

regard any case of hepatic disease as being abso-

lutely hopeless until coma and complete hepatic

insufficiency appear.

TREATMENT

There is no specific treatment for any type of

intrahepatic jaundice, and even the palliative or

symptomatic remedies which are available seem to

be of doubtful benefit. In a majority of cases the

course of the disease seems to be influenced little,

if at all, by the therapeutic measures employed.

The importance of recognizing and attempting to

remove any possible etiologic factors already has

been emphasized. In the case of chemical poisons

this may in itself effect a cure. Certain general

supportive measures also are of importance. The

effect of diets high in carbohydrates has been de-

scribed by many authors and needs no additional

advocates. In general it may be said that in prac-

tically every known form of experimental hepatic

lesion high intake of carbohydrate has been shown

to exert a protective influence. Bollman’s recent

studies are particularly conclusive. He has shown

in studies on experimental obstructive cirrhosis, and

on cirrhosis from carbon tetrachloride, that the

development of ascites can be prevented or con-

trolled by feeding carbohydrate, whereas diets of

protein have an exactly opposite effect. The death

rate is also far greater in experimental animals

which are fed protein than in those which are fed

carbohydrate.

In acute or subacute hepatic insufficiency in the

human being intravenous administration of glucose

repeatedly has been shown to produce marked

symptomatic improvement, and even apparent re-

covery, in certain cases. It has been of great value

in our experience and should be instituted whenever

signs of hepatic failure develop or when any case

of intrahepatic jaundice takes an unfavorable turn.

The use of insulin in connection with administra-

tion of glucose is still in the experimental stage,

although many authorities recommend it. The

utilization of glucose administered intravenously

depends on so many factors, such as the concen-

tration of the solution, the rate of administration

and the state of the subject’s nutrition, that the

possible effect of insulin is very difficult to evaluate.

Jordan’s experiments illustrate this point. We have

failed to see any advantage in giving insulin with

glucose, although we are still investigating the sub-

ject. In Ravdin’s recent review the whole question

of metabolism of carbohydrate in hepatic disease

is considered, and may be referred to for details

and the literature on the subject.

To combat the toxemia of certain types of he-

patic injury, calcium salts have been employed. The

work of Minot and Cutler gives a sound e.xperi-

mental basis for their use. Administration of cal-

cium is probably worthy of a more extended trial

in other types of intrahepatic jaundice, although

the mechanism by which it exerts its protective ac-

tion is not known. Transfusion of blood in the

presence of acute degenerative hepatic lesions may
also diminish the toxemia, and the treatment may

be used particularly in cases in which there is a

hemorrhagic tendency. Transfusion is of greatest

service in cases of intrahepatic jaundice secondary

to prolonged biliary obstruction and cirrhosis, since

the tendency to bleed is greatest in this group

of cases.

The advisability of the use of various procedures

to stimulate the flow of bile is another debatable

point in the treatment of these patients. Duodenal

drainage is of great value in diagnosis, since it offers

conclusive evidence as to the patency of the biliary

passages. Its therapeutic value is less certain, al-

though there is evidence which seems to show that
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it may shorten the course of infectious jaundice or

jaundice due to arsphenamine. If the patient does

not object, it may be employed, but it probably is

of no great value in treatment. The use of cholo-

gogues in intrahepatic jaundice is about comparable

to the use of diuretics in nephritis; in the more

acute forms they are contraindicated; in the more

chronic types they may be used, but it is quite pos-

sible that they may do more harm than good. De-

cholin is a fairly efficient and nontoxic cholagogue

and may ultimately prove valuable in certain types

of cases; at the present time one should be cautious

in its use and conservative in interpreting the

therapeutic results obtained by it.

There are certain negative aspects to the treat-

ment of intrahepatic jaundice which should be em-

phasized. It has previously been stated that in the

minds of many physicians jaundice is primarily an

obstructive phenomenon, and on that basis surgical

intervention is frequently advised in jaundice sec-

ondary to lesions of the hepatic parenchyma. A re-

cent article by Frangenheim is illustrative of this

point of view. It is important to recognize this large

group of jaundiced patients as largely suited to

nonsurgical treatment. In the presence of painless

jaundice with patent biliary passages there is little

to be gained by surgical intervention. If operation

is considered at all, as it may frequently be in

doubtful cases, it is well to defer it until the acute

stage of the jaundice has subsided somewhat. Many
patients with acute intrahepatic jaundice will either

present signs of subacute atrophy, or will be on

the road to recovery within six weeks or two

months of the time they are first seen; the remain-

ing cases may or may not present a surgical prob-

lem which can be decided after observation for a

sufficient period and evaluation of the clinical data.

The surgical treatment of the more chronic

lesions of the hepatic parenchyma is at best difficult

and somewhat unsatisfactory. Prolonged surgical

biliary drainage is of value in the infectious type of

biliary cirrhosis, and splenectomy also has been

performed with benefit in this condition. In certain

cases of portal cirrhosis splenectomy, or omento-

pexy by the Talma-Morison method, may be in-

dicated, although such operations are primarily di-

rected toward relief of the vascular lesions of cir-

rhosis rather than of jaundice. However, no sur-

gical methods yet available can relieve acute hepa-

titis or a degenerative hepatic lesion, and in general,

intrahepatic jaundice remains a medical problem

e.xcept in a few isolated cases.

CONCLUSION

“Intrahepatic jaundice” is a term used to desig-

nate a large group of cases, in which the cause of

jaundice lies in injury to the hepatic parenchyma

rather than to the extrahepatic biliary passages.

This group includes a wide variety of hepatic

lesions caused by infections, toxins of bacterial or

unknown origin, chemical poisons and vascular

lesions.

The clinical picture is essentially that of painless

jaundice, patent biliary passages and curves of

serum bilirubin more or less characteristic of the

particular type of lesion.

The treatment of this group of cases is essentially

by medical means. There are no indications for op-

eration except in occasional cases associated with

chronic biliary infection. Many forms of intrahe-

patic jaundice are self-limited and surgical inter-

vention should only be considered after a period of

observation.
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THE TOXSILS AS FOCI OF INFECTION*

W. F. Cunningham, M.D.

SEATTLE, WASH.

It is a far cry and may seem far fetched to men-

tion evolution in a paper on focal infection, and

hence this opening disgression will be made brief.

Life, as this word is generally understood, began

as a single cell. It was endowed with the funda-

mental attributes of all animal life. It moved, se-

lected, enveloped and digested nutriment, and re-

produced by division. By adaptation and transmis-

sion of acquired characteristics this simple form,

through long eons of time, filled this earth with life

forms of ever increasing complexity, until man him-

self appeared.

In this final product of these mysterious natural

forces the single cell is multiplied into countless

millions. But to the vast majority have been dele-

gated particular attributes of the primal cell, some

for locomotion, some reproduction, some sensory

and so forth. They are the fixed cells of the body.

In taking over these specialized functions they have

lost the aggressive combative trait of the primal

cell. But while this specialization of cell function

has continued with ever increasing complexity

throughout the evolution of life forms, there is in-

herent to the individual body an all-important

minority of cells not only essential for the body

economy but retaining the defensive and combative

functions of nature’s primal life cell. They are the

moving army of leucocytes and their near relations.

All the while that this teeming world of life we

see about us was evolving, another world too small

to see, coeval with our primal life forms, carried

on its life function. It is ever present. We have

learned a little of this microcosm, but the unknown

beyond the power of our microscopes and labora-

tories may be comparable to the infinity beyond

the telescope. These organisms, too, retain tenacity

for life, and many species the aggressiveness of the

primal animal cell. A large class, vegetable, non-

motile, the saphrophytes, serve a necessarx' function

to break down dead organic matter, especially in

vegetable economy. Others can pass readily from

a saphrophytic function to a pathologic one, or are

frankly enemies from the start to animal cell life.

It is this potentially harmful class, with which this

paper is immediately concerned.

Microorganisms with this inherent tendency for

disease making are ever present in the skin and in-

* Read before a meeting of Seattle Academy of Sur-
gery, Seattle, XVash., Oct. 18, 1929.

testinal tract, and that particularly virulent kind,

the streptococcus hemolyticus, seems to choose the

tonsil as its natural habitat. Just as this organism

will live peaceably as a saphrophyte for an indefi-

nite time and then suddenly show its virulent traits,

we explain it as the result of lowered resistance of

the host. That the tonsil should so frequently be

the site for this phenomenon directs consideration

to a few words on the anatomy of this organ.

Its development begins early in intrauterine life

in a pocket known as the sinus tonsillaris. It might

be helpful, for a better understanding of its struc-

ture, to keep in mind that it lies entirely within

the mucous membrane like any simple follicle, the

tunica propria forming the capsule and sending up

trabeculae as supporting structures, and the strati-

fied epithelium dipping down in pockets to the bot-

tom. As the organ enlarges, two sheath-like mem-

branes form, the plica triangularis, covering more

or less of the anterior and lower surface and the

plica supratonsillars covering the upper pole. These

features, together with adhesions of the pillars, in-

hibit drainage especially from the crj-pts which

open upwards. Throughout the reticulum of the

tonsil are scattered lymphocytes, and about the

crypts are found clusters of lymphocytes called

nodes, clearer in the center where the germinal

cells occur and denser about the margins, espe-

cially that part of the nodes that impinge against

the crypts.

This organ is very active during child life. The

lymph cells pass continually through the epithelial

lining into the crypts and so reach the mouth cav-

ity. Perhaps because of this process, the epithelium

is so thin in places that its continuity is not dis-

cernible. With this situation in their favor it is

little wonder that the tonsil is so frequently a site

for the virulent manifestations of these bacteria.

Will these organisms have easy going, when at

the first time they succeed in passing the frail bar-

rier that heretofore has confined them to their life

as saphrophytes in the debris of the crypts, to a

new experience amid the living cells of their host?

They will not. Though primal, multiplying quickly,

tenacious to life, poison producing, they must with-

stand an onslaught of a great moving army, each

unit of which is also endowed with those primal

gifts for combat.

What evidence have we of the battle? The pa-

tient tells you he feels ill, has a headache. Looking

at the throat, the tonsil, the field of battle, has

been doubled in size to make room for the defend-

ers; the crypts are overflowing with the dead and
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the debris of the fight; the thermometer tells you

of the heat of the struggle, and the laboratory man
can tell you that the defence army has been dou-

bled by a new force brought into being. Should

the enemy succeed in penetrating the wall of de-

fence thrown up, an immediate secondary infection

may be manifested in the neck glands, the joints

or the endocardium. If, as usually happens in a few

days, the tonsils have receded, fever is gone, patient

feels all right, he thinks, and we may think so too,

that his tonsils are back to normal again.

From one or more such violent inflammations,

however, the tonsil never quite recovers again. Its

anatomy and histologic structure foster such a se-

quence. The pillars and plicae are likely to adhere.

The pillars at times cover like a hood the upper

pole. The deep crypts are narrowed or entirely ob-

literated by scar tissue in places. All this favors an

excessive accumulation of detritus in the crypts,

harboring colonies of bacteria under tension. Fre-

quently small abscesses are found in the paren-

chyma of the tonsil, especially deep down just under

the capsule. A low grade inflammation of the par-

enchyma may obtain. There is more or less fibro-

sis of the capsule. This pathology frequently is

manifested by definite objective or subjective symp-

toms. The pillars may be red and adherent, sero-

purulent exudate may be expressed or adhesions

of the organ to its bed may be demonstrated, or

the patient may tell of a sore throat at varying in-

tervals.

The foregoing survey of the field of battle and

a consideration of the pathology present will show

that at best it was a peace without victory. It was

more often an armed truce with frequent desultory

fighting and may be a major encounter at indefi-

nite intervals, but there is always the possibility

and even likelihood of insidious inroads by the

enemy. Instances of immediate and open attacks

beyond the tonsil have already been mentioned.

The chronic symptoms are more subtle, more pro-

tean in their manifestations, are harder to detect.

Lesions of the joints, the endocardium, the kidney

or the nerves may be mentioned as the outstanding

ones. And here one should not overlook mention-

ing those frequent occurrences of general ill health

as shown by lassitude, anemia and so forth. Wheth-

er due to a low virulent bacterium in the blood

stream or an endotoxin emanating from the pri-

mary focus is but a moot. At any rate we know

from long experience that, if our diagnosis is right,

the removal of the primary focus promises happy

results.

After all is said, however, to operate or not to

operate, that is the question. Despite all the well

found evidence both clinical and pathologic against

the tonsil, judicial fairness calls for our defence of

this organ not only because of its purpose in the

body economy, but to induce thought and caution

in the many cases where doubt enters as to the

proven culprit. There are two usual ways in form-

ing a judgment, the history of the case and the

appearance of the throat. When both of these are

definitely against the tonsil, a decision for removal

is confidently arrived at. When both are negative,

tonsillectomy often brings discredit on a worthy

operation. Between these extremes the subjective

symptoms and the objective signs so frequently

manifest a varied inverse ratio to each other that

a decision is not to be arrived at lightly.

Take two examples, one a positive objective sign

but negative history, the other a negative sign but

a positive history. A young child is brought to

you. It has large tonsils, that is, they seem large

because they are of the pedunculated type, which

by the way are often not as large as the submerged

kind. If you enucleate these tonsils just because

of the hypertrophy, and the adenoids of course too

(which every one knows is the more important in

respiratory defects and ear troubles), you may find

in a short while a compensatory hypertrophy of fol-

licular tissue on pharyngeal wall, and even into the

bed of the tonsil. There may be an increased ten-

dency to head colds and a chronic cough. This un-

pleasant sequela seems to obtain more often in the

frail, fair skinned blonds.

Or the second example. An adult consults you.

His general health is below par, he looks anemic,

tires out easily and so forth. You e.xamine his ton-

sils. There is little or no redness of the pillars. He
does not remember of any tonsil trouble. Pressure

with suitable instrument brings little or no exudate

from the crypts. Sinuses and teeth are negative.

An internist finds no foci elsewhere or other dem-

onstrable cause. You feel justified, then, in enucle-

ating these tonsils, and perhaps to your surprise,

as the snare tightens, large masses of debris appear

at the mouths of the crypts, and maybe an occa-

sional abscess can be found just inside the capsule.

There is a big probability that you have done some-

thing very much worth while for your patient.

Further examples need not be cited to show the

uncertainties in making a decision as to operative

procedure. In most cases hard thinking is called

for and, if the responsibility is up to the specialist,

not infrequently collaboration should be sought
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with some one who is able to exclude other foci far

removed from the tonsil. Only by such care will

needless operations be avoided and, per contra, by

diagnosis and removal of these primary foci of viru-

lent bacteria, that left unmolested can do so much

to hurt and shorten life, will a real service be ren-

dered the patient.

THE IMPORT OF ETHMOIDITIS *

Frank A. Plum, M.D.

HONOLULU, HAWAII

That foci of infections may and often do settle

adjacent to bad teeth and within tonsils is a truth

long since recognized. IMore recently the sinuses

have come to be of a still greater interest in this

particular because their anatomic construction is of

such a character as to give to any infection a more

dangerous sequence.

In this paper, while limiting our remarks to the

ethmoid, it must be remembered that they apply

in part to all of the sinuses. The primary cause of

sinusitis is the same in every case; it is based

primarily upon obstruction to drainage. To this

may be added various factors, the pollution of the

atmosphere of our large cities by dust and smoke,

the underexposure of the individual to the ultra-

violet ray of sunlight, the deficiency of \dtamin A in

the diet, excessive swimming, particularly under

water, the existence of a so-called allergic state,

in which the mucous membrane has a lowered

threshold of irritability.

In order to best appreciate the importance of the

ethmoid, we should think of it not as a few cells

but as the ethmoid mass as it is. IMosher speaks

of it as two pyramidal shaped bodies, joined to-

gether at the top by a layer of thin bone, this

bone having a projection upward and another down-

ward. Placed in the nose, the base of the pyramid

is posterior, the apex anterior. The thin bone con-

necting the lateral masses is the cribriform plate.

The lateral masses begin to develop about the

fourth to fifth month of fetal life. The ethmoid

cells proper are not developed until early in the

fifth year.

The total ethmoidal labyrinth occupies a key-

stone position in the make-up of the skull. .Above

it lies the brain, to the outer and under side are

the orbit and antrum, posteriorly the sphenoid and

internally the nasal cavities appear. Thus, were it

possible to remove the ethmoidal labyrinth in one

• Read before a meeting of the Territorial Society of
Hawaii, Honolulu, .April 25, 1930.

piece, the intracranial cavity, orbit, antrum, nose

and nasopharynx, would join in forming one large

space. Then, when we remember that its limiting

wall is very thin, that the cells are not always

where they should be but may project back of the

sphenoid, above or below the orbit or into the

frontal sinus, and that there are occasionally de-

ficiencies in the bone, one readily may understand

the possibilities for damage from infection.

DIAGNOSIS

We are anxious to make our diagnosis early,

and frequently that is a difficult problem. The

acute case may be more easily recognized by the

location of macroscopic pus but this type is not so

important as regards general toxic absorption, for

the body is already reacting, and is holding its

own for the time at least.

We must depend on an accurate history, par-

ticularly of previous colds. In a general way we

may state that every cold results in a certain

amount of ethmoiditis, that recurring colds cause a

recurring and then frequently a chronic inflamma-

tion. If the drainage is fair, the condition may
manifest itself chiefly by the discharge and by a

stuffy nose; if the drainage is poor, there will be

both toxic absorption and results of pressure due

to the infection being confined in a closed space,

and the larger the cell and thinner the wall, the

more pronounced will be the symptoms.

Three important diagnostic points may be elicit-

ed from the history.

1. If the patient states that he is constantly

catching cold and is very susceptible to draughts, a

sinusitis is probable.

2. If he states that he has not been well since

having an attack of influenza, the sinuses are

usually involved.

3. Remember that all sinus diseases are made

worse by alcohol because of the intracranial con-

gestion that it always produces.

The patient may come to you because of head-

ache. In many cases he does not complain of this

but of eye trouble only. Either he reports pain after

using eyes or he may have a sudden or an inter-

mittent loss of vision.

In case he complains of headache, it may be

frontal, temporal or occipital, or all three com-

bined. He frequently complains of a pain behind

the eyes; or of frequent watery colds and sneezing.

He often complains of a nasty taste in the morning;

asthmatic attacks are common. .Anosmia or loss of

sense of smell is very frequent.
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A careful history having been taken, an ex-

amination of the visual acuity, eyegrounds and the

visual fields should follow. A glance at the pos-

terior pharynx may disclose a stream of mucopus

flowing down the pharyngeal wall. In the nasal ex-

amination we pay particular attention to the con-

dition of the middle turbinate.

For practical purposes, ethmoiditis may be di-

vided into three main types: (1) the hyperplastic,

with or without polyp formation, (2) the suppura-

tive, (3) a mixture of these two.

Ethmoiditis is no respecter of age. It may be

found in children and failure to recognize it may
lead 'to a chronic state that becomes a great handi-

cap to the growing child and blights his entire

adult life.

McCullagh reports a series of cases in children.

In his series the antrum was most frequently in-

volved but the ethmoid infection produced the

most serious complications, particularly eye symp-

toms such as orbital abscess, orbital edema, neuro-

retinitis, retrobulbar neuritis, papillary edema.

In children the condition usually responds to

conservative treatment. In adults the complications

are similar to those found in children, only cardio-

renal and meningeal symptoms are more frequent-

ly seen.

Hyperplastic ethmoiditis with polyp formations

is frequently associated with asthma. The coinci-

dence of this is due to the fact that the bronchi

and nasal mucosa are dependent upon a common

vasomotor stimulation.

IMeningeal symptoms, particularly a leptomenin-

gitis, are occasionally reported. Turner has recently

reported a proven case of an acute purulent lepto-

meningitis, in which the infection spread to the

meninges along the perineural lymph sheaths of the

olfactory tract. The complication arose spontane-

ously from a primary focus in the nasal cavity

without involving the interlying bone.

Puckworth has reported a case of a man, age

63, who was confined to an asylum for twenty

years. At autopsy he was found to have been

suffering from marked sphenoiditis and ethmoiditis

so extensive that the entire right temporal bone,

sphenoid and ethmoid labyrinth were caseous and

the sphenoid filled with cheesy green pus. There

are a number of authentic cases on record of in-

dividuals who have been confined to psychopathic

institutions for a period of years who have entirely

recovered the normal mentality after sinus op-

eration.

Some cases of carcinoma of the larynx in very

young people have been reported. MacKenty re-

ports a young woman, aged 20. It was interesting

to note that she had a pansinusitis since childhood.

A severe laryngitis existed for four years before it

was possible to make a diagnosis of carcinoma of

the larynx.

We are all seeing people past middle life who
for no apparent reason suddenly develop signs of

serious disease. One has a cataract, another nephri-

tis, another myocardial disease. Why do these de-

generative changes occur? There is a cause but

the examining physician usually satisfies himself

with finding the result only. What has occurred in

many cases is that this degenerative change has

been produced by the action of an infinitesimal

amount of toxin over a period of years. The flow

has been too slight for him to notice; better for

the patient had it been -severe and sudden.

In line with the idea of preventive medicine,

these small toxic traumatisms must be stopped,

their accumulative effect prevented before degen-

erative changes take place in the man’s essential

mechanism. Due to the fact that the sinuses are

so hidden away, they may continue to manufacture

absorbable toxins and escape suspicion. The tonsils

and teeth being readily examined are held account-

able for acts possibly not committed, speaking gen-

erally regarding systemic conditions. I feel that the

sinuses play a much more deadly role as causative

factors for degenerative disease in the latter dec-

ades of life than the tonsils or teeth.

CHRONIC ANTRUM DISEASE*

L. E. Patrick, IM. D.

SEATTLE, WASH.

We must bear in mind that we may have a co-

existing infection in other sinuses as well as the

antrum which may complicate the symptomatology

and diagnosis. It is my purpose to discuss only

chronic antrum disease, however, in this paper

which I believe will be a sufficiently broad subject.

I will not deal at length with a train of symp-

toms we all know quite well, but must mention

their marked variation, and the fact that many

times we have few or no local symptoms. Least

often, if ever in chronic antrum disease, do we have

pain or tenderness over the affected antrum. Many

of these cases complain only of a series of frequent

* Read before a meeting- of Puget Sound Academy of
Opbthalmology and Oto-Laryngology, Seattle, Wash.,
April 15, 1930.
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head colds with profuse discharge during the ex-

acerbations only, and are relatively free from local

symptoms the remaining time. It is the chronic

cases that are associated with a general systemic

complication, such as myositis, arthritis, asthma,

endocarditis, bronchitis and numerous others, of

which I feel we should spare no end of study.

PATHOLOGY

In pathology we have quite a variation, but on

the whole there is some form or result of chronic

inflammation. I\Iany cases undergo a gradual thick-

ening of the mucous membrane lining the antrum

with or without polyp formation. Some may under-

go a gradual thickening with later atrophy, and

become thinner than normal. These latter mem-

branes appear paler than normal when viewed

through a Caldwell-Luc operation window and to

the inexperienced observer may closely resemble

normal mucosa. But we find that these membranes

strip very readily from the underlying bone, and

there may be areas where they are entirely separat-

ed. Sometimes we find small subperiosteal ab-

scesses. There may be cystic formation, single or

multiple, containing mucus or serum. An actual

osteitis may be present in the bony wall.

On microscopic section all these types show

chronic inflammation. The membrane, if thickened,

is edematous with much round cell infiltration.

A bacterial study of these membranes removed at

operation has been worked out quite carefully by

Kistner,^ as well as a considerable amount of other

valuable data.

The streptococcus seems the prevailing organism

in the more chronic and severe cases and the

staphjdococcus next in frequency. As we all know,

the streptococcus is not primarily a pus-producing

organism. This would bear out quite well the ab-

sence of pus in our most severe types of chronic

antrum diseases and the presence of edema in the

tissues. The prevalence of pus during acute exacer-

bation is accounted for by the staphylococci which

are secondary invaders and more or less transitory.

DI.AGNOSIS

I consider the antrum puncture with a trocar and

washing the least reliable procedure we have in

making a diagnosis of chronic infection, unless we

make a microscopic examination of the fluid. The

antrum puncture and washing is quite valuable in

diagnosing and treating acute antrum infections,

although a negative washing will often mislead us

when we have a thick gelatinous mass of pus. The

roentgen ray is our most important single factor in

determining the pathology present but taken alone

will often mislead in either direction.

In a chronically infected antrum, it is pus least

of all that we are looking for, although it may be

present in various forms during the acute exacerba-

tions. We wish to know first of all if there is a

thickened, diseased or polypoid membrane, and if

so, whether this membrane is diseased beyond all

repair or not. Within the nasal cavity we may find

signs of chronic or acute inflammation. There may
be pus coming from beneath the middle turbinate

on the affected side or may be none.

Of considerable merit in diagnosis is the cyto-

logic examination described by Sewall.^ His technic

is to introduce into the antrum through the ordi-

nary antrum puncture needle five to ten c.c. of

sterile water and reaspirate as much as possible for

examination. The aspirated fluid many times will

be relatively clear or show only a slightly milky

tinge. This fluid is then centrifuged and the sedi-

ment examined under the microscope. This may
show cellular debris, consisting of polymorphonu-

clear leucocytes, lymphocytes, plasma cells and epi-

thelial cells in various stages of disintegration.

The significance of these findings is, first, the fact

that normal antra show no cellular content what-

ever and, second, low grade infection is productive

of mononuclear leucocytes, while the more active

processes furnish either polymorphonuclear or polys

mixed with mononuclear cells. I feel that this meth-

od is very valuable in aiding our diagnosis, where

we have very slight evidence in our roentgen plate.

Using lipiodal as a contrast medium to demon-

strate thickened mucous membrane has not been

successful in my hands. I have found several mark-

edly thickened membranes at operation which did

not appear so with the lipiodal picture and only

faintly suggestive in the ordinary roentgenogram.

TRE.ATMENT

If we feel reasonably sure that a chronic infec-

tion exists, the least we can do first is to make an

intranasal window beneath the inferior turbinate,

irrigating the antrum once or several times. Wheth-

er we get pus or not has no significance. Such

aerations and irrigations, however frequent, will

not cure a very badly diseased antrum of the type

I have described in the preceding pathology. After

having made a large intranasal window in the in-

ferior meatus, I generally introduce a nasopharyn-

goscope into this opening and observe the lining

membrane of the antrum. We cannot see all of the

antral mucosa but enough of it can be viewed to
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add materially to our decision whether to do a

Caldwell-Luc operation or not.

Many patients, who have had symptoms for sev-

eral months or even longer and are really chronic

or subacute cases, can be cured by an intranasal

window. However, the number of cases who have

permanent destruction beyond repair is surprisingly

large. It is on these cases that I prefer to do the

most common radical antrum operation, which is

the Caldwell-Luc, under local anesthetic.

I believe in removing the entire lining membrane

from the antrum as nearly as possible in one piece.

The counter opening into the nose is made quite

large and well down to the floor and anterior angle,

extending about two-thirds the way to the posterior

wall of the antrum. In my experience the less after-

treatment they are given the better, with the ex-

ception of one washing about a week after opera-

tion and occasional mild probing of the nasoantral

window. I do not believe that a mucous membrane

flap from the nasoantral wall laid into the antrum

floor is a very successful aid in forming a new mem-

brane.

If we are not sure of the extent of the pathology

in an antrum, we do no harm by making a naso-

antral window resection first. After a few irriga-

tions we notice many times this window fills in with

granulation tissue and have to repeat the process

within a few weeks or months. Many times the

window will remain open and there will be very

little discharge but the associated systemic dis-

turbance, such as neuralgia, pains about the head,

neck and shoulders, still persists. It is in many of

such cases as these that a final Caldwell-Luc gives

most gratifying results.

Many ask how and when the mucous membrane

lining of the antrum regenerates after the Caldwell-

Luc. Recently this has been worked out very care-

fully on dogs by Knowlton and McGregor.® Their

conclusions were as follows: (1) One month after

the antral lining is removed, epithelial regeneration

is well established, and bone formation begins. (2)

Three months afterward epithelial regeneration is

complete and the canine fossa opening is nearly

filled in with bone. (3) Five months afterward

gland regeneration is well established and the muco-

periosteum as a whole looks almost normal. The

newly formed mucous membrane is of columnar

ciliated type of epithelium, contains glands and re-

sembles the normal mucosa of the antrum in every

respect.

We have often heard it said that we can secure

healing and return to normal of all chronically dis-

eased antra by simple ventilation through a large

intranasal window resection. If this is true, why do
we see so many noses with huge masses of polypi

filling almost the entire nasal cavity, all of which

are quite out in the open and well aerated?

Many are reluctant to do a radical antral pro-

cedure because of the sometimes rather severe local

reaction. It is true that we often have considerable

swelling of the cheek, sometimes subcutaneous hem-
orrhage with marked discoloration externally, and
oftentimes quite a dissatisfied group of relatives

upon first viewing the patient on the second or

third day after operation. But what is this com-
pared to the more or less constant severe agony
these patients go through before operation, many
times for months and years.

CONCLUSIONS

The less surgery we can do to obtain results the

better. Thus we start out with the simpler pro-

cedures first and, if we do not obtain results, we
pass on to the more radical. I believe that many of

the poor results claimed by some in radical antral

surgery are due to the coexistence of infection in the

other sinuses which has not been taken care of.

I have been doing the Caldwell-Luc operation on

antra as a last resort for nine years and the follow-

up results have been quite encouraging.
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Physiologic Effects of Nonliving Testis Grafts.
Carl R. Moore, Chicago {Journal A. M. A., June 14, 1930),

reports on three e.xperiments and concludes that the sper-

matozoon motility test provides a means of revealing the

presence of testis hormone in guinea pigs for periods as

short as ten days
;
yet by means of this test it has been

impossible to detect any hormone liberated from two auto-

plastic, whole testis grafts placed in subcutaneous pockets.

In the rat a cytologic study of the prostate gland and
seminal vesicles affords dependable methods of detecting

the absence of hormone for periods of from three to five

days. Here, also, two autoplastic, whole testis grafts in

subcutaneous pockets fail to delay the onset of castra-

tion changes for as short a period as two days. The auto-

lysis of nonviable testicular grafts does not liberate hor-

mone in amounts that can be detected by any means at

present known. Furthermore, the testis hormone is not

stored within the body but is excreted by the kidneys. A
continuous supply is necessary to maintain the secondary

sex characters in a normal condition. There is no known
acceptable evidence that nonviable testis grafts, i.e., grafts

that fail to become incorporated within the body and ac-

tively secrete, exert any immediate or remote beneficial

effect on the host organism.
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POSTOPERATIVE SUGGESTIONS

James F. Scott, M.D.

YAKIMA, WASH.

Postoperative conditions may come up in the

most simple cases that will, unless checked, lead to

grave consequences. A recent check on the mor-

tality statistics in the more common procedures,

appendectomy, thyroidectomy, cholecystectomy and

gastric ulcer operations, leads one to think mod-

estly of our much vaunted surgical progress. A
careful analysis of the deaths leads one to think

that the old causes, infection and hemorrhage, are

not now the determining factor in this lamentable

increase.

We take it for granted that every surgeon fully

appreciates the gravity of assuming the initiative

and is ever ready to give to the limit of his time

and ability to each case undergoing surgical treat-

ment. The past two decades have, through the ex-

perimental laboratories, developed a mass of infor-

mation that is of extreme importance to every pa-

tient. Unfortunately, the profession appears to

think that involved and frequent blood chemistry

tests are essential to in any way profit by this

knowledge. Nothing could be farther from the

truth.

The fact was empirically observed for some time

and a few years ago corroborated by physiologic

research, that a dog may live for weeks with a com-

plete ligation of the bowel, provided he be supplied

with abundant liquids, with sugar for nourishment,

chlorides kept up, and lastly and most important

the proximal bowel and stomach be prevented from

dilatation.

If to these be added morphine and digitalis, we

have almost the complete simple armamentarium

required for postoperative malaise that is the first

step in shock, ileus, bronchial irritation and anuria

which a little later heroic efforts with oxygen,

transfusion, etc. are powerless to control.

It follows without argument that every case

should be considered thoroughly beforehand. Again,

in a purely empirical way we have found out

that the old depleting cathartic was not only

needless but harmful, that a building up of the

cell fluids was required. If an emergency and de-

hydration exist, 1 to 3000 c.c. of 5 per cent glucose

with normal chloride solution should be given by

hypodermoclysis before anesthesia. If the abdomen

is distended, a duodenal tube should be introduced

through the nostril and kept there until the abdo-

men is flat, with frequent washing out by means of

hot water which the patient may drink at will,

provided that the return flow be free. A sudden

hemorrhage is practically the only condition in

which transfusion is needed in emergency cases,

which should be given subpectorally with good re-

sults and the least cardiac distress and it elimi-

nates typing.

In the same way that knowledge of a reasonable

innate stupidity is a valuable asset to any student,

we may think that a surgeon, recognizing a certain

clumsiness and laziness in himself, may do much
to benefit his patient by devising methods that may
be delegated to nurses and which otherwise may
go by default. Any nurse can easily put fluid under

the skin, but the intravenous method is forced to

wait until someone has time and inclination to do

it. One is not so sure that a sudden increase in

the volume of circulating fluid is any help to a

weakened heart muscle. In the tissues the fluid is

gradually taken up and passed on to the cells with

minimum work for the heart. The pain is negli-

gible, as morphine is considered both a cardiac

stimulant and a sedative to the nervous system

when given in small repeated doses. The dehy-

drated thyroid case, though rarely seen now, was

by far the most spectacular demonstration of the

benefit of water to a dehydrated organism, the

patient going from violent mania to a quiet sleep

in a few hours.

The gradual onset of toxemia is the usual start

of an abdominal case going wrong and, whether

this is an obstruction of the bowel, bile passages or

urinary tract, the decrease of blood chlorides and

the increase of blood urea are the same and should

always be thought of and examined for. Since treat-

ment of the condition is much simpler than the lab-

oratory test and is entirely harmless if the urea is

not increased, this leads away from delay and

ultra scientific methods. If we use the duodenal

tube over a period of days, we have practically the

same condition as a duodenal fistula with the drain-

ing away of the stomach acid and pancreatic juice,

which we know is very rapidly productive of an

upset in blood balance. That the tube will drain

away toxic matter from the lumen of the stomach

and bowel is entirely secondary in importance to

the fact that it constantly draws off gas.

We look on the stomach and bowel as being con-

tinuous and equally involved in minor distention.

This is the beginning of most cases of postopera-

tive ileus, and a tube introduced early will prevent

dilatation of the stomach and give more opportu-
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nity for retrograde peristalsis to empty the bowel,

thus preventing obstruction. So marked is this

result that an enterostomy is now a rarity in post-

operative work. We think the tube an advantage in

one respect. The patient may drink all the water he

wishes and, while apparently this all drains back,

we notice that in twenty-four hours he is less

thirsty and in a day longer he has usually caught

up with his water, while an enterostomy opening

drains water from the system and may close slowly

and leave adhesions.

There is apparently no advantage in a multi-

plicity of cardiac stimulants. Digitalin in large

amounts tends to keep up the cardiac vascular tone.

Shock is largely observed as the results of muscular

weakness. The involuntary muscle of the heart,

vessels, gastrointestinal tract and the conscious

weakness of the skeletal muscles are equally in-

volved. The lowering of blood pressure by dilata-

tion of the capillary system goes along with the

relaxation of the bowel wall with an ever increasing

tendency to accumulate gas and interfere with the

circulation in the thinning bowel wall.

An operative case that is not doing well, either

before or after section, is put on morphine sulphate,

grains 1/12, digitalin, grains 1/100, every hour,

if required to keep him comfortable. The duodenal

tube is introduced and kept free of mucus and large

quantities of water given for as long as necessary.

The head of the bed is raised one foot and glucose

5 per cent and saline 1 per cent solution introduced

under the skin. About 1000 c.c. every eight hours

for days is required. Stronger glucose solutions,

up to SO per cent, apparently have a stimulating

effect, but may locally injure the tissues. These

simple measures can all be carried out by a nurse,

and to that extent prompt and continuous treat-

ment are much more assured than more complicated

measures which must await the time of the sur-

geon personally.

The simple basal anesthetic, morphine and atro-

pine to control bronchial mucus, is considered as

good as the newer more powerful drugs given intra-

venously. Blocking of the regional nerves is carried

out while light gas oxygen anesthesia is being in-

duced. The time on the table is considered of major

importance; thorough work is not necessarily as-

sured by the length of time consumed.

A postmortem, if possible, should be secured in

any surgical case that goes wrong. Over a period of

years information thus secured is invaluable. We
are using the duodenal tube as a routine in post-

abdominal cases to prevent vomiting and dilatation.

We have discarded the Murphy drip, as it may
cause nausea, and use instead 1000 c.c. by hypoder-

moclysis in each case.

It is probable that a masterly simplicity of pro-

cedure, a firm hold on known methods, a constant

vigilance that anticipates trouble before it is forced

on one may help to bring our mortality rate back

to what European countries are now achieving.

CASE REPORTS

H. M., girl age 10 years, thin, anemic, anxious expression,

had been ill three days. Abdomen greatly distended, pulse

136, temperature 104,° greenish vomitus.

An immediate gridiron appendectomy was done. Much
free pus all over the abdomen. No stitches were intro-

duced; three strips of rubber dam to pelvis and right

kidney region and a hot moist dressing. This was done

with regional block and very light gas oxygen.

As soon as she was awake a small duodenal tube was
introduced and kept in for four days. Morphine was
given and glucose, 300 c.c. of S per cent in normal saline.

A stormy two weeks followed. Then a pus cavity opened

to the left of the sigmoid. Three weeks later she went

home and had an acute distention shortly. The nasal duo-

denal tube was introduced and retained two days. Symp-
toms have not since returned.

0. J., man of 44 years, came to the hospital in the

fourth day of an acute abdomen, with vomiting, greatly

distended, leaky skin, pulse 130, temperature 102.6.° A nasal

tube was introduced and syphonage started while he Was

being prepared.

A gridiron appendectomy was done. Incision was left

open and two strips of rubber dam introduced. General

peritonitis. The tube was left in the duodenum for four

days. He was flat and comfortable after the first thirty-six

hours. Glucose and saline were given freely by hypodermo-

clysis. He went home on the eighteenth day.

Woman, Mrs. D., age 34, complained of gas and nausea

for years.

Cholecystectomy was done, revealing chronic inflamed

gallbladder with many adhesions. The duodenum seemed

large, but no definite obstruction made out. The third day,

marked nausea and distress and weakness, pulse 136, no

distention. A duodenal tube was introduced with relief

very shortly after, which was retained three days. Follow-

ing this the patient improved and left the hospital on the

nineteenth day. It seemed probable that future partial

duodenal obstruction might be noted.

These three cases would have been desperately

ill without the use of the tube and it may have been

life saving in all.

Paroxysmai. Tachycardia in Pregnancy. Jacob Meyer,

Julius E. Lackner and Sydney S. Schochet, Chicago {Jour-

nal A. M. A., June 14, 1930), report two cases. They insist

that the recognition of paroxysmal tachycardia in preg-

nancy should put the obstetrician on his guard as to its

possible recurrence during labor. The decision as to the

time and method of terminating pregnancy is to be de-

termined in each case by evaluating as far as possible the

condition of the myocardium and the duration and severity

of previous attacks. Paroxysmal tachycardia is to be dif-

ferentiated from complications in labor, such as internal

hemorrhage; premature separation of the placenta, con-

cealed hemorrhage, shock or massive collapse of lung.
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PERINEAL ANESTHESIA IN OBSTETRICS*

Torleif Torland, ]M.D., F.A.C.S.

SEATTLE, WASH.

In our endeavor to relieve pain in labor and

make the ordeal of childbirth safer and more en-

durable for the mother, the whole armamentarium

of both general and local anesthesia has been util-

ized. However, in spite of extensive use of local

and regional anesthesia for many years in general

surgery, it is surprising how little this form of anal-

gesia has been applied in the realm of obstetrics.

The pioneers of local anesthesia in Europe, as

Braun, Schleich, Sellheim and Reclus, advocated it

many years ago, also for gynecologic and obstetric

use, but in this country it found only a few advo-

cates. Notably among these can be mentioned

Rucker, Hertzler, Gellhorn, King, iMeeker and

Frazer.

Perineal anesthesia by local infiltration was first

proposed by Braun and popularized in this country

by Gellhorn since 1913. This investigator had first

tried the pudic nerve block as originally introduced

by Sellheim but later on gave it up for local infil-

tration. Gellhorn’s work did not gain much atten-

tion. “Only a flicker of interest was evidenced here

and there,” as he expresses it himself in his latest

contribution in 1927.

The incentive for my own interest in this field

was derived principally from an article appearing

in Surgery, Gynecology and Obstetrics in 1916 by

King of Denver. He describes his technic of nerve

block for analgesia and relaxation of perineum dur-

ing labor. This article is made particularly inter-

esting by his excellent anatomic investigations and

his descriptions of the female perineal fascial planes

and nerve supply. His work has not aroused the

interest it deserves.

During the last eight or ten years I have used

the perineal block as a routine in practically all

primiparae and in many multiparae. I have inject-

ed in several hundred cases without complications

or untoward results. In one single case I had a

transient syncope with sudden paleness, cold per-

spiration, thready weak pulse, evidently caused by

injecting the novocaine into the blood stream. In

a few minutes the condition was normal, without

any further treatment. But one must, of course,

always guard against this eventuality by first ascer-

taining whether the needle is in a v’ein or not. This

can easily be done.

* Read before Kine County Medical Society. Seattle,
Wash., March 24, 1930.

King, in his series, had a few cases of small areas

of necrosis in the labial mucosa. This condition is

produced when too much adrenalin is used. One
should, therefore, never use more than 1 drop of

1/1000 adrenalin to each 3 c.c. novocaine solution.

This is quite sufficient, and has in my practice

never produced any necrosis.

Technic. I have closely followed King’s with a

few modifications. For each case I always have a

local anesthesia set sterilized and prepared on a

special tray. This consists of a 5 c.c. Luer syringe

iHth several needles, one very fine for the initial

wheal and one or two larger for the deep injection.

Besides this I have two ordinary medicine glasses,

one for mixing and the other for saline, besides

ampoules of 2 per cent novocaine solution with

adrenalin.

It is essential here, as in all general surgery,

where consciousness is retained, to precede the

anesthesia with some form of twilight sleep, wheth-

er this be the original German first stage twilight

sleep, or the Gwathmey rectal ether-oil instillation,

with or without morphine and magnesium sulphate,

or only a single injection of morphine or morphine

and scopolamine. As practically all my patients,

at least all the primiparae, have either the real

twilight sleep or Gwathmey ether instillation for

their first stage, they usually come to the second

stage of expulsion, more particularly to the peri-

neal stage, in such a condition of hazy memory

and diminished sensation that any further injection

of hypnotic before the perineal blocking as a rule

is unnecessary.

Everyone doing these injections must know the

anatomy of the perineum. I shall not tire you with

a minute description which is unnecessary. It is

sufficient for the purpose of this subject to remem-

ber the Colles’ fascia which is considered the most

sensitive part of the perineum, and which in reality

only is the lateral extension of the hymen, and,

therefore, lies on the same depth level as this struc-

ture. Under this fascia on both sides of the vagina,

extending from the rectum and almost up to the

symphysis pubis, is a long narrow space called the

ischiorectal fossa. This space is filled with loose

areolar and fatty tissue and contains the principal

nerves and blood vessels supplying the perineum

and vulva. This fossa can be divided in two tri-

angles, the anterior and the posterior, by a line

drawn from one tuberosity of the ischium to the

other. This line will go approximately through the

perineum midway between the anus and posterior
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vaginal commissure. In the anterior triangle thus

formed will be found the pudic nerve and branches

of the perineal and genitocrural. In the posterior

space is located the principal branch of the perineal

and branches of the hemorrhoidal and sacral nerves.

It is easily understood, therefore, that by one in-

jection each in those two triangles (bilateral, of

course) the whole nerve supply of the perineum

and vulva can be blocked and completely anes-

thetized.

The injection is very simple. One-half and 1 per

cent novocaine solution is used. The pubic arch

must be palpated to be sure of land marks. In the

anterior triangle the needle is inserted 2-4 cm.

above the lower margin of the vagina and 2 cm.

from the rami. The needle is passed 2-4 cm. deep

until the resistance of Colies’ fascia is felt. This

is pierced and 3-5 c.c. of a 1 per cent novocaine

solution injected. King advocates a 2 per cent solu-

tion, but I have personally found 1 per cent to be

quite satisfactory.

In the posterior triangle the needle is inclined

laterally and entered at a point midway between

the anus and the tuberosities to a depth of 4-5 cm.,

and 5-10 c.c. of a one-half per cent solution is in-

jected on each side.

Discussion. Most frequently injection in the an-

terior triangle alone will be found sufficient to pro-

duce the necessary analgesia and relaxation. Only

when there is an exceptionally tight narrow vaginal

outlet, where one might expect multiple, deep lac-

erations of second or even third degree, is it of ad-

vantage also to inject in the posterior triangle.

It is easy for anyone who is familiar with the

mechanism of labor to distinguish between two dis-

tinct types of pains. First are the pains of dilata-

tion produced by pressure on the sacral nerves, but

as the head descends there will be tearing and

stretching on the pelvic floor and the perineal

muscles. There can be no question but these last

pains are more severe and agonizing than those of

dilatation. The first stage pain can at any rate be

made quite endurable, and in most cases can be

almost eliminated from memory by twilight sleep,

Gwathmey or light ether anesthesia, while the latter

type, the expulsion pains, ordinarily needs a deep

ether unconsciousness.

For those of us who did obstetrics in the days

when severe pain was supposed to be an unavoid-

able part of childbirth, an almost religious neces-

sity, and when, therefore, anesthetics of any kind

seldom were used, it was easy to distinguish be-

tween the ordinary light pain or dilatation and

the real bearing down pains, where the head was

forcing its way through the pelvic floor, tearing

and stretching the perineal muscles and fascia. At

this stage, when the suffering is at its highest and

the patient begs and prays for relief, it is then

that we can apply this local perineal anesthesia to

the best advantage.

The effect is most striking. A few moments after

the injection has been given the patient undergoes

a complete change. The groaning and moaning is

still present but the piercing, agonizing shrieks of

the bearing down pains disappear as by magic. The
perineal muscles relax, the vaginal outlet gaps

widely, and the presenting part passes out through

the paralyzed opening, very frequently without any

lacerations whatever. Furthermore, the ether or

gas anesthesia which practically always otherwise

is necessary, can usually be reduced to a minimum,

frequently be omitted. If episiotomy is found nec-

essary or lacerations occur, they can easily and im-

mediately be repaired absolutely painlessly and

with a minimum loss of blood, due to the effect of

adrenalin.

I have always been in the habit of doing imme-

diate repair of lacerations, while I was waiting for

the proper time for expulsion or expression of the

placenta. The argument used against this has

mostly been that the increased amount of anes-

thetic needed for this, and given before the uterus

could contract properly, predisposes to postpartum

hemorrhage. My experience disproves this theory.

But for those who believe otherwise, the use of a

local anesthetic during this repair and consequently

the elimination of additional anesthetic should cer-

tainly be most satisfactory, and will enable one to

do immediate repair without trembling and fear of

postpartum hemorrhage.

When to this can be added the absolute assur-

ance that this perineal anesthesia has no remote

results, has no influence on the uterine contractions,

that there are no higher incidence of necrosis or

infection, no difference in wound healing, and that

it can without much experience be used by anyone

in the home as in the hospital, it seems to me that

we have here a method of considerable importance,

worth further investigation and more extended use.

In a day of moderate activity a man’s heart does enough

work to lift a man 1,000 feet. Even in a day spent lying

in bed the heart does enough work to lift a man weighing

ISO pounds up a hill 500 feet high. Thus it adjusts its

effort to the needs of. the body. During an athletic contest

it meets the demand of the muscle for blood by working

three and a half times as hard for short periods. Dr.

B. C. H. Harvey tells these interesting facts in his lessons

in human anatomy now appearing in Hygeia, the health

magazine of the American Medical Association.
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.ASYMPTOMATIC SYPHILIS

A STUDY OF ONE HUNDRED TREATED CASES *

S. E. Light, M.D.

SAN FRANCISCO, CALIF.

Modern syphilologists agree that most cases of

asymptomatic (concealed, latent) syphilis should

be treated, but the modern literature is surprisingly

meager in suggestions and experiences regarding the

extent and results of this treatment. It was thought

that a brief report on a group of such cases would

be of interest.

One hundred cases under treatment and obser-

vation at Stanford were selected for study. These

were taken consecutively and without prejudice as

to outcome. Each had been under treatment

eighteen months or more. Physical examinations

prior to the institution of treatment had revealed

no luetic lesions and they were in apparently good

health. Diagnosis in each case was made on the

\Yassermann reaction and history.

Treatment in each case was individualized, but,

insofar as possible, it followed a general plan.

The majority were put on potassium iodide with

mercury inunctions for the first two to five weeks,

and these were followed by courses of neoarsphena-

mine, alternating with courses of bismuth. Treat-

ments were given at weekly intervals. A course

of neoarsphenamine consisted of ten injections of

from 0.45 grams to 0.9 grams each, and a course of

bismuth comprised twelve injections of 0.2 grams

each of the insoluble metal. A rest of one or two

weeks was allowed between courses, and the \Vas-

sermann and urine were checked at frequent in-

tervals. In a number of cases a course of mercury

was occasionally substituted for one of bismuth.

In fourteen resistant cases, after courses of bis-

muth, neoarsphenamine and mercury had failed,

bismaren was tried with no better success. This

was surprising in view of the very favorable re-

sults reported by some writers.

For the purpose of study, the cases were divided

into four groups and a chart of averages prepared

(see table 1). Group I consists of thirty-three

cases which became permanently Wassermann-

negative under treatment and have remained so to

date. Of these, eighteen have also had the spinal

fluid checked. These cases will be closely observed

until in each case five years of frequent negative

\Yassermann reactions have elapsed. If physical ex-

aminations and spinal fluids also remain negative,

• From the Dermatologic Clinic of Stanford Univer-
sity School of Medicine.

they will be considered clinically cured, but will be

Instructed in the future to report at least once a

year for check up. The average length of treat-

ment in this group was twenty-four months. The

average number of months of treatment, before

permanently negative bloods were obtained, was

twelve, and the total average period of observation -

to date has been thirty-five months.

Group II consists of thirty-seven cases with un-

certain erratic \Yassermann reactions, sometimes j

negative and again weakly positive. This type of |

patient is rather exasperating to the physician.

Just when he and patient are encouraged by a series

of negatives, there may be a positive with no ap-

parent cause. One dislikes to discontinue active

treatment when a permanent negative is apparently

so near, yet in fairness to the patient it cannot

be continued indefinitely. The average treatment to

date in this group is twenty-seven months.

Group III represents the typical so-called “\Yas-

sermann-fast” case. The patient is in good health,

but the blood remains strongly positive, and no

amount of treatment seems to alter it.

Group lY consists of three cases, in whom treat-

ment seemingly failed to control the disease. Two,

after thirty-six and twenty-one months of treat-

ment respectively, were found with positive spinal

fluids. These spinal fluids, however, had not been

checked previously. Another case, after a total ob-
,

servation of forty months, developed an aortitis,

and died with an intercurrent nephritis.
|

Age incidence. The ages ranged from eighteen to
j

sixty years. However, all but a few were in the

thirties, the average being thirty-six. There was
j

a definite age increase noted in group HI over

groups I and H.

Early lesions. A large percentage of the men in

each group recalled definite primary and secondary

lesions, whereas most of the women denied any
,

knowledge of primaries and secondaries. In gen-

eral, a little more than half (fifty-three per cent)

of the patients denied any knowledge of infection.

Duration of disease. Of the forty-seven per cent

that recalled the approximate date of infection,

the average duration was eleven years. .Average

durations in groups I, II and HI were nine, eleven

and sixteen years respectively, suggesting an in-

crease of resistance to treatment in those of longer

duration.

Previous treatment. .Approximately thirty-three

per cent of the patients in groups I and II had had

previous inadequate treatment elsewhere, but only
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Table 1.

GROUP I GROUP U GROUP m GROUP IV

Male

Female

Totals

or

average

Male

Female
Totals

or

average

Male

Female

Totals

or

average

Male

Female
Totals

or

average

Grand

total

or

average

Number of cases 17 16 33 19 18 37 IS 12 27 3 0 3 100

.Average age 38 32 35 36 34 35 43 37 39 28 0 28 36

Number who denied early lesions 4 14 18 4 IS 19 6 10 16 0 0 0 S3

Average duration in years

(where known) 8 11 9 11 11 11 18 6 16 10 0 10 11

Number previously treated elsewhere 5 6 11 8 4 12 2 0 2 3 0 3 28

.Average months of treatment here 23 26 24 27 27 27 24 30 27 33 0 33 26

Average months of treatment

before blood remained negative 11 12 12

Number of pyogenic foci .... 0 1 1 7 6 13 6 6 12 1 0 1 27

Asymptomatic syphilis, one hundred treated cases. Group I, Wassermann-negative cases; Group II, Wassermann-
erratic cases; Group III, Wassermann-fast cases; Group IV, cases not controlled by treatment.

seven per cent of those in the Wassermann-fast

group gave any history of previous treatment. This

would bear out the theory that any treatment,

however inadequate, is of value.

Duration of treatment. The minimum period of

treatment was eighteen months and the maximum

seventy-two, the average being twenty-six. An effort

was made to continue intensive treatment for at

least a year after the blood became permanently

negative.

Permanent negative Wassermanns. Permanent

negative Wassermanns were obtained in some cases

at the end of the first three months of treatment,

in two cases after twenty-two and thirty-six months

respectively, but the average response was eleven.

Pyogenic foci. The relative freedom from chronic

pyogenic foci (three per cent) in group I is quite

striking, as compared to thirty-five per cent in

group II, and forty-four in group III. Were it

possible to eradicate these foci, thus greatly im-

proving the patient’s general resistance, it is as-

sumed that response to treatment would be ac-

celerated.

SUMMARY

One hundred cases of asymptomatic syphilis,

each with thirteen or more months of treatment,

are reviewed. Thirty-three were permanently

Wassermann-negative, thirty-seven were presenting

erratic Wassermann reactions, twenty-seven were

truly Wassermann-fast. Two had been found with

positive spinal fluids, and one had developed an

aortitis and died with intercurrent nephritis. Except

for the last three all were in apparently good
health.

The low percentage of previous treatment and
the high percentage of pyogenic foci in the Wasser-

mann-fast group were quite striking.

The effectiveness of treatment seemed to vary

with age of patient, duration of disease, previous

treatment and pyogenic foci.

Psittacosis. L. W. Gorham, Albany, N. Y., and F. G.
Calder and J. D. Vedder, Johnstown, N. Y. {Journal .4.

M. A., June 7, 1930), describe five cases of acute infec-
tious disease, all occurring within a relatively short period
among the members of a single household into which there
had recently been brought a sick parrot. There was nothing
remarkable in the clinical aspect of this series of five
cases. The symptoms and physical signs found were those
usually encountered in grip, pneumonia or the enteric
group of fevers. The white blood counts were uniformly
low. Cough when present was unproductive. As a rule the
temperature was high and the pulse relatively low. The
bacteriologic study of the blood and stools was entirely
negative. The one distinctive point in connection with this
series of cases is that every one of the patients was proved
to have had close and intimate contact with a sick parrot
which arrived in this country from Colombia. House epi-
demics of an unusual form of pneumonia have been en-
countered in which there was no contact with sick par-
rots. One is not warranted, however, in hastily drawing
the conclusion from this that all previous epidemics of
psittacosis were simply examples of an unusual type of in-
fectious disease, and that the fact that a sick parrot was
in the household was merely a coincidence. Although
a few rare instances have been reported in which the dis-
ease apparently passed from one individual to another, this
type of transmission is decidedly unusual and is denied
by numerous authors. Hence the danger of an epidemic
of serious proportions does not exist and there are no
grounds for undue public excitement or apprehension. The
etiologic agent in human psittacosis has not yet been def-
initely established. There is no convincing proof that the
bacillus described by Nocard is the cause. Recent studies
in England strongly suggest the possibility that a filtrable

virus is responsible for the infection both in parrots and
in man, and this work has been confirmed recently in this

country.
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IRREGULARITIES OF THE PULSE

R. T. Scott, B.S., M.D.

LEWISTON, IDA.

Every man engaged in the practice of medicine

is daily palpating the radial pulse and auscultating

the precordium. of his patients. In doing so he fre-

quently notes irregularities, and it is to the signifi-

cance and interpretation of the more common of

these that I wish to draw your attention. It is not

the diagnosis of the cardiac irregularities by means

of mechanical methods which I wish to discuss, but

rather the diagnosis without these aids. The tre-

mendous importance of mechanical methods as the

polygraph and electrocardiogram in the diagnosis

of these irregularities is appreciated by all, but the

great majority of men in practice have neither the

facilities nor training to be able to apply these

methods in the solution of their problems. For the

purpose of our discussion let us forget the mechani-

cal methods, and see how we may diagnose these

irregularities without them; and having made a

diagnosis, give a rational prognosis, if possible.

Lewis^ says that the alert practitioner wall be

able to diagnose the great majority of these dis-

orders without any mechanical aids. Gilbert^ for

example, says that one should be able to diagnose

auricular fibrillation with the fingers on the radial

pulse. Christian,® in his recent Oxford IMonograph

on the diagnosis and treatment of diseases of the

heart, says, in speaking of the polygraph and elec-

trocardiograph, “these instruments often help but

they are not indispensable, and without them the

trained clinician can render to his patients satis-

factory service both in diagnosis and treatment.”

In order to approach the clinical side of this sub-

ject with understanding, one should have clearly in

mind the mechanism controlling the heart beat in

health, and with this as a basis the changes in the

mechanism which give the various clinical findings

may be more clearly understood. It seems to me
that if, when one makes a diagnosis, say of auricu-

lar fibrillation, he has a clear mental picture of

what is going on in that particular heart, he derives

a great deal more pleasure from his work. Again,

if he knows what is going on in that fibrillating

heart, he is in a better position to understand how

digitalis and quinidine will help it. So, I believe,

it would be time well spent to take a few minutes

and review the mechanism controlling the heart

beat, taking up the abnormal mechanism in con-

• Read before a meeting of Nez Perce County Medical
Society, Lewiston, Ida., Dec. 19, 1929.

junction with the clinical recognition of the various

disturbances.

Some of the irregularities are impossible of recog-

nition by any other than mechanical means, but

as I have said before, it is only the more common
disturbances that I wish to discuss. I do not mean
to imply that I have anything new or original to

offer concerning these irregularities and their de-

tection, but simply hope to correlate and organize

into a more useful mass certain well known facts,

and perhaps arouse more interest in these always

interesting cases. Due to the greater dissemination

of knowledge concerning heart disease in the past

few years, more people are becoming conscious of

their hearts, and often will note irregularities in their

own heart beats. It devolves upon their physician,

when he is consulted about some such noted irregu-

larity, to be able to appraise it for its true value,

because not all cardiac irregularities, as you well

know, bear an equal prognostic importance. Let me
emphasize that the mere irregularity itself should

not form the entire basis of judgment, but certain

facts in the patient’s history and physical examina-

tion must be taken into account. Given a patient

with an irregular pulse, it makes considerable dif-

ference to the examiner whether he be ten or fifty

years of age, whether he has had S3qihilis, is recov-

ering from an acute infection, has some swelling of

the ankles, has hypertension, a murmur over the

mitral area, a tender liver, hyperthyroidism, or is

perhaps a heavy smoker, and other pertinent facts

which will bear no small part in the appraisal of

the significance of the irregularity.

In the normal heart the impulse originates in the

sinoauricular node, a network of spindle-shaped

fibers lying at the upper end of the sulcus termi-

nalis, embedded in the muscle tissue of the right

auricle at the base of the superior vena cava. From
this, the pace maker, impulses arise and spread over

the auricular muscle to the auricular ventricular

node, and from here by means of the bundle of

His to all parts of the ventricles. The pace maker

is under the influence of the vagi, particularly the

right, which exert a restraining influence on the

node at all times. Removal of the vagus effect by

section or atropine will result in a very rapid rate,

while, conversely, stimulation of the vagus slows

the rate.

The various irregularities of the heart beat may

be considered as resulting from one of two major

influences, something which affects the normal ini-

tiation of the impulse, or something affecting the

conduction of an otherwise normal impulse. Clini-
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cally, we see irregularities resulting from varied

causes, as syphilis, acute infections, fatigue, tobac-

co, indigestion, myocardial degeneration, coronary

sclerosis, etc. The actual changes which take place

in the heart muscle or conducting tissue to initiate

the abnormal rhythm are not always definitely

understood. Probably no one cause is the determin-

ing factor in all cases, but rather a combination of

influences.

Carter et aP advance the theory, with experi-

mental data for support, that all the abnormalities

in rhythm may possibly be explained on the basis

of local circulatory deficiency. These areas of de-

ficient blood supply will suffer from an inadequate

removal of the products of tissue metabolism or an

insufficient supply of oxygen in that area. An ac-

cumulation of waste products, resulting in an in-

crease in hydrogen ion concentration in the tissue

locally, may produce a localized block. Or if the

pH rises to a higher point in the tissues, we may
have increased irritability with spontaneous excita-

tion in the area. This is an interesting explanation,

since they have shown by experiments on the iso-

lated dog’s heart, that they may vary the rate at

will by simply changing the pH of the perfusing

fluid. They were also able to very the rate of con-

duction by changing the pH of the perfusate. They

emphasize that, whatever the fundamental process

in the development of the cardiac rhythm may be,

it takes place more rapidly the more alkaline the

fluid bathing the tissue of the heart. Moreover, the

excitation is retarded the more acid the fluid. The

propagation of the excitatory impulse varies as the

pH varies. They suggest that for the spontaneous

development of excitation in the heart there must

be maintained a certain difference in pH within

and without the tissues.

Vaughn® tells how Lewis has studied the initia-

tion and character of the early heart beat by re-

moving the organ from two or three day old chick

embryos, and studying them in Lock’s solution. He
showed that the rate varied definitely with changes

in temperature, carbon dioxide tension, pH and

salt content of the medium. He found also that he

could produce complete heartblock by an abrupt

rise in temperature of the Lock’s solution and a

return to normal rhythm on lowering the tempera-

ture. Since these hearts contain no auricular ven-

tricular bundle, the block cannot be due to an in-

jury here, as is commonly considered to be the case

in heart block seen clinically.

Smith,® in studying the effects of ligation of the

coronary vessels, found that various arrhythmias

may be initiated by the production of a localized

ischemia. Burnett and Pilz^ studied a series of one

hundred cases following the acute infections, mostly

influenza and common colds, and noted many ir-

regularities and disturbances of rhythm. They state

that there is no apparent relationship between the

severity of the initial infection and the disturb-

ances which may follow. Hamburger® reports in-

volvment of the auricle and conduction system in

influenza, and shows that the effect may vary from

extensive damage, resulting in early death to the

transient changes noted during the course of the

disease.

Hoskin® from a study of the hearts in convales-

cent diphtheria patients concluded that disturb-

ances in rhythm are common, and are of enough

import to warrant electrocardiographic studies be-

fore they are discharged. Jones and White^® cite

two cases of heart block developing during the

course of diphtheria, one of them persisting for

nineteen years. Thus we see that myocardial in-

volvement during the course of the various acute

infections may be first noted as some disurbance

in rhythm. While many of the disturbances may
only be detected by the electrocardiogram, still

some of them will be noted by the usual clinical

methods, if one has them in mind at the time.

Straus and Hamburger^^ report three cases of gall-

gladder disease which showed permanent extrasys-

toles, and following cholecystectomy, the arrhyth-

mia disappeared permanently in two and tempo-

rarily in one. They point out that extrasystoles

associated with abdominal disease are due to a re-

flex disturbance through the vagus, associated prob-

ably with increased irritability of the myocardium

from absorbed toxins.

The cardiac arrhythmias are commonly divided

into the following types: (1) Sinus arrhythmia,

(2) heart block, (3) extrasystoles, (4) paroxysmal

tachycardia, (5) auricular flutter, (6) auricular

fibrillation, (7) alternation of the pulse.

Sinus arrhythmias. These are irregularities pro-

duced by an interference with the conducting me-

chanism at the point of origin of the impulses, the

sinoauricular node. These irregularities are com-

monly divided into two types, respiratory irregu-

larities and those not associated with respiration.

Those associated with respiration are by far the

more common, and make up the greater proportion

of this group. They are usually easily recognized.

The great majority of irregularities seen before the

age of ten or twelve are of this type. On examina-

tion they are seen to be a gradual rising and fall-
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ing of the rate, synchronous with inspiration and

expiration. The apex and radial pulse correspond.

They are of little significance, since they are merely

the exaggeration of a normal phenomenon. Grave

mistakes may be made by the erroneous interpreta-

tion of such an arrhythmia in an otherwise normal

child and thus condemning him perhaps to years

of semiinvalidism. Especially is this easy to do if

he is possessed of nervous and overanxious parents.

Heart block. This is an arrhythmia, in which the

impulses traveling from sinoauricular node to ven-

tricle are blocked, resulting in a delay or lack of

response by the ventricle to the auricular impulses.

The simplest block is merely a delay in ventricular

response to auricular stimulation. A somewhat fur-

ther degree of block is seen where the ventricle

occasionally does not respond to stimulation, or

rather we may say, received no stimulation, and

we have a dropped beat. The frequency of these

dropped beats will vary, depending upon the degree

of block. The highest degree is complete block, a

condition where no stimuli pass from auricle to

ventricle. When this happens we see the ventricle

initiating its own rhythm, so-called idioventricular

rhythm, which is usually around thirty-five per

minute.

Heart block is not one of the more common ar-

rhythmias, it with auricular flutter, paroxysmal

tachycardia and sinus arrhythmias making up only

fifteen per cent of the cardiac irregularities accord-

ing to Lewis.^ Heart block of the chronic type in

the great majority of cases is due either to rheu-

matic fever or syphilis. Mild temporary grades of

heart block are seen in many of the fevers and are

no occasion for immediate alarm. The actual block

may result either from damage to the auricular

ventricular bundle, which need not necessarily be

widespread, or from a diffuse involvement of the

cardiac muscle. Senile conditions account for some.

The symptoms associated with heart block may
arise from the disturbance in rhythm, but most

often are due to a widespread involvement of the

cardiac muscle, due either in most cases to a pre-

ceding rheumatic fever or a luetic infection. In the

former instance we may see precordial sensations

of discomfort associated with the dropped beat, or

in case of a complete block the individual may lose

consciousness due to the extremely slow rate. In

the second type symptoms are due to the inability

of a failing myocardium to carry on successfully.

Any case of heart block demands a searching in-

vestigation into the condition of the cardiac muscle.

Its clinical recognition is relatively easy. On pal-

pating the radial pulse there is observed to be a

dropped beat every second, third or fourth pulsa-

tion as the case may be, or perhaps a beat is drop-

ped at rather irregular intervals. If one listens over

the precordium while palpating the radial pulse, it

will be noticed that no impulse is heard here at the

time the impulse is dropped at the wrist.

Heart block should always be differentiated from

extrasystoles which may be done. It should be re-

garded as evidence of damage to the heart muscle

and conducting mechanism. As a rule, these cases

are serious and any judgment passed should be

based on the integrity of the cardiac muscle. Clini-

cally one must also differentiate complete block

from a sinus bradycardia which is usually seen fol-

lowing the various fevers and prolonged nervous or

physical fatigue. A rate of thirty-five or below

usually means complete block. This is not affected

by exercise. Mild grades of heart block usually dis-

appear on exercise.

Extrasystoles. These may be defined as beats

which take place prematurely in the cardiac cycle

in response to pathologic impulses. These prema-

ture beats occur in response to an impulse which

originates in some portion of the auricle or ventri-

cle rather than in the pace maker. These impulses

arise as a result of increased irritability in that

portion of the heart initiating them. This may be

the result of various causative factors, such as ex-

trinsic nervous influences, toxic absorption from

some acute or chronic infection, various drugs as

digitalis and barium, and certain structural changes

in the myocardium. They may arise in hypertensive

hearts, the heart in pregnancy, or they may be

found during fatigue or emotional excitement. Ex-

cessive accumulation of gas in the stomach may
initiate premature contractions. Alcohol and tobac-

co are at times etiologic factors.

Premature systoles are among the most common
of the cardiac irregularities. According to Lewis^

they occur in the lifetime of every adult person. In

a series of twelve hundred electrocardiograms taken

at the ^lichael Reese heart station, eleven per cent

were premature contractions (Hamburger^^).

White,^^ in a series of observations on fifteen hun-

dred consecutive heart cases, found two hundred

and fifty or seventeen per cent with premature

beats. Of these one hundred and forty-seven, or

about three-fifths, did not and approximately two-

fifths did show organic heart disease. Of further

interest is the fact that among the cases without

organic disease five-sixths of the extrasystoles were

of ventricular origin. The cases in this series which
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had organic heart disease averaged fifty-eight years

of age, while the nonorganic group had an average

of forty-three years. From these figures it appears

that extrasystoles are of more serious import in an

individual of fifty-five years than in one of forty,

also that in any case of extrasystoles the chances

are three to two against an associated organic dis-

ease.

Extrasystoles are seen most often in neurotic

young adults, as they are more apt to consult a

physician for some disturbance in their chests. The

symptoms associated with extrasystoles will vary

greatly, depending upon the nervous temperament

of the individual. The phlegmatic patient will

either not notice them, or if he does will be little

disturbed. The neurotic individual, on the other

hand, may be greatly upset by the queer thumping

in his chest. The nervous patient may complain

that they are more frequent at night just as he is

about to fall asleep, others that they follow a heavy

meal. Heavy smoking or emotional excitement may
initiate the onset of a series of premature contrac-

tions. The actual contraction usually causes no

disturbance; it is the pause which follows that

causes the discomfort. If the contractions follow

one another rapidly for any length of time, the in-

dividual may show considerable anxiety, numbness

of the extremities, etc. The extra beats are not in

themselves serious, but must nevertheless be taken

as evidence of some pathologic condition in the

heart.

One may often see otherwise healthy individuals

who are temporarily affected, and if the cardiac

muscle seems normal otherwise, no undue signifi-

cance should be attached to them. Since they are

often associated with serious heart disease, their

presence should be sufficient to initiate a searching

inquiry into the condition of that particular myo-

cardium. It is noted above from White’s^® figures,

that extrasystoles are of considerably more serious

import in a man of fifty than in one of twenty

years. The chances are that in the former they are

evidence of considerable myocardial damage, while

in the latter they are probably a purely functional

disturbance. Smith’^^^ states that in his experience

about ninety per cent of extrasystoles are found in

patients with otherwise normal hearts.

The diagnosis may be readily made by ordinary

methods of examination. In fact, one may at times

be able to make a diagnosis from the history. For

example, if a young man comes complaining of his

heart, saying that at times it will give a powerful

thump, seem to turn over in his chest, stop entirely

for what seems to be a long time, or performs other

curious movements, finally resuming its regular

rate, one may be fairly safe in saying that he is

suffering from extrasystoles. If these occur during

examination, one notes that, while the radial pulse

is quite regular for a time, there is suddenly a

dropped beat which may occur at irregular or regu-

lar intervals, such as every third or fourth beat.

However, if the examiner places his stethoscope

over the precordium, he notes this is not truly a

dropped beat at the wrist, but that a weak beat

occurs prematurely in the cardiac cycle which is

not, however, strong enough to produce an impulse

at the wrist. He will also note what is called the

compensatory pause, that is, the extra beat which

is thrown in ahead of time, so to speak, leaves the

ventricular muscle in a refractory state so that it

is not able to respond to the regular impulse when

it comes and there is a pause until the next regular

impulse stimulates the ventricle to contraction. So

the next ventricular impulse falls at the time it

would have, had not the extrasystoles occurred.

This compensatory pause does not occur when the

pathologic impulse arises in the auricle. We see,

then, that by listening over the precordium, while

palpating the radial pulse, one may usually differ-

entiate extrasystoles from true dropped beats or

heart block. Another point in diagnosis is that,

since it is well known exercise improves conduc-

tion in the heart, these extrasystoles will usually

disappear on exercise.

Paroxysmal tachycardia. This is a condition

where the heart beats very rapidly but regularly,

usually one hundred and thirty to two hundred per

minute, the attack stopping and starting suddenly.

They are the result of an ectopic focus which tem-

porarily overshadows the sinoauricular node and

dominates the cardiac rhythm. This ectopic focus

may be in the auricle or ventricle.

The majority of these cases are between the ages

of twenty and thirty, although the condition may
occur at any age. They may be the result of vari-

ous conditions, often following an infectious dis-

ease. The attack may follow sudden exertion, a

heavy meal, emotional disturbances, and flatulence

or other digestive disturbances may initiate the at-

tack. While the hearts subject to attacks may show

signs of myocardial involvement, the majority do

not. White^ states that from his figures the chances

of a patient with paroxysmal tachycardia having no

evidence of heart disease are two to one- Laidlaw'^

says that, if associated with any evidence of heart

disease, it is more commonly mitral stenosis, and a
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heart with mitral stenosis may be able to carry on

very well until an attack of paroxysmal tachycardia

occurs, when signs of heart failure may be pre-

cipitated.

The symptoms will vary according to the nervous

temperament of the patient and the duration of

the attack. Very few patients are so phlegmatic

that they are not conscious of an attack. However,

the extent of the mental distrubance may vary con-

siderably. The attacks always come on suddenly,

the patient being conscious of a sense of palpitation

or fluttering in the chest, at times with considerable

discomfort. If the attack lasts over half an hour,

generalized effects, such as lassitude, drowsiness,

coldness and sweating may be seen. Later saliva-

tion, with nausea and vomiting, may appear. If

the attack persists for a period of several hours or

days, we finally see the signs of heart failure, cya-

nosis, edema, cough with blood tinged sputum, a

palpable liver, and if the attack persists, death may

result.

The attack may stop as suddenly as it began,

and the condition of the patient changes so rapidly

as to appear almost magical. While this discussion

does not include the treatment of these conditions,

it is interesting to note some of the methods which

may produce the sudden cessation of an attack of

paroxysmal tachycardia. Bending over and placing

the head between the knees seems at times to stop

the attack. Ice over the precordium may at times

seem to have a beneficial effect. The more com-

monly used method, and one which seems to be

effective in about fifty per cent of the cases, is pres-

sure over the vagus. This procedure at times ap-

pears to cut short an attack. In this connection

Carter and Wedd^^ report an interesting case of

paroxysmal tachycardia, in which the patient could

initiate and stop the paroxysms of tachycardia at

will. This would seem to show there is some times

at least an extracardiac factor in this arrhythmia.

Points to remember in diagnosing paroxysmal

tachycardia are the sudden beginning and ending

of the tachycardia, its control often by pressure on

the vagi; the ventricular rate is unchanged by any

change in position or by exercise.

Auricular flutter is a condition in which the auri-

cles are beating very rapidly, two hundred to three

hundred per minute, but all the auricular impulses

not going through to the ventricle which responds

only to every second or third beat of the auricle.

Lewis and his coworkers have shown that the im-

pulse travels in a never ending circle through the

auricular muscle, the so-called circus movement.

The auricular ventricular node, having a refractory

period longer than the ventricular or auricular mus-

cle, the impulses arrive while the node is in a re-

fractory state, and are thus not transmitted to the

ventricular muscle. It is usually a two to one block

which prevails, and we see a ventricular rate of one

hundred to a hundred and fifty.

Auricular flutter is one of the uncommon ar-

rhythmias, and its recognition other than by gra-

phic methods is not easy. It may occur at any time

of life but commonly appears in patients in the lat-

ter half of life, as the conditions producing it are

usually various forms of myocardial degeneration.

Diphtheria, rheumatism and syphilis are also listed

as causative agents.

Even though diagnosis by other than graphic

methods is not easy or always possible, there are

certain clinical observations which will lead one to

strongly suspect flutter. It may be confused with

an attack of paroxysmal tachycardia, but flutter

usually occurs in those past middle life, while

paroxysmal tachycardia most often affects those

between the ages of twenty and thirty. Paroxysmal

tachycardia is characterized by its sudden onset

and cessation, with usually no evidence of organic

disease. Flutter may be recognized clinically at

times by the very fapid pulsation in the jugular

veins. The rate in flutter is doubled on exercise,

since exercise improves conduction.

Auricular fibrillation is the most common dis-

order of the heart beat, making up forty per cent

of the arrhythmias according to Lewis. If one were

able to recognize auricular fibrillation and extra-

systoles, he would be able to diagnose seventy-five

per cent of the cardiac arrhythmias. Carlton^’^ says

that between sixty and seventy per cent of all cases

of heart failure have this disturbance, and only

rarely is it necessary to employ graphic methods to

confirm the diagnosis.

Auricular fibrillation is a disturbance in the regu-

lating mechanism of the heart beat, in which the

normal systole of the auricle is replaced by a fibril-

lary or twitching action, the auricle remaining in a

state of diastole. Here, as in flutter, the impulses

follow the “circus movement,” except that in fibril-

lation they travel at the rate of four hundred and

fifty to five hundred per minute, and follow a very

irregular course, as many of the fibers may be in a

refractory state at a given time with the impulse

traveling wherever it can find muscle not in the re-

fractory state. The auricular ventricular node is

unable to transmit all of these impulses coming at

such a rapid rate and irregular intervals, with the
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result that we see a totally irregular ventricular

action.

Fibrillation may be permanent or temporary, the

great majority being permanent. Mitral stenosis

and myocardial degeneration are the organic lesions

most commonly found with fibrillation. Hyperthy-

roidism may often be a cause, but these are usually

of a transient type. Fibrillation may occur in the

course of the various fevers, particularly rheumatic

fever or pneumonia. Much the same causes seem

to be responsible for paroxysmal fibrillation as for

paroxysmal tachycardia, namely, fatigue, indiges-

tion, overexertion and the various infections. The

great majority of cases of permanent fibrillation

will show organic heart disease. According to

White^^ the chances are at least ten to one that

there will be evidence of organic disease. The

morbid anatomy shows valvular lesions, principally

mitral, cardiac enlargement, degeneration of the

heart muscle and inflammatory changes. In a very

small percentage of cases no lesion will be found

at autopsy.

The recognitiop of auricular fibrillation is not

difficult in most cases. We find a rapid and totally

irregular pulse, one that is irregular as to rate,

rhythm and volume. There is a pulse deficit, as

many of the beats heard over the precordium are

too weak to reach the wrist. The more rapid the

rate, the great the pulse deficit. Lewis^ says that an

irregular ventricle of one hundred and twenty or

over is in all probability auricular fibrillation. It is

made worse by exercise. The associated symptoms

may be mild or grave, depending upon the ability

of the heart to maintain an efficient circulation.

There are patients with a small degree of myocar-

dial insufficiency and a slow rate who may main-

tain a fairly efficient circulation over a considerable

period of time. The majority of cases, however,

will show signs of circulatory failure, as dyspnea,

cyanosis, edema, diminished urinary output, en-

larged liver, etc. The prognosis is entirely depend-

ent upon the integrity of the myocardium and its

ability to maintain an efficient circulation.

Pulsus alternans. This is the term applied to al-

ternating strong and weak contraction of the heart

muscles. The exact cause and mechanism are un-

known, although a variety of theories and hypothe-

ses have been advanced. It is generally agreed that

this condition is an evidence of profound and wide-

spread deterioration of the heart muscle or of se-

vere strain. It is often noted in the senile heart,

is not infrequently associated with angina pectoris,

and may occur in acute infections, particularly

pneumonia. Alternation of the pulse is of serious

omen, no cases being reported as living over two

years after recognition of the condition. It may be

recognized clinically by alternating strong and

weak radial pulse beats, although this it not always

easy. The difference in force of the beats becomes

more pronounced on exercise, and if in doubt one

may apply the blood pressure cuff and cut out half

the beats.

SUMMARY

Exercise increases conductivity in the heart and

may be used clinically in differentiating the vari-

ous arrhythmias.

Auricular fibrillation and premature contractions

make up seventy-five per cent of the cardiac irregu-

larities. The great majority of arrhythmias seen

before the age of twelve are sinus arryhthmias, and

are of little significance, being simply the exaggera-

tion of a normal phenomenon.

Heart block must be differentiated clinically

from extrasystoles, which may be done usually by

auscultating over the precordium while palpating

the radial pulse. A ventricular rate of thirty-five

or below is in all probability complete heart block.

The great majority of cases of chronic heart block

are due either to rheumatic fever or syphilis. Extra-

systoles are of much more serious import in a man
of fifty-five than in a man of twenty-five. They

are most common in neurotic young adults. They

will diminish or disappear on exercise.

Paroxysmal tachycardia is characterized by the

sudden onset and cessation of the attack, usually

lasting only a few minutes. The rate is very rapid,

regular and not affected by exercise. It must be

differentiated clinically from auricular flutter. Flut-

ter usually occurs in elderly patients with a history

of broken compensation, lues or rheumatism, par-

oxysmal tachycardia occurring usually in young

adults. The rate in flutter is doubled on exercise.

An irregular pulse of one hundred and twenty or

over is in all probability auricular fibrillation. It

makes up forty per cent of the cardiac arrhythmias.

Pulses alternans is always a sign of grave omen.
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re:\iiniscexces of a h.\lf century
OF PRACTICE*

G. \V. Kennicott, ^I.D.

CHEHALIS, WASH.

Looking backward is the privilege of the aged,

and a soothing unguentum for a younger generation

with which to salve their shortcomings. I will not

admit age. So, falling into the second class, I will

give a fleeting glance over the almost half century

that has passed like a dream since, full of hope, en-

ergy, high ideals and confidence in an optimistic

ego, I entered as a D. J. (damned junior) the

classic halls of Old Rush and became a very insig-

nificant integer among about five hundred young

men who in their day were to have charge of the

physical and to some extent the mental and spirtual

welfare of a great multitude of humanity. Men
who w'ere to make history in the medical world

and in the world of science, good men, far better

than the average.

They have played their little parts in the game

of life. Who shall say what points they have made.

Some have played in the limelight, and their names

are widely known and their fame world-wide.

Others have plodded along in their little round, si-

lently, conscientiously, faithfully giving their lives

to a more or less unappreciative public, asking only

food, clothing and a little comfort as the shadows

lengthen and their long day draws on to its close.

Grand men, noble men, great men, all of them.

* Read before the monthly meeting of Lewis County
Xledical Society, Centralia, Wash., Dec. 9, 1929.

Who shall say this one or that one is the greater?

And now, like the phantoms of a dream, most of

them have passed away, and only the inevitable

“hie jacit” tells a rushing, clambering, restless

world that these but yesterday were what you, my
friends, are today.

Two winter terms of six months each had been

the requirements in all first class colleges for the

title of M.D. In 1882 Rush College, following

some of the eastern colleges, raised this to three

years of nine months each, but this was optional for

a year or two, and though it offered certain advan-

tages, it required certain scholastic standing, and

some still elected to take the old two year course.

Being rather young, especially in looks, my old

preceptor strongly advised me to take the new

course and I did so. All instruction was by lec-

tures held mostly in the morning hours, 8 till 12,

at which we were supposed to take full notes. After-

noons were given to clinics, with a running lecture

on each case. Then between 5 and 6 another lec-

ture. Then the dissecting room from 7 till 9 or 10.

This made up our days. Quizzes were held mostly

by little bands of students, gathered for that pur-

pose. And, finally, the whole senior class got a

grilling for two or three weeks before the final ex-

aminations.

The aim was not so much to make investigators

as practical doctors, efficient practitioners; to fit

men to take care of sick people, self-sufficient men

who would be competent and able to depend on

themselves in any emergency. Every branch of

medicine and surgery, obstetrics, gynecology, pedi-

atrics, eye, ear, nose and throat these men must

care for, and in many a far-flung pioneer country

settlement they found their work. And how well

they did it. They had to do it. No nearby handy

consultant. They were alone, even the nearest

neighbor miles distant. A way must be found, and

these hardy, self-sacrificing, self-sufficient men

found it. Some of you older men, because but yes-

terday this was the front, know something of this.

But to those of more recent coming it is an un-

known experience, an unwritten volume.

Surgery, as we think of it today, was just in the

throes of a rather difficult birth. Not that there

was any lack of fine anatomists or dexterous opera-

tors. But “bugs” was a new fad, and the old mas-

ters were very conservative. Abdominal surgery

was an almost unknown field, and peritonitis al-

most always followed any adventure into this re-

gion. Bone and brain surgery were hazardous and

extremely uncertain procedures, while even slight
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wounds of the soft parts were expected to heal by

granulation, with more or less “laudable” pus, and

if perchance they healed by primary union, it was

a particularly happy termination which was quite

unaccountable and never or rarely brought to the

operator’s mind the question why.

Surgical instruments were beautifully hand-

forged of the finest steel, and after use were usually

washed and dried on a piece of old chamois leather

to keep them from rusting.. They were equipped

with beautifully chased ebony or ivory handles, and

were kept in a velvet lined mahogany box, all to-

gether a fine breeding place for bacteria. It has

been said that the old family doctor frequently had

a splotch on the right side of his pants, where for

years he had wiped his lancet after opening a whit-

loe or an abscess. Then he laid it on the table and

forgot it or, if it happened to be one of those pretty,

convenient pocket lances, shut the blade into the

handle, put it into his pocket, and was ready for

the next unfortunate.

Then came Lister and antisepsis. The multitude

of germs in the air must be kept out. How well I

remember the first public laparotomy under this

system. It was in the major surgical clinic, sleeves

to our shoulders, under a per cent carbolic

spray. I happened to be an assistant and I got

plenty. Then iodoform, lots of it. How we smelled

and, strange to say, the patient recovered. Then

someone thought of asepsis. Gloves were unknown,

and we scrubbed. Elaborate Instructions were given

as to how to do it. Our old instruments, however,

were still with us, and left much to be desired.

They could not be sterilized. Then the instrument

men got busy, and in rapid succession came all the

changes that have brought aseptic surgery as we
know it today. We younger men of that day were

the first to grasp the idea and put asepsis as well

as we could into our work. We had no old inherited

notions, and the new appealed to us.

How well I remember my first really “big case,”

a little fellow, his head caved in by the fall of a

heavy coal chute, a bad compound comminuted

condition. I had him brought to Presbyterian Hos-

pital, placed in a free bed and prepared for opera-

tion. When I came into the operating room I found

a number of the old guard, my preceptor with them.

I learned afterward that the case had been some-

what widely advertised and they had come in just

to see what the “young smarty” was going to do

with it. My good old preceptor was worried a

little, not knowing just what erratic procedure I

might adopt, or how foolishly radical I might be.

And when I said that I was going to open freely

and make a radical operation he assured me that

I was a hopeless young fool, that there would surely

be an encephalitis, the boy would die, and I would

be blamed for his death.

I had been particularly careful in boiling all in-

struments and dressings, scrubbing hands of assist-

ants, followed by a solution of kal permanganate,

then oxalic acid and bichloride and again boiled

water. I went in freely and replaced the injured

parts as well as I could, dressed with the moist

bichloride dressings and, as the case seemed to be

doing well, left them for ten days. Then one day,

when the old surgeon was there, I removed the

dressings. The old man stood astounded. Save for

natural oozings the dressings were still clean, and

the wound healed. Then the old surgeon remarked,

“well, a fool for luck.” But in a few short months

he also was washing his hands and making his

assistants do the same. And now more and more

we are coming to understand, and more and more

surgery is becoming a great science, a great art.

x\fter some years of practice in one of our largest

cities, I found myself on the frontier, on the very

border of a vast wilderness. Roads, there were

none; bridges, a few over the larger streams; and

my work, every phase of practice, scattered here

and there over a wide territory that could be

reached only on horseback. Many times a long

ride, probably in the night, would end in a narrow

trail through the dense timber to a little bare cabin

in the forest. In such an environment I think I

have found every form of trouble that a hilarious

nightmare in its happiest moments could devise,

from a ten day retained placenta with a tempera-

ture of 106° and everyone in the house including

the baby in the full swing of smallpox to a strangu-

lated hernia with a foot of the gut gangrened, and

my only assistant a man so drunk that he could

not hold the cone after I had put the patient to

sleep. There was not a vessel in that shack clean

enough to boil water in, so I cut the top from a

coal oil can and boiled a dirty sheet for dressings.

I did an enterectomy by the smoky light of a little

hand lamp, with a broken chimney, tied him up

and in the early morning, just as it was getting

daylight, left him with his drunken neighbor to a

diet of flap jacks, bacon and sour dough bread. Of

course, I thought he would die but he didn’t, and

about a year from that time, when he had sold his

timber, he came in and paid me. He had to tell me
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who he was, where he came from, and what I had

done for him, as I had not been able to learn any of

these things.

There were still some of the old territorial doc-

tors when I first came here, quite uneducated some

of them, just natural doctors. They had drifted

westward just ahead of civilization and were still

“doctorin.” I met one of these in the early 90’s.

A big hulk of a fellow. It was a confinement and

he had had some difficulty and needed help. So

the husband got a man and he secured a boat and

came for a doctor. Learning there was a doctor

from Chicago at the little hotel he came and ex-

plained his errand. I gathered up my traps, got

into his boat, and landed after a ten mile pull. Then

a four mile walk through the woods brought us to

a little cabin and the patient, also the doctor. He

seemed to be in a most happy frame of mind, and

his breath, together with the lowered level of the

contents of a dark bottle on the rough little mantel

over the fireplace, was suggestive at least. I asked

him what was the trouble. “Oh, nothing at all,”

he replied. “I’ve got it all now, all but the head,”

and he had, too. It was all there under the edge

of the bunk in pieces. And then it was up to me.

Did you ev'er bob for apples in a tub of water on

Hallowen’en? I chased that head up and down,

sideways and endwise, topside and bottomside. I

finally forced it into a corner, got a finger into the

foramen and a thumb into the mouth and delivered

it, and through it all kept the anesthetic going with

the other hand. “Doc was skeered o’ chloroform”

you see, and the patient had to have it. Oh yes,

she got well all right.

There were no telephones, and when a doctor

was needed badly some neighbor got on his horse

and came to town. He was cold and wet when he

got in and usually took a few drinks to keep the

cold out on the road back. The doctor saddled his

horse, threw on the old saddle bags, a satchel over

his shoulder for instruments, etc., then off into the

storm, rain, sleet or snow, and night. Dark? One

could not see his horse, let alone the road, plodding

along through sloppy mud, over endless corduroy,

then more mud, then a narrow trail with wet ferns

horse-high, sometimes absolutely lost even when

the man went back with you, then on till a little

cabin is found. A shout, a sleepy half-dressed man

or woman, and maybe you have gone five miles too

far. Turn back and search the black walls on the

sides of the road for the little opening where the

trail comes in. You finally get there, a little shack

in the clearing.

No doubt or question as to your patient being

sick, mighty sick, or they would not have sent for

you. They had tried everything they knew, con-

sulted the family doctor book from cover to cover.

Now it’s up to you to see him once or twice and

cure him. If it’s an operative case, don’t for a mo-

ment think hospital. “There ain’t no sich.” Get

out your anesthetic and instruments and operate

under the soft light of a guttering candle or a

sawed-off lamp. And for the after care? Well, for a

few days at least he will not care for food. After

that he goes back to the old diet, flap jacks, sour

dough and the rest of it. Probably not a dollar in

the house. You’ll get it though, all of it, every cent,

sometime.

Then on the long road home in the morning you

may be stopped half a dozen times. They have

heard that “Doc’s been out to Jones’ ” and they are

waiting at the side of the road to have you come

in and see some of their ailing ones. You’ll prob-

ably eat dinner at one of these places. Same old

stuff, sour dough and hog meat. Then in the after-

noon you get home and learn that Sam Smith,

twenty miles away in another direction, has bro-

ken his leg, tree fell on him, and away you go

again. Good people, kindly people, honest people.

Some of the scenes seem humorous now as I look

back. They were serious enough then. We gave

ourselves, all that we had, the best that was in us.

.\nd so the days have crept silently away and hid-

den themselves in the years.

.And the young doctor of yesteryear, so full of

energy and hope? Well, he too has disappeared.

Gone with his old horse, his old saddle bags, his

nasty messes and his smelly clothes. “Yes, got so

stiff he couldn’t ride any more and quit.” A good

old fellow in his day, God bless him. More than

just a doctor, friend, a consultant in times of stress.

His was the hand gentle and kind that ushered

them into this strange complexity we call life. His

the hand that banished the ills of their growing

years. And when the shadows were falling and the

lamp of life fluttered and expired, his the hand,

gentle as a mother’s, that soothed the pain-wracked

frame, and closed the tired, frightened eyes. His

kindly face, the first to greet them on their forced

arrival, and the last they looked upon ere they

began their journey into the mysterious beyond.

The old country doctor. Let him pass, with his

old horse, his saddle bags, his nasty powders and

his meagre equipment. His like will never be seen

again. Yet in his day, how anxiously he was await-

ed, how well he was known, how profoundly he was



July, 1930 REMINISCENCES—KENNICOTT 325

trusted. They even knew the quick cloppity-clop

of his old horse, and how their strained faces re-

laxed, and their eyes brightened as he entered the

poor little room, bringing hope and good cheer.

They loved that old doctor, with his homely face

and brusque ways, and now he is gone. God bless

him and rest his tired old bones.

The country was rapidly developing, people were

coming from all over this broad land to make their

homes in this wonderful Washington. With the in-

crease of population new conditions obtained.

Roads took the place of trails, bridges were built,

and many could be reached on wheels. My stout,

heavy, two-wheeled “shay,” with its sturdy team

and big side-lights, became well known about the

country. Increasing demand, however, made it nec-

essary that I should have some place to care for

patients who could not be attended at their homes

or at great distances. So, about thirty years ago,

I built a little hospital. Not much, only fifteen

beds, but well equipped, with full trained nurses

and a convenient, well-lighted operating room. This

was the first hospital to be built in Lewis county,

and enabled me to do work that without it I could

not have done. Patients were brought on rude,

home made stretchers, a blanket, or a few gunny

sacks over rough poles. Then, as roads improved,

other means were employed. But the people were

being educated to the advantage of the hospital,

and in a very short time I was relieved of much of

my long distance work, and giving far better serv-

ice than it had been possible to give under former

conditions.

We have forged on with inconceivable strides.

Wonderful paved avenues have taken the place of

the old corduroy. Machines flash along at high

speed where but yesterday the slow horse, or the

man with a pack on his back plodded along through

endless mud. Distance is eliminated and we reach

people over a vast area in a moment by telephone.

We have reached an age of new things, an age of

concentration, hospitalization in civic centers and

splendid equipment. Our colleges are training men
to be high-powered investigators in various lines,

specialists rather than just doctors. Efficiency is

the cry. Maybe we are overdoing it. This is a ques-

tion that I have no doubt the doctor of tomorrow

will be fully able to answer.

Wonderful changes have taken place in the half

century just passed. The old stand-bys, typhoid,

diphtheria, smallpox are practically eliminated. In-

fant mortality, tuberculosis and a host of factors

that made for human ills are being brought under

control. Every year brings new evidence of the un-

selfish work of the members of our profession. As
I look over your keen, intelligent faces and think

for a moment of the fine work you are doing, I have

not a regret. “The world do move.” But rolling

time still speeds on his way, and in just a little

while, my friends, you too will be looking back-

ward. Younger men will come, just as you came a

few years ago. They will take some of your best

patients, your “old stand-bys” that you were so

sure of.

New ways will replace the ways with which you
are familiar, new methods replace the old, and be-

fore you even guess it, you will hear yourself spo-

ken of as “old doctor so and so.” Then, quite to

your surprise, you will learn that you no longer go

out nights, and maybe a little later hear that you
have retired and turned all your practice over to

“young Dr. Jenkins.” Perhaps you will be able to

guess where these rumors started. Maybe they will

have a familiar sound as you hark back to the days

when you were the new young doctor. Then, per-

haps for the first time, you will look back over the

years you have unselfishly served the people. So

rapidly they have passed it is a dream. You cannot

realize that you are now “the old doctor.”

You, who are in the prime of your work, full of

energy and hope, who are just beginning the long,

hard journey. You, too, will find after all it is but a

short watch. Fail not to keep it, faithful to the

last, true to your highest ideals as men and physi-

cians. Your calling is high, your responsibility

great and your work arduous. Yet, after all it is

but a short watch, just a little while.

“Too soon, too soon, will the noon be the afternoon,

The afternoon be twilight gray,

Too soon today be yesterday.

And, life, ah, life, is but a play.

The players strut and pass away,

The poorest dog still has his day.

The curtain falls, too soon, too soon.”

Association of Carcinoma of Tongue and Syphilis.

In ninety-two cases of cancer of the tongue reported on

by George H. Belote, Ann Arbor, Mich. {Journal AM.A.,

June 21, 1930), seropositive evidence of syphilis occurred

in 29.3 per cent. Contrasted with a S per cent incidence

in general hospital registrations and 7.2 per cent incidence

in cancer generally, this figure establishes a definite close

relation between syphilis and cancer of the tongue as pre-

sumptive cause and effect. In the group studied, patients

with syphilis developed cancer of the tongue on an average

eight years earlier than did the nonsyphlitic patients. Leu-
koplakia as a forerunner to cancer occurred twice as fre-

quently in the syphilitic as in the nonsyphilitic cases. The
high incidence of syphilis in cancer of the tongue in our

group did not hold true for female patients. If this group
should be left out, the incidence of syphilis and cancer

would be increased to 34.7 per cent.
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CONTRACT PRACTICE

A. H. Peacock, M.D.

AND

W. O. Copps, M.D., LlB.

SEATTLE, WASH.

A majority of medical practitioners are at pres-

ent seriously concerned with what they consider a

growing evil and a great public mischief among

their own brethren, to-wit, the practice of contract

doctors, and the somewhat justifiable suspicion that

such gentry employ solicitors, cappers or drummers

for the purpose of procuring patients, all of which

acts are against public policy and inimical to pub-

lic comfort and safety.

The laws of the State of Washington, Sec. 7724

of Rem. Comp. Statutes, in condensed language,

give to the employers of workmen engaged in extra-

hazardous employment under the Workmen’s Com-

pensation Act the right and privilege, with the con-

sent oj a majority of their workmen and subject

to the approval oj the Industrial Department, to

make contracts for the furnishing of medical and

surgical aid and attendance to their workmen with

doctors, hospitals and hospital associations, etc.

These contracts are permitted in the alternative of

the general contribution to the INIedical Aid Fund.

The contracts are, as heretofore stated, subject to

the control and supervision of the Industrial Insur-

ance Department, and if any workman is not re-

ceiving the care and treatment required by the exi-

gencies of his particular case, the Department may

immediately revoke such contract, declare it in-

operative, and remove the workman to the care of

others (Eikenbary v. Smelter Co. 120 Wash., 508).

The fees for such contract work will be discussed

later, but, suffice it to say, all medical fees under

the Workmen’s Compensation Act are now within

the so-called protective wing of the Industrial In-

surance Department. Under Rem. 7715, the legis-

lature established a medical aid board which was

abolished subsequently in the interests of economy

(Rem. 10893), but whose duties of establishing a

minimum fee bill now evolve upon the Department

(Rem. 10836).

Under Rem. 7714, the workman had the option

of choosing his own physician, to be paid out of

the medical aid fund, but whether, in view of his

bartering away his rights to a contract doctor un-

der Rem. 7724, this right remains, is an undecided

question. It seems upon reason that his choice does

not remain, unless he can establish that the con-

tract physician or hospital is inadequately equip-

ped to care for him (Eikenbary v. Smelter, Supra).

This contract evil, learned practitioners state,

exists not only with reference to the Workmen’s

Compensation Law, but the chief offenders are

beneficial orders and lodges who employ, by way

of illustration, ten doctors to care for a member-

ship of 20,000 at a certain rate per capita or at a

named salary.

The practice of medicine and surgery has long

been looked upon by the general public as a pro-

fession which can only exist through a personal re-

lation with physician and his patient. Such a re-

lation is essentially personal and cannot be assigned

and delegated with success. Consequently, the real

objections to the contract system appear to be,

assuming an imaginary case, that if one doctor,

who is a good “business getter,” lines up several

contracts with a beneficial order, an industrial con-

cern or so, and has several thousand people depend-

ing upon him for medical aid, it becomes an im-

possibility to properly protect and prevent from

disease, and administer to that many patients. The

contract doctor’s only remedy for such a situation

lies in his employment of subordinates and delegat-

ing the task to others, thereby severing that per-

sonal relationship with his patient.

Admittedly such contracts tend to create a con-

flict between duty and self-interest. The doctor be-

comes a business man and barters, bids and solicits

under the noble and charitable colors of the medi-

cal cross. Such transactions affecting parties, where

a strong fiduciary relationship is presumed and

must exist, are righteously frowned upon in order

to prevent a general public mischief.

It need not be suggested that the practice of

medicine is intimately connected with the health

and well being of the people of the state. Properly

regulated, it becomes a source of great and wide-

spread benefit, but without regulation it may be-

come the source of grave harm and far-reaching

danger; and so, in order that the people may be

safeguarded in this respect and be reasonably sure

of receiving intelligent medical treatment, the state,

by virtue of its inherent power, enacts regulations

for the practice of the profession, and such regula-

tion is now universally held to be a lawful exercise

of the police power (In re Thompson, 36 Wash.,

377; State v. Carey, 4 Wash., 424).

Therefore, since the privilege to practice is de-

rived from the state, it may prohibit, restrict and

regulate the medical profession, due to its quasi-
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publi; nature. Since the legislature of the State of

Washington has given the medical profession the

right to make contracts of this nature, the sole

remedy for this evil lies in its total abolition or

modification by the same source which granted it,

the legislature.

I It is to be remembered that the Industrial In-

isurance Department may revoke any contract made

with a doctor, under Rem. 7724, in case the De-

ipartment is satisfied that said contracting doctor

has not the proper facilities, or is unable to prop-

• erly care for his patients. That provision is intend-

t ed to be the safety valve of the right, and to pre-

ivent a doctor from contracting for more than he

can do. However, experience has shown that the

: I Department has practically sanctioned this “mass”

I treatment by its failure to curb it. In fact, the

j
Department is powerless. Any contract submitted

,
for its approval can only be denied for cause, and

I not for the reason that the personal relation of

\ physician and patient is denied.

I There is no doubt as to the legality of these con-

i' tracts. Rem. 7712 expressly states “It is the intent

to require the industries of the State to furnish

t medical, surgical, and hospital care to their injured

I workmen and to place the expense upon each in-

'idustry, as near as may be, in the proportion in

' which it produces injury and creates expense.”

• Rem. 7724 expressly grants the right of the em-

ployer to so contract with a doctor or hospital.

Legislative intention could hardly be more clear.

i Therefore, what is the remedy? Would a law,

such as Michigan enacted to provide against the

1

' employment of solicitors, cappers or drummers for

• the procuring of patients, be effective? The Michi-

i.gan Medical Act makes it a misdemeanor for the

[I
' employment of solicitors, or of any other irregular

; means for the procuring of patients (Public Acts

of Michigan 1907, pp 209 and 218).

' Some remedy must be advanced or the science of

medicine will be subjected to public scorn. Mergers

> and (Combinations of doctors never eliminated yel-

' low fever, cholera, bubonic plague, typhoid and ma-

I laria. Individuals effected that and not combina-

I tions. There was no conflict between duty and self-

' interest when the defensive serum to diphtheria

I was discovered. One never heard of the immortals,

Pasteur, Lister, Koch, Reed or Noguchi, entering

' into an industrial contract of a mass nature.

A law curbing soliciting would stop bidding in

' the open, but such contracts would still be made.

: Consequently, one remedy would be to limit the

' number of patients which any hospital or doctor

could assume to care for, but the constitutionality

of such a law is seriously doubted. It would be

subject to the objections of a denial of due process

and class legislation. But an act aimed at soliciting

would go a long way toward curbing this evil.

A suggested enactment is as follows;

“BE IT ENACTED by the Legislature of the State of

WASHINGTON;
Sec. 1. Any physician or surgeon engaged in the prac-

tice of medicine in this State, who shall employ any solici-

tor, capper or drummer, for the purpose of procuring pa-
tients, or who shall subsidize any hotel or boarding house,
or who shall solicit a contract with any corporation, firm

or group of persons, or an industry employing workmen
or individuals for the medical treatment and attendance of
such workmen, or who shall pay or present to any person
money or other valuable gift for bringing patients to him,
or pay a percentage or contingent commission upon any
contract obtained by any solicitor for any physician or
surgeon, shall be deemed guilty of a misdemeanor, and
upon conviction thereof shall be punished by a fine of not
more than $500, or by imprisonment in the county jail for
a period not exceeding six (6) months, or by both such
fine and imprisonment in the discretion of the court.”

Another remedy suggested is that all those physi-

cians accepting industrial contracts furnish certain

information to the Board of Health in those coun-

ties in which they reside and operate, such as:

“BE IT ENACTED by the Legislature of the State of

Washington:. AN ACT:

“In order to afford this Board better advantages for

obtaining knowledge important to be incorporated with
that collected through special investigators and from other

sources, it shall be the duty of all physicians and surgeons
of all companies, firms, corporations or groups, organized

or transacting business under the laws of this State, to fur-

nish to the State Board of Health a monthly report of all

clinical, surgical and medical treatment rendered by them,
together with the name of the patient, his occupation, his

ailment, discharge, the amount charged his employer for

such treatment, together with a full report of any new
contracts entered into by such physician or surgeon, a cer-

tified copy thereof to accompany such report, etc., or other

information bearing upon the health of said workman, and
which may be requested by said Board for the purpose
of enabling it to better perform its duties of collection and
distribution of useful knowledge on this subject, etc.”

It is doubtful whether the state could void a con-

tract between an employer and a doctor under the

guise of police power. It would possibly be subject

to the constitutional objection that such action

would impair and abridge the right of contract, in

violation of the Federal constitution.

However, the state could take away the alterna-

tive of allowing the employer to contract for treat-

ment under the Workmen’s Compensation Law and

give the workman his aid solely under the Medical

Fund. But this would not destroy the beneficial

order medical menace, and it is earnestly believed

that such orders have a legal right to so contract
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with doctors, no matter how much of a bargain said

orders would be obtaining. It would be a matter

of choice wdth the individual whether he wanted to

accept such service or not.

Expulsion from the medical association might act

as a curb, and in reiteration a law against solicit-

ing might result in untold value, but no real rem-

edy will ever be advanced until the State of Wash-

ington has adopted and created an entirely new

Medical Practice Act. Apparently the legislature

has never really taken the medical profession with

a more serious view other than limiting and regu-

lating the profession, until something serious arose

and demanded its attention. Such a situation is

now at hand. The State of Washington is no long-

er a pioneer state, and needs not adopt a policy of

hesitancy in regulating professions and trades, be-

cause of its desire to attract more settlers.

Consequently, a governing State iVIedical Board

is now of dire necessity, and the licensing of physi-

cians and revocation thereof should be placed in

the hands of professional appointees, and removed

from those of the laity or the present department

of licenses (Rem. 10859). So numerous are the

remedies needed that a tentative IMedical Practice

Act is hereinafter set forth, with suggested amend-

ments to the existing laws. Notice carefully how

this new Medical Practice Act would cure the “con-

tract” evil.

AN ACT
Relating to the promotion and preservation of the pub-

lic health and affording to the public generally the protec-

tion afforded by a standardized regulation of the medical

profession, and insuring and establishing a standard of com-

petency for those engaged in it, and repealing Sections

(pick out sections in conflict herewith, 10008 to 100025

and others) of Rem. Comp. Stat.

BE IT EX.ACTED by the Legislature of the State of

Washington;

Sec. I. PURPOSE OF ACT
This act is designed to encourage proficiency in the prac-

tice of medicine as a profession; to promote efficiency in

the practice thereof, and to extend to the public generally

the protection afforded by a regulated profession, by estab-

lishing a standard of conduct and competency for those

engaged in it.

Sec. II. BOARD OF MEDIC.\L EXAMINERS—
QUALIFIC.ATIONS—SCOPE OF DUTIES

.\ board is hereby established to be known by the name

and style of the State Board of Medical Examiners. Said

board shall be composed of nine practicing physicians of

integrity and ability, who shall be residents of, and have

been licensed to practice medicine in this state, and who
shall have been graduated from medical schools of high

educational requirements and standing, and have been en-

gaged in the active practice of their profession within this

state. Said board shall perform such duties and possess and

exercise such powers, relative to the protection of the pub-

lic health and the control and regulation of the practice of

medicine in this state, as shall be in this act prescribed and
conferred upon it.

Sec. III. .\PPOINTMENT OF MEMBERS—TERM
OF OFFICE—VACANCIES

The governor shall appoint nine (9) physicians who shall
|

possess the qualifications specified in Section II of this act,

to constitute the members of said board. Said members
shall be so classified by the governor that the term of office

\

of three shall expire in two (2), three in four (4), and '

three in six (6) years from the date of appointment. Bi- :

ennially thereafter, the governor shall appoint three mem-
bers, who shall possess the qualifications as specified in Sec- !

tion II of this act, each to serve for the term of six (6)

years; and he shall fill vacancies in the membership of

said board, as soon as practicable.

Sec. IV. OFFICERS—REGULATIONS—APPLICANTS
FOR LICENSES

Said board shall biennially elect a president, a vice-

president and a secretary-treasurer from their membership,

and shall adopt a seal which shall be affixed to all licenses

issued by them. They shall, from time to time, adopt such
|

rules and regulations as they deem necessary for the per-

•formance of their duties, and a schedule of minimum edu-

cational requirements, which shall be wdthout prejudice,

partiality or discrimination as to schools or systems of

practice of medicine. When an applicant for a license offers

to the board satisfactory proof that he has complied with

such educational requirements as are specified in said sched-

ule, the board may accept such proof as sufficient evidence

of the educational qualifications of the applicant to entitle

him to take the medical examination required herein.

Sec. V. MEETINGS OF BOARD
The State Board of Medical Examiners shall meet as a

board of medical examiners in the City of Seattle on the

first Tuesday of January, April, July and October of each

year, and at such other times and places as may be found

necessary for the performance of their duties.

Sec. VI. APPLICATION TO PRACTICE—UNL.AWFUL
TO PRACTICE WITHOUT LICENSE

Any person wishing to obtain the right to practice medi-

cine in this state, who has not heretofore been licensed so

to do, shall, before it shall be lawTul for him to practice

medicine in this state, make application to said State Board

of Medical Examiners, through the secretary-treasurer

thereof, upon such form and in such manner as shall be

adopted and prescribed by the hoard, and obtain from the

board a license so to do. Unless such person shall have ob-

tained a license as aforesaid it shall be unlawful for him

to practice medicine in this state; and if he shall practice

medicine in this state, without first having obtained such a

license, he shall be deemed to have violated the provisions

of this act. All applicants for a license to practice medicine

or for a renewal of any such license which has been re-

voked, shall furnish the board with satisfactory evidence

of good moral character.

Sec. VII. EXAMINATION FEE
Each applicant, on making application, shall pay the sec-

retary of the board a fee of twenty-five ($25) dollars,

which shall be turned over to the treasurer of the board,

who shall retain fifteen ($15) dollars of the fee in his pos-

session until the board shall have passed upon the creden-

tials of the applicant, and in case they are insufficient the

sum of fifteen ($15) shall be returned upon application.

.Ml money received or collected by said board or any

member or officer thereof during any month, shall be
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i
turned over before the tenth day of the succeeding month

1 to the state treasurer, together with a verified statement

' showing the sources from which such money was derived.

The treasurer of said board shall give security bond to be

approved by and deposited with the auditor of the state

I in the sum of one thousand dollars ($1000). The cost of

I
said bond shall be paid by the state.

Each member of the board of Medical Examiners shall

!

receive a compensation of ten dollars ($10) per day for each

!
day in which he is actually and necessarily engaged in at-

tendance upon meetings of the board, in going to and re-

1

turning from the place of meeting, and all necessary ex-

1
pauses incurred in attending such meetings. .'\11 such com-

pensation and expenses, and all other expenses incident to

the e.xecution of the provisions of this act shall be paid by

the state treasurer upon warrants drawn by the state audi-

tor upon the presentation of proper vouchers to be ap-

I proved by a majority of said board, as in the case of state

officers. The secretary and treasurer of said board shall

I receive a compensation to be determined by said board,

!
not to exceed fifty dollars per annum.

Sec. VIII. CERTIFICATES OF PRACTICE—
1

QUALIFICATIONS
1 Only one form of certificate shall be issued by the said

I board (State Medical Examiners). Such certificate shall be

I under the seal of the board and signed by the president and

I secretary, and shall authorize the holder thereof to prac-

I tice medicine and surgery within this state. Upon compli-

ance with the requirements of this act by an applicarit for

I

a license to practice medicine and surgery in this state, the

I board shall issue such certificate, authorizing the holder

thereof to use drugs or what are known as medicinal pre-

parations in or upon human beings and to sever or pene-

I

trate the tissues of human beings and to use any and all

I

other methods in the treatment of diseases, injuries, de-

I

formities or other physical or mental conditions.

In order to procure a certificate to practice medicine and
surgerj', the applicant for such certificate must file with

1
said board, at least thirty days prior to a regular meeting

thereof, satisfactory testimonials of his moral character,

land a diploma issued by a legally chartered medical school,

1 the requirements of which have been at the time of grant-

ling such diploma in no particular less than those prescribed

I

by the Association of American Medical Colleges for that

;year, or satisfactory evidence of having possessed such

'diploma, and he must file with such diploma an applica-

jtion sworn to before some person authorized to administer

oaths, and attested by the hand and seal of such officer,

iif he have a seal, stating that he is the person named in

I said diploma, that he is the lawful holder thereof, and that

the same was procured in the regular course of instruction

Und examination, without fraud or misrepresentation. Said

I applicant must furnish evidence that he has served for not

dess than one year as interne in a thoroughly equipped hos-

ipital which shall have had at least twenty-five beds for

each interne devoted to the treatment of medical, surgical,

I gynecologic and special diseases, and he also must have

I
had a service of six weeks or the equivalent thereof in the

'maternity department of the same or some other hospital,

;

during which time he shall have attended or participated

'in the attendance upon not less than six confinements. He
shall furnish evidence that he has had some experience in,

land a practical working knowledge of pathology, and the

administration of anesthetics. The said application shall

be made upon a blank furnished by said board, and it shall

I

contain such information concerning said medical instruc-

tion and the preliminary education of the applicant as said

board may by rule provide. Applicants who have failed to

meet the requirements must be rejected.

Sec. IX. SUBJECTS OF EXAMIN.ATION—
QUESTIONS AND PAPERS

In addition to the requirements above set forth, such
applicants for a certificate must be personally examined by
said board as to their qualifications. The examination shall

be conducted in the English language, shall be practical in

character, and designed to discover the applicant’s fitness

to practice medicine and surgery and shall be, in whole or
in part, in writing on the following fundamental subjects,

to-wit: Anatomy, histology, gynecology, pathology, bac-
teriology, chemistry, toxicology, physiology, obstetrics, gen-
eral diagnosis, hygiene, practice of medicine and surgery
and any other branches thereof that the board shall deem
advisable. Examinations in each subject shall consist of

not less than ten questions, answers to which shall be
marked upon a scale of zero to ten. All applicants must
obtain not less than seventy-five per cent in any one sub-
ject; Provided, that applicants who can show at least ten
years of reputable practice shall be granted a credit of five

per cent upon the general average, and five per cent addi-
tional for each subsequent ten years of such practice. The
examination papers shall form a part of the records of the
board and shall be kept on file by the secretary for a period
of one year after each examination. In said examination
the applicant shall be known and designated by number
only, and the name attached to the number shall be kept
secret until after the board has finally voted upon the ap-
plication.

Sec. X. RECORDS OF BOARD
Said board shall keep an official record of all its pro-

ceedings, a part of which record shall consist of a register

of all applicants for certificates under this act, with the
result of each application. Said record shall be evidence
of all the proceedings of said board which are set forth

therein.

Sec. XI. CERTIFICATES RECORDED
WITH COUNTY CLERK

Every person, holding a certificate authorizing him to

practice medicine and surgery in this state, must have it

recorded in the office of the county clerk of the county in

which the holder of said certificate is practicing his pro-
fession, and the fact of such recording shall be indorsed
on the certificate by the county clerk recording the same.
Every such person, on each change of his residence, must
have the certificate recorded in the county to which he
shall have changed his residence. The absence of such
record shall be prima facie evidence of the want of posses-

sion of such certificate. And any person holding a certi-

ficate to practice medicine and surgery in this state who
shall attempt to practice medicine or surgery in this state,

without first having filed his certificate with the county
clerk as herein provided, shall be guilty of a misdemeanor.

Sec. XII. CLERK’S RECORD OF CERTIFICATES
The county clerk shall keep in a book, provided for the

purpose, a complete list of the certificates recorded by him,

with the date of the record; and said book shall be open

to public inspection during his office hours. The county

clerk shall forthwith give written notice to the secretary of

the board, notifying him of the name of each licensee re-

corded after this act shall go into effect, together with the

date of such recording.

Sec. XIII. UNPROFESSIONAL CONDUCT—REFUSAL
OR REVOCATION OF LICENSE—PROCEDURE

Said board must refuse a certificate to any applicant

guilty of unprofessional conduct
;
but before such refusal
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the applicant must be cited by citation, signed by the sec-

retary of the board, and sealed with its seal. No such ci-

tation shall be issued except upon a sworn complaint filed

with the secretary of the board, charging the applicant

with having been guilty of unprofessional conduct, and

setting forth the particular act constituting such unprofes-

sional conduct. On filing of such complaint the secretary

must forthwith issue a citation and make the same return-

able at a regular or special meeting of said board, occurring

at least thirty days next after filing the complaint. Such

citation shall notify the applicant of the time and place

when and where the matter of said unprofessional conduct

shall be heard, the particular unprofessional conduct with

which the applicant is charged, and the applicant shall file

his written answer, under oath, within twenty days next

after service upon him of said citation, or default will be

taken against him, and his application for certificate re-

fused.

The attendance of witnesses at such hearing shall be com-

pelled by subpoenas issued by the secretary of the board

under its seal; and said secretary shall in no case refuse

to issue any such subpoena, upon a fee of twenty cents

being paid him for each subpoena. Said citation and said

subpoena shall be served in accordance with the statutes

of this state then in force as to the service of summons

and subpoenas generally, and all provisions of the statutes

of this state then in force relating to subpoenas are hereby

made applicable to the subpoena provided for herein. If

any person refuses to obey a subpoena served upon him in

accordance with the statutes of this state then in force

providing for the manner of serving subpoenas, the fact

of such refusal shall be certified by the secretary of said

board, under the seal thereof, to the superior court of the

county in which the service was had, and the said court

shall thereupon proceed to hear said matter in accordance

with the statutes of this state then in force as to contempt

for disobedience of process of the court, and should said

court find that the subpoena had been legally served and

that the party so served has willfully disobeyed the same,

it shall proceed to impose such penalty as provided in cases

of contempt of court.

In all cases of alleged unprofessional conduct arising

under this act, testimonies of witnesses may be taken, the

same as in civil cases, and all the provisions of the statutes

of this state then in force as to the taking of testimony are

hereby made applicable to the taking of depositions under

this section. If the applicant shall fail to file with the sec-

retary of said board his answer under oath to the charges

made against him, within twenty days after service on him

of said citation or within such further time as the board

may give him, and the charges on their face be deemed

sufficient by the board, default shall be entered against him

and his application refused. If the charges on their face be

deemed sufficient by the board, and issue be joined thereon

by answer, the board shall proceed to determine the mat-

ter, and to that end shall hear such evidence as may be

adduced before it; and if it appear to the satisfaction of

the board that the applicant is guilty as charged, no cer-

tificate shall be issued to him. No certificate shall be refused

on the grounds of unprofessional conduct unless the ap-

plicant has been guilty of such conduct within two years

next preceding his application.

Whenever any holder of a certificate to practice medicine

and surgery in this state is guilty of unprofessional conduct,

as the same is defined in this act, and said unprofessional

conduct has been brought to the attention of the board in

the manner hereinafter pointed out, or whenever a certifi-

cate has been procured by fraud or misrepresentation, or

issued by mistake, it shall be their duty to, and they must, .

revoke the same at once, and the holder of said certificate

shall not be permitted to practice medicine and surgery
,

in this state. But no such revocation shall be made unless
:

such holder is cited to appear and the same proceedings

are had as is hereinbefore provided in this section in case

of refusal to issue certificates. Said secretary in all cases
,

of revocation shall enter on his register the fact of such
(

(

revocation and shall certify the fact of such revocation
;

under the seal of the board, to the county clerk of each 1

1

county in which the certificate of the person whose cer- i

tificate has been revoked is recorded; and said clerk must '

thereupon write upon the margin or across the face of his '

register of the certificate of such person, the following: ;

“This certificate was revoked on the day of
|

,” giving the day, month and year of revocation
,1

in accordance with certification to him by the secretary. I

The record of such revocation so made by said county

clerk shall be prima facie evidence of the fact thereof, .

and of the regularity of all the proceedings of said board

in the matter of revocation. From the time of the revo-

cation of a certificate the holder thereof shall be disquali-

fied from practicing medicine or surgery in this state. '

Sec. XIV. CONDUCT AND ETHICS OF
MEDICAL PROFESSION

The code of ethics of the American Medical .Associa-

tion shall be the standard of ethics for those permitted

and licensed to practice medicine in the State of Wash-

ington.

Sec. XV. PHYSICIAN’S OATH
Every physician or surgeon, before being issued a cer-

tificate or license to practice medicine in the State of

Washington, shall take the oath of Hypocrates before a

majority of the Medical Board.

Sec. XVI. ACTS CONSTITUTING UNPROFESSIONAL
CONDUCT— REFUSAL AND REVOCATION

OF LICENSES
The words “unprofessional conduct,” as used in this act,

are hereby declared to mean: i

First. The procuring or aiding or abetting in procuring a
|

criminal abortion.
'

Second. The willfully betraying of a professional secret, i

Third. .All advertising of medical business which is in-
|

tended or has a tendency to deceive the public or impose
;

upon credulous or ignorant persons, and so be harmful I

or injurious to public morals or safety.

F'ourth. All advertising of any medicine or of any '

means whereby the monthly periods of women can be

regulated or the menses reestablished if suppressed.

Fifth. Conviction of any offense involving moral turpi-

tude, in which case the record of such conviction shall

be conclusive evidence.

Sixth. Habitual intemperance.

Seventh. The personation of another licensed practitioner.

Eighth. Wrongfully encouraging or conspiring with any

person to bring, or cause to be brought, any action in any

court against any licensed practitioner for alleged malprac- '

tice, or agreeing with any person for a share or part of

any sum of money to be recovered in such action: Pro-

vided, that nothing herein shall be construed to prevent any

licensed practitioner from testifying against any other

licensed practitioner in any action for alleged malpractice.

Ninth. The employment of fraud or deception in apply-

ing for or securing a license, or in passing the examination

provided by this act.

Tenth. Gross negligence or ignorant malpractice.
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' Eleventh. The obtaining of a fee, either directly or in-

i directly, either in money or in the form of anything of

value or in the form of financial profit, either as personal

'compensation or as compensation, charge, profit or gain

for an employer, or any other person or persons, on the

'representation that a manifestly incurable, sick, diseased

lor injured condition of any person can be permanently

cured.

' Twelfth. The violation of any provision of this act or of

'the code of ethics of the American Medical Association, or

the violation of his or her oath as a doctor, or of his or

her duties as a physician or surgeon.

Sec. XVn. REASONS FOR REVOCATION FILED

In any case of the refusal or revocation of a license by

said board under the provisions of this act, said board

shall file a brief and concise statement of the grounds

land reasons for such refusal or revocation in the office of

the secretary of said board, which said statement, together

iwith the decision of said board, in writing, shall remain of

I

record in said office.

Sec. XVIII. APPEAL FROM ORDER OF BOARD—

I

NOTICE, BOND, ETC.

I In any case of the refusal or revocation of a license

Iby said board under the provisions of this act, the applicant

iwhose application shall be refused, and the licentiate whose

ilicense shall be so revoked by said board, shall have the

iright to appeal from the decision so refusing or revoking

jsuch license within thirty days after the filing of such

|decision in the office of the secretary of said board, as

mereinbefore in this act provided. Such appeal shall be to

It.he superior court in and for the county in which was held

the last general meeting of said board, prior to the refusal

such license, in the case of such refusal
;
and to the

superior court in and for the county in which the hearing

was had upon which such license was revoked, in case of

|iuch revocation. In any case a person desiring to take such

'appeal shall serve or cause to be served, upon the secretary

jaf said board, a written notice of such appeal, which
l;hall contain a statement of the grounds of such appeal,

md shall file in the office of such secretary an appeal bond,

Kvith good and sufficient surety, to be approved by said

secretary, to the State of Washington, conditioned for the

jipeedy prosecution of such appeal, and the payment of

(uch cost as may be adjudged against him upon such

uppeal. Said secretary shall within ten (10) days after the

jiervice of said notice of appeal, and the filing and approval

j)f said appeal bond, transmit to the clerk of the superior

;:ourt to which such appeal is taken, a certified copy, under
I he seal of said board, of the decision of said board, and
he grounds thereof in the case of the refusal of the license

;

md in addition thereto, a certified copy under such seal

l)f the complaint in the case of the revocation of a license,

, ogether with the bond and notice of appeal. The clerk of

uch court shall thereupon docket such appeal causes, and
hey shall stand for trial in all respects as ordinary civil

actions, and like proceedings be had thereon. Upon such

jippeal said cause shall be tried de novo. Either party may
appeal from the judgment of said superior court to the

;
upreme court of the state in like manner as in civil

fictions within sixty (60) days after the rendition and entry

[ij)f such judgment in said superior court. If such judgment
' hall be in favor of the party appealing from the decision

)f said board, and in case said examining board does not

appeal from said judgment within sixty (60) days, then,

md in that case, said board shall, at the end of said

ixty (60) days, and immediately upon the expiration

thereof, issue to such successful party the usual license

to practice medicine and surgery in this state, and in addi-
tion thereto shall reinstate upon the records of said board
the name of such successful applicant, in case of the revo-
cation of his license by such board. In case of such appeal
to the supreme court by said board, no such license shall be
issued nor reinstatement be required until the final deter-
mination of said cause and as hereinafter provided. In case
the final decision of the supreme court be against said med-
ical examining board, then, and in that case, said court shall

make such order in the premises as may be necessary,
and said board shall act accordingly: Provided, that in

no case shall an appeal bond be required of said board, nor
shall any costs be adjudged or taxed against the same.

Sec. XIX. PRACTICE OF MEDICINE DEFINED
The term “practice of medicine,” as used in this act,

is hereby defined to mean holding out one’s self to the
public as being engaged within this state in the business
of diagnosing or treating diseases, injuries or defects of
human beings; whether by the use of drugs, surgery,
manipulation, electricity or any other physical or me-
chanical means whatsoever; or the suggestion, recommenda-
tion or prescribing of any form of treatment for the
intended palliation, relief or cure of any physical or mental
ailment or defect of any person with the intention of re-

ceiving therefor, either directly or indirectly, any fee, gift

or compensation whatsoever; or the maintenance of an
office for the examination or treatment of persons afflicted

with disease, injury or defect of body or mind; or using

the title M.D., doctor, surgeon, or any word or abbrevia-
tion to indicate or induce others to believe that one is

engaged in the treatment or diagnosis of the diseases, in-

juries or defects of human beings; using any such title

other than optician or optometrist to indicate that one is

engaged in the business of refracting or fitting glasses to

the human eye; or performing any kind of a surgical

operation upon a human being; or the practice of mid-
wifery; or attending a woman in childbirth without the

aid of a licensed physician and surgeon or a licensed mid-
wife. If any person who does not possess and shall not

have filed a license to practice medicine within this state,

as hereinabove provided, shall do any of the acts herein-

above mentioned as constituting the practice of medicine, he

shall be deemed to be practicing medicine without comply-
ing with the provisions of this act and in violation thereof.

Nothing in this act shall be construed to prohibit gratui-

tous services in case of emergency or to prohibit a physi-

cian lawfully practicing in another state or territory from
attending a particular case in this state which he is called

to diagnose or treat
;

nor the practice of midwifery as

hereinbefore defined by a duly licensed midwife, but

the practice of midwifery by any person who does not hold

a license to practice medicine or a license to practice

midwifery issued by the state board of medical examiners,

shall be deemed to be practicing medicine without a license

in violation of this act; nor the practice of chiropody

as hereinafter defined by a duly licensed chiropodist, but

the practice of chiropody by any person who does not hold

a license to practice medicine or a license to practice

chiropody issued by the state board of medical examiners,

shall be deemed and considered to be practicing medicine

without a license in violation of this act; nor to prohibit

the practice of optometry under the conditions and limita-

tions defined in Sec. 10147 to 10163 inclusive, of Rem.

Comp. Stat. of the State of Washington; nor to prohibit

the practice of religious tenets or religious rites or cere-

monies as a form of religious worship
;

or to prohibit

commissioned surgeons of the United States army, navy
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or public health and marine hospital service, from per-

forming their lawful duties in this state as such officers.

Sec. XX. PR.\CTICIXG WITHOUT LICENSE-
PENALTY

.Any person who shall practice or attempt to practice, or

hold himself out as practicing medicine and surgery in this

state, without having, at the time of so doing, a valid, un-

revoked certificate as provided in this act, shall be guilty

of a misdemeanor. In each such conviction the fine shall be

paid, when collected, to the state treasurer, and shall con-

stitute a special fund for the prosecution of illegal practi-

tioners as defined in this act, and the said board is author-

ized to prosecute all persons guilty of a violation of the

provisions of this act.

Sec. XXL F.ALSE PERSON.ATION, A FELONY

Every person filing for record, or attempting to file for

record, the certificate issued to another, falsely claiming

himself to be the person named in such certificate, or

falsely claiming himself to be the person entitled to the

same, shall be guilty of a felony, and, upon conviction

thereof, shall be subject to such penalties as are provided

by the laws of this state for the crime of forgery.

Sec. XXII. FR.AUDULENTLY ACTING .AS MEMBER
OF BOARD

Any person assuming to act as a member of the state

board of medical examiners without so being, or who shall

sign, or subscribe, or issue, or cause to be issued, or seal,

or cause to be sealed, a certificate authorizing any person

to practice medicine or surgery in this state, shall be guilty

of a misdemeanor.

Sec. XXIII. LICENSES ISSUED WITHOUT
EXAMIN.VTION— THEIR REYOCATION

.Any person who shall have been lawfully engaged in the

practice of the healing art in the State of Washington, for

not less than three (3) months immediately prior to the

date upon which this act takes effect, and is a graduate

from an institution chartered to teach the healing art, by

the state wherein it was located, which school, in case

the practitioner graduated therefrom prior to January 1,

1911, required such practitioner to be in actual attendance

for two (2) years of nine (9) months each of not less

than 100 hours of instruction work in each of those years

in order to graduate, and which school, in case the prac-

titioner graduated therefrom subsequent to January- 1,

1911, required the practitioner to be in actual attendance

for three (3) years of nine (9) months each of not less

than one thousand (1000) hours of instruction work in each

of those years in order to graduate shall be granted a license

to practice medicine in the State of Washington by the

State Board of Medical Examiners, without examination as

to his skill; provided further, that each practitioner shall

make application to the said Board of Medical Examiners

for such license within ninety (90) days after the date upon

which this law takes effect, upon such blank forms as said

board shall provide, and shall pay the fees herein pre-

scribed, and shall furnish evidence satisfactory to the board

that he is a person of good moral character and possesses

the educational qualifications hereinabove specified; pro-

vided, however, that all licenses herein mentioned may be

revoked for unprofessional conduct in the same manner

and upon the same grounds as if issued under this act.

Sec. XXIY. LAWS TO BE OBSERYED
.All persons granted licenses or certificates under this act

shall be subject to the state and municipal regulations

relating to the control of contagious diseases, the report-

ing and certifying to births and deaths, and all matters

pertaining to public health
;
and all such reports shall be

accepted as legal.

Sec. XXY. SOLICITING BUSINESS PROHIBITED

Any physician or surgeon engaged in the practice of

medicine in this state, who shall employ any solicitor,

capper or drummer for the purpose of procuring patients,

or who shall subsidize any hotel or boarding house, or !

who shall solicit a contract with any corporation, firm or

group of persons or an industry employing workmen or I

individuals, for the medical treatment and attendance of I
such workmen, or who shall pay or present to any person, I
money or other valuable gift for bringing patients to him,

or pay a percentage or contingent commission upon any «

contract obtained by any solicitor for any physician or I

surgeon, shall be deemed guilty of a misdemeanor and upon !

conviction thereof shall be punished by a fine of not more

than five hundred ($500) dollars, or by imprisonment in

the county jail for a period not exceeding six (6) months, I

or by both such fine and imprisonment in the discretion of >

the court.

Sec. XXYl. CONTRACTING WITH EMPLOA’ERS
FOR TREATMENT OF WORKMEN—LODGES

—BENEFICLAL ORDERS

On or after June 10, 1931, all physicians and surgeons,

hospitals or associations engaged in the healing art, who
accept contracts from employers of workmen for the treat-

ment of said workmen, from beneficial orders, or from

lodges for the treatment of their members and families, at

a contract price, shall not accept any direct payment from

said contracting parties until the following requisites hereby

made and provided are complied with;

First. .All such contracts, immediately upon their being

made and entered into, shall be filed of record in each

of the following places: one with the secretary of the

State Medical Board, one with the Department of Labor

and Industries, and one with the cbunty auditor in the

county where the work is to be performed.

Second. .A penal bond shall be executed to the state in

the sum of Five Thousand ($5000) Dollars by all physi-

cians, surgeons, hospitals or associations engaging in the

contract practice of medicine; such bond shall be filed

with the Secretary of State to insure faithful performance

and a guarantee of good faith in the execution of said con-

tracts; and upon the failure of the said physicians, sur-

geons, hospitals or associations to perform their part of the

agreement, the said Secretary of State shall immediately

declare such bond forfeited and interplead the same into

the Superior Court of the State of Washington for Thurs-

ton County, and the court shall then order it to be dis-

bursed in mitigation of any damages sustained by reason

of said physicians’, surgeons’, hospital’s or association's

failure to perform
;

provided, however, that in no event

shall the employer, lodge or party employing said physician,

surgeon, hospital or association be entitled to any part of

said bond, and in the event no damage is manifest, or

claims advanced therefor, the court shall enter an order

declaring said bond forfeited and pay the whole sum into

the State Treasurer’s Office.

Third. .All payments to be made under said contracts

shall be first paid into, and addressed by the employer,

to the Department of Labor and Industries, to be then and

there examined by the said Department in conformity

with the contract on file, and if satisfied that the pay-

ments are in conformity with said contract, the Department
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shall in turn forward the said sum to the physician, sur-

Igeon, hospital or association entitled to the same; pro-

vided, however, the Department of Labor and Industries

I shall keep an account of all such payments made as herein

jdefined, and submit a quarterly report to the State Medical

[Board of all such payments made, together with a short

jsummary of the contract involved, its file number, and

jits recommendations as to the faithful performance of

Ithe physician, surgeon, hospital or association under said

^contract insofar as the same affects the health and comfort

I of the persons or group being treated.

j
Fourth. All rates and contract prices for the treatment

I

of workmen in the State of Washington shall not be for a

dess sum than that established by the Department of Labor

'and Industries’ minimum fee as provided in Rem. 7715;

(provided, however, that this subsection shall have no appli-

' cation to lodges and beneficial orders, but is expressly

(directed towards the betterment of the treatment of in-

I jured workmen and for the curbing of a growing and

(pernicious practice among employers to engage cheap and

I inefficient medical aid for such treatment.

: Fifth. No physician, surgeon, hospital or association

[ shall accept or assume any contract for the treatment of

(injured workmen, or any group of persons including bene-

ificial orders and lodges, where such physician, surgeon,

I

hospital or association is situated or resides more than

'fifteen (IS) miles from the place where such workmen

I
are engaged in their labors, or where the lodge or organiza-

I

tion has its headquarters; nor shall any person accept

I such contract and assign the same to a subordinate or

group thereof in order to evade the plain intention of this

provision
;
provided further, that no person, groups, physi-

cian, surgeon, hospital or association, having an office or

clinic in one incorporated city in this state, shall accept

such contracts for the treatment of patients in another such

city or town at more than a fifteen (IS) mile radius from

said clinic or office of said physician, surgeon, hospital or

association.

Sec. XXVII. DIAGNOSING OR TREATMENT FOR
UNLICENSED EMPLOYER OR PARTNER UNLAW-
FUL— NOT APPLIED TO CORPORATION PRACTICE

It is hereby declared to be unlawful for any person to

examine for the purpose of diagnosing, or to diagnose

or treat any person suffering from any disease, diseased

condition, injury or defect as the partner, agent or em-
ployee of any person who does not hold a license to

practice medicine within this state, or as the employee of

any corporation, and it shall be no defense to any person

prosecuted under this section that he held a license to

practice medicine in this state at the time of such examina-

tion or treatment, if section XXI above is complied with.

Sec. XXVIII. LIABILITY OF NONPRACTITIONERS
It is hereby declared to be unlawful for any person not

licensed to practice medicine to receive, either directly or

indirectly, any pay or compensation given or paid in viola-

tion of the foregoing section of this statute, and any

person who receives any such pay or compensation shall

be punished in the same manner and to the same extent

as is provided in the foregoing section of this act for the

person giving or paying such pay or compensation.

Sec. XXIX. LICENSES OF OTHER STATES
.Applicants for a certificate, who have been examined

and licensed by a state board of medical examiners of

another state and have practiced at least one year therein,

which through a reciprocity provision in its law, similarly

accredit the holders of certificates from the board of medi-

cal examiners of this state to the full privileges of prac-

tices within its borders, on payment of a fee of twenty-five

dollars to the board, and on filing with the secretary of

the board a copy of such license certified by the president

or secretary of the state board of medical examiners

issuing the same to be a full, true copy thereof, and

showing also that the standard of requirements adopted

by such state board of medical examiners as provided by

the law of such state is equal to that provided for by the

provisions of this act, shall without further examination

receive a certificate to practice medicine and surgery in

this state; Provided, that such applicant has not previously

failed at an examination held by the board of medical

examiners of this state.

Sec. XXX. APPLICATION AND CONSTRUCTION
OF ACT

Nothing in this act shall be construed to prohibit service

in the case of emergency, or the domestic administration of

family remedies, or the practice of midwifery
;
nor shall

this act apply to any commissioned medical officer in the

United States army, navy or marine hospital service, in the

discharge of his official duties; nor to any licensed dentist

when engaged exclusively in the practice of dentistry
;
nor

shall this act apply to any practitioner from any other state

or territory in which he resides: Provided, that such prac-

titioner shall not open an office or appoint a place of

meeting patients or receive calls within the limits of this

state. This act shall not be construed to apply in any

manner to the practice of osteopathy or to any drugless

method of treating the sick or afflicted, or to apply to or

interfere in any way with the practice of religion or any

kind of treatment by prayer; nor to any person now hold-

ing a license from the state board of medical examiners

for any system of drugless practice.

Sec. XXXI. “CERTIFIC.VTE” AND “LICENSE” SAME

The words “certificate” and “license” shall be known as

interchangeable terms in this act.

This suggested act is not intended to be con-

clusive, but is merely a rough draft of a needed

remedy. Suggestions of improvements thereon

should be forwarded to the proper committee, and

all such suggestions will receive earnest considera-

tion. All sections in conflict with this suggested act,

or all laws of the State of Washington now in con-

flict therewith, will be sifted and amended to con-

form with the intention of the majority of practi-

tioners in this state.

The legal profession is regulated by lawyers, and

not by laymen, as the medical profession is now

regulated. The State Board of Medical Examiners

was abolished in the interests of economy. The

State Board of Medical Examiners should be re-

established in the interests of public comfort and

health. Once the medical profession is placed under

the control of competent medical practitioners, pub-

lic comfort and health will be safeguarded, and

arbitrary and capricious conduct on the part of a

State License Board composed of laymen will be

removed.
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REGULATIOX OF COXTR.\CT PRACTICE
Contract practice is a subject of perennial de-

bate and conference in many county societies. Often

times it has engendered strife and bitterness that

have persisted over long periods. .Although at dif-

ferent times certain societies have attempted to

control or discipline their members regarding this

sort of practice by resolutions forbidding such

work, or imposing the penalty of expulsion if per-

sisted in, it has continued and expanded with in-

crease of population and development of industry.

Practice of medicine by means of the contract sys-

tem has become an established feature in the pro-

fession. X’either by resolutions nor opposition can

physicians hope to obliterate it or prevent its ex-

pansion. -Attempts to discipline members of the

society who have participated in this form of prac-

tice have accomplished no results. It is always re-

grettable when efforts to regulate this practice by

a medical society terminate only in developing ani-

mosities and ill feeling among its members.

The profession must face the fact that this is an

established procedure and should unite in some

method for its equitable control and regulation. .All

seem agreed that this can be accomplished only by

legislation, which shall establish a uniform method

of dealing with contract work among all cities and

counties of the state. In order that such a course

may be pursued, it is essential that someone should

take the initiative and offer a plan which may be

suggestive and possibly serve as a model for effec-

tive action. In this issue will be found a paper by

Peacock and Copps who have made a study of this

question and offer a suggestive act for legislative

consideration to cover the various problems which

have arisen in connection with this subject. The

procedures contained in this paper are not spon-

sored by this journal, nor are they endorsed by

any medical organization. They are offered by the

authors for what they may be considered worth,

with the hope that the suggestions may serve as a

basis for future legislative action which may prove

a solution to the much debated and disturbing con- J

tract practice. Suggestions or criticisms of the j'

measures therein outlined are invited. This journal fc

will publish anything received along these lines in •

order to help clarify the situation and aid in solving j

the problems under consideration.
|

ABUSE OF BROADCASTING

The radio, like the automobile, seems to have be- i

come an established institution in the families of

this country. Its perfection in operation and its

amazing popularity are outstanding features of
,

modern society. It is not surprising that it has been '

seized upon with avidity as a means of advertising

in many lines of business and professional activi-

ties. This has become so objectionable in the minds i

of some people that an agitation has been suggested ;

to persuade the Government authorities controlling I

broadcasting to prohibit advertising of wares which i

intrudes itself practically into all the families of a

community. The acme of offense in this line ap-

pears in the broadcasting by medical advertisers, '

which has become an outrageous insult as it is ob- '

truded into the family circle which must oftimes un-

wittingly listen in on what is transmitted through

the air. It is incomprehensible that the Government

authorities should permit the ignorant and blatant

assurances which are broadcast in some communi-

ties by these medical quacks who seem to have ob-

tained the services of certain stations. One hears

the stereotyped assertions which these men pro-

claim as to their ability to cure disease without the

use of the knife, drugs or other methods which

have been established through the experience of

years. Some method should be adopted for the

elimination of this form of deception which is be-

ing transmitted broadcast among the citizens of our

land.

WASHINGTON EXTENSION LECTURES

Physicians of Washington and its neighbor-

hood should keep in mind the Postgraduate Course

to be presented by the Extension Department of

the University of Washington which will be held in

Seattle July 14-18. This is the only effort this Uni-

versity attempts in the way of medical teaching for

the profession of the state. Each year distinguished

and leading men in different departments of prac-

tice are brought to the city, who deliver the latest

information in their special lines of work. This

course differs from a medical meeting in that its

purpose is distinctly to teach, each lecturer deliv-

ering a concerted course of addresses of an hour
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each, intended to emphasize and impress upon the

listeners the scientific facts pertaining to the sub-

jects being studied. The intention is to bring to

the students of this course of lectures the opportu-

nity of acquiring information which otherwise

would necessitate a visit to distant centers of teach-

ing. The instructors are well known men, entitled

to marked consideration in their separate lines of

practice, being all officially associated with centers

of teaching. Dr. Judd of the Mayo Clinic, Dr.

.Addis of Stanford University, Dr. Brennemann of

Northwestern University and Dr. Meyer of the

University of California are men of national repu-

tation. The mere mention of their names is sufficient

to guarantee the quality of the lectures which they

will deliver.

THE STUDY OF GOITER

The modern emphasis on specialism is promi-

nently portrayed in the existence of the American

Association for the Study of Goiter- The goiter

specialist is a product of recent years, the intensive

study of diseases of the thyroid gland having been

developed during the period of activity of those

who at present devote their energies to this line of.

practice. Its prominence is demonstrated by the

annual meeting of this organization to be held in

Seattle July 10-11. Whether a practitioner be a

surgeon or internist, a specialist or general practi-

tioner, he is constantly dealing with thyroid dis-

eases. Therefore, he will have an interest in the

papers presented at this meeting. The program has

already been published in this journal and freely

distributed among the physicians of the Northwest.

MEDICAL NOTES
OREGON

Medical School Graduation. The Medical School of

University of Oregon graduated forty-two students June

17, in connection with the University Commencement at

Eugene, to whom the degree of doctor of medicine was

awarded. Some of these graduates will enter practice

while others will serve as internes at various hospitals.

New Clinic Building. Work has begun on the Clinic

Building for the Medical School of University of Oregon

in Portland. This will be a four story concrete structure,

about 200 feet in length, connecting the Medical School

with Multnomah County Hospital. It will provide an

abundance of clinical material for teaching purposes. Its

equipment and detailed arrangements will include every-

thing for an up-to-date out-patient department.

Professional Building Under Construction. Erection

of the proposed .fourteen story Medical-Dental Building at

Salem is expected to begin within a few weeks in order

that the structure will be ready for occupancy early next

year. The building will contain, besides offices for physi-

cians and dentists, a modern surgery and a garage.

New Hospital to bf. Constructed. The Hood River

Hospital Association has appointed an architect to draw

plans and supervise construction of a new hospital. Bids

will be called as soon as plans are completed.

Former Portlander Honored. Dr. William P. Murphy,

a graduate of the Universitj of Oregon Medical School, and

his coworker Dr. George H. Minot of Boston, Mass., were

recently awarded the Cameron prize for 1930. This honor is

awarded annually by the University of Edinburgh for ex-

cellence in medical research. The basis of the award to Drs.

Minot and Murphy was their epoch making discovery at

the Peter Bent Brigham Hospital, Boston, of the use of

liver in the treatment of pernicious anemia.

Conditions at Leper Colony Deplored. Dr. Robert

Lindsey McArthur, who graduated from the University of

Oregon Medical School in 1926 and later served an in-

ternship at the Seattle City Hospital, returned to Portland

last month, following a period of three years spent as medi-

cal director of the Kalaupapa Leper Settlement at Molokai

in the Hawaiian Islands. In a report handed together with

his resignation to the territorial board of health, he brought

charges of deplorable physical and moral conditions among

the lepers, partly due, he alleged, to a noncooperative at-

titude on the part of the members of the board.

County Secretaries Meet. The first annual confer-

ence of secretaries of county societies of Oregon was held

June 4 at the headquarters of the Oregon State Medical

Society in Portland. Fifteen members attended. A dinner at

the University Club, at which members of the Council of

the Oregon State Medical Society were also present, con-

cluded the meeting.

Clinic Free of Insurance Board Control. In a recent

decision handed down by Mr. Claire A. Lee, state insurance

commissioner at Salem, the Eugene Clinic was held to be

free of any jurisdiction by the state insurance depart-

ment. It was held that the clinic is not a hospital asso-

ciation, but merely a copartnership of physicians.

Police Surgeon Resigns. Dr. Leo Schatz has resigned

his position of day surgeon at the police emergency hospital

at Portland and has gone to New Haven, Conn, to engage

in postgraduate medical work at Yale University. His

place has been filled by Dr. Claude Bollam.

Central Willamette Valley Medical Society met at

Lebanon May 31. Thirteen members attended. Dr. Albert

W. Holman and Dr. W. E. Dudman, both of Portland,

were guests of the society and delivered scientific papers.

Dr. H. a. Dowd, who has been engaged in practice at

Gervais for the past five years, left last month for the

East, where he expects to engage in postgraduate work in

surgery. His place is being filled by Dr. A. B. Adkisson of

Portland.

Physician Honored by Lodge. Dr. L. L. Baker of

Eugene was elected grand master of the grand lodge of

Odd Fellows at its recent annual session in Portland.

Health Officer Active at Ninety. Dr. Joseph Meyers,

city health officer of Albany, recently celebrated his nine-

tieth birthday. He served with the Union army during the

Civil War and was wounded in action.
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Illegal Practitioner Fined. A fine of one hundred

dollars was recently imposed in District Judge Mear’s

court at Portland on Anthony J. Corbett, formerly of the

Dean Clinic. He was found guilty of prescribing medi-

cine without a license last September.

Dr. F. W. Comings of Eugene has returned to his home,

following an illness which attacked him suddenly at

Ogden, Utah, while he was on his way to his former home

in Vermont to spend the summer.

Dr. F. C. Brosius, who formerly practiced at Elgin, has

returned to that place, following several years spent at

Sandy, near Portland.

Dr. E. J. Jasper of Astoria was confined to a Portland

hospital last month by a serious illness.

WASHINGTON
CoNTR.ACT PR.ACTICE CONDEMNED. For Several weeks a

committee appointed by King County Medical Society

has studied the subject of contract practice in Seattle and

made several reports to the society relative to their labors.

At the meeting, June 16, the following resolutions were

adopted. (1) A member of King County Medical Society

shall not work with a nonmember as an assistant employe

if such nonmember engages in contract work. Penalty, sus-

pension or expulsion. (2) The society condemns commer-

cial solicitation as against public policy. Penalty, suspen-

sion or expulsion. (3) All service contracts must be filed

with the secretary within thirty days after they are made.

(4) A committee is to study the superclinic, with the pur-

pose of keeping it from coming to Seattle.

New Superintendent Appointed. Dr. E. C. Ruge of

Seattle has been appointed superintendent of the Northern

State hospital at Sedro-Woolley. He has practiced for

twenty years in Washington, including twelve years in

Seattle. He succeeds Dr. J. W. Doughty, who has been

superintendent of the institution for the past sixteen years,

who was connected with the Western hospital at Steila-

coom previous to this service.

Health Officer Resigns. Dr. Henry Storgaard, who has

served as city and county health officer of Yakima county

since 1925, tendered his resignation to Mayor Stratton

May 19. He subsequently announced plans to engage in

private practice and to open in the near future a new non-

sectarian hospital. This is to be located in the former

Clithero home on W'est Yakima Avenue and is to be

known as the Yakima Surgery.

Walla Walla Medics Become Actors. Hidden talent

was recently discovered among the Walla Walla physicians,

when the “Womanless Wedding,” a stage production, was

presented at the Keylor Grand Opera House. Dr. C. R.

Garrett proved himself a thoroughbred English butler,

while Dr. Elmer Hill took the part of an aged devoted

great-grandfather. Dr. John C. Lyman discarded his pro-

fessional appearance and was such a true bad boy that

his Dayton friends recognized him from childhood. Dr.

Frank C. Robinson was in his true atmosphere as the

“southern Kentucky colonel.” The remaining cast was made

up of local business men.

Isolation Hospital Planned. A committee from Aber-

deen and Hoquiam have considered plans for a Grays Har-

bor county isolation hospital. A location has been sug-

gested and plans for the hospital made by a committee

from Grays Harbor Medical Society.

Doctor in Legislative Race. Dr. B. W. Braden of

Three Tree Point, near Seattle, recently announced his

candidacy for election to the State House of Representatives
|

i

in the Forty-first District. I

Flight Surgeon Appointed. Dr. John L. Walters of '

Spokane has been appointed flight surgeon and commanding

officer of the 116th Medical Detachment of the 41st Di-
|

vision air service unit, Washington National Guard. He

succeeds Dr. E. E. Langly, who has moved to California.

Pria'ate Hospital Completed. Dr. J. Fred Mills is now
i

occupying his newly constructed private hospital and office
!

building at Omak. The structure contains, besides rooms

and wards for patients, a modern surgery and x-ray

department.

Dr. E. L. Kimball, pioneer physician of Spokane, re-

cently suffered a fractured hip and was confined to St.

Luke’s hospital.

Dr. Albert B. Murphy has been reelected president of

the medical staff of Providence hospital in Everett.

Dr. M. M. Patton was recently chosen president of the

staff of Sacred Heart hospital, Spokane.

Dr. S. a. Keim has returned to practice at Wenatchee

after several months spent on the Coast.

OBITUARIES

Dr. Bruce Elmore, Seattle, Wash., died May 28 at Prov-

idence Hospital in that city, following a prolonged illness,

aged 54 years. During the Spanish-j\merican War he served

as quartermaster on the U. S. Hospital Ship “Crook”

He was born at Liberty, N. Y., in 1876, received the

Bachelor of Arts degree from Columbia University, New

York, in 1899 and graduated from Columbia University

College of Physicians and Surgeons in 1903. Following

an internship at Roosevelt Hospital in that city he joined

the United States Navy Medical Corps in 1905 and was

stationed at the Naval Hospital at Washington, D. C.

In 1911 he was commissioned in the Naval Reserv'e as

lieutenant. Medical Corps. During the World War he

established a naval recruiting office in Seattle. His practice

in Seattle in his later years was confined mainly to in-

dustrial surgery. He was one of the original group of

Seattle surgeons to become members of the American Col-

lege of Surgeons.

Dr. William F. West, prominent physician of Everett,

Wash., died at La Jolla, Calif., May 23, following a pro-

longed illness, aged 59 years. He was born in Greensburg,

Ind., in 1871, and graduated from the Chicago Homeo-

pathic Medical College in 1902. He located soon afterward

in Everett and remained in active practice until several

months ago, when he was forced by ill health to retire. He

was prominent in medical and civic affairs, and had served

as president of the Washington State Medical Association

and of the Snohomish County Medical Society. He is sur-

vived by a son. Dr. W. F. W’est of Everett, and a brother.

Dr. E. S. West of Yakima.
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Dr. L. F. Griffith, Salem, Ore., died June 14 after an

illness of four months, aged 62. He was born at Griffith

Farm, Oregon in 1868. He attended the public schools in

Salem and Willamette University. He graduated from the

,

medical department of Vanderbilt University, Nashville,

Tenn., in 1890. After serving an internship in Nashville

' City hospital he became assistant superintendent at the

Oregon State hospital, Salem, in 1891. He served con-

tinuously in that capacity for thirty-nine years, with the

exception of the year 1919 when he acted as superintendent

of the institution. For a number of years he was a pro-

fessor in the Willamette University School of Medicine in

I gynecology and obstetrics, also materia medica and thera-

peutics as well as instructor in nervous and mental dis-

eases. For several years he had been professor in psychi-

atry at the University of Oregon.

' Dr. C. V. Herdliska, Portland, Ore., died at the Salem

I General hospital June 2, aged 61 years. He was born at

‘Elizabethtown, Ky., in 1867. He graduated from the Miami

Medical College in Florida and the University of Prague,

.Austria. He practiced medicine in Kentucky and in Wash-
ington, D. C. In 1901 he was appointed by President Mc-
Kinley as secretary of the U. S. Embassy at Vienna. Presi-

ident Roosevelt appointed him Consul to Panama, later

serving in the same capacity in Peru. In 1918 he was ap-

pointed assistant surgeon of the Veterans’ division of the

lUnited States Public Health Service. In 1922 he moved
ito Portland.

Dr. Marshall Kennedy Hall, Portland, Ore., died

May 16, following a brief illness, aged 60 years. He was

born at Huntingdon, Quebec, in 1870, and graduated from

McGill University Faculty of Medicine, Montreal, Quebec,

in 1893. He came to Oregon and after practicing for a

.short time in Rainier and La Grande, he moved to Port-

land, where he became assistant chief surgeon of the

0. W. R. & N. Railroad. During the World War he was

attached to the Army medical corps at Fort Lewis, Wash.,

'and at Letterman hospital, San Francisco, Calif.

I Dr. Wnxis Henry Hall, Seattle, Wash., died suddenly

[while visiting a patient May 26, aged 59 years. He was
born at Lawn Ridge, 111., in 1871, and graduated from the

I

College of Physicians and Surgeons, Kansas City, Kan., in

'1898. After practicing for a few years at Topeka and at

Winfield, Kan., he moved to Seattle in 1907. At first he

I

was connected with the United States Public Health Serv-

ice, later he resigned this position to engage in private

practice. During the World War he served with the Army
Medical Corps at Camp Greenleaf, Ga.

Dr. T. C. Humphrey, Portland, Ore., died at his home

'June 2 from complications following injuries received in an

automobile accident last November. He was 80 years old,

being born in 1850 at Lockridge, la. He was brought to

Oregon during his childhood and graduated from the medi-

cal department of Willamette University in 1886. After

'Practicing for four years at Camas, Wash., he returned to

Portland, where he was active until the time of his injury

last year.

Dr. Eugene Fuller, retired New York urologist, died

at his home in Seattle, Wash., June 4, aged 72 years.

He was born in 1858, and graduated from Harvard Uni-

versity Medical School, Boston, Mass., in 1884. He en-

gaged in the practice of urology in New York City and

became a leader in that field, at one time serving as presi-

dent of the .American Urological Association. He retired

from active practice ten years ago and moved to Seattle.

Dr. Herman A . Greiner, prominent North End physi-

cian of Seattle, Wash., died at his home May 21, following

an extended illness, aged 52 years. He was born in Sauga-

tuck, Mich., in 1878, and graduated from the General

Medical College, Chicago, 111., in 1904. He settled in

Seattle in 1904 and built a large suburban practice there.

Dr. Thomas Parker Butler, pioneer physician of the

Ballard district in Seattle, Wash., died at his home May
25, following a long illness, aged 74 years. He was born in

•1856, and graduated from the Kentucky School of Medi-

cine, Louisville, Ky., in 1882.

Dr. Craig J. Baugh, Pocatello, Ida., died suddenly

at Limon, Mont., May 28, aged 62 years. He was born at

Bonnsville, Mo., in 1868, and graduated from Barnes Med-
ical College, St. Louis, Mo., in 1893. He had practiced at

Pocatello since 1917.

REPORTS OF SOCIETY MEETINGS
OREGON

EASTERN OREGON MEDICAL SOCIETY
Pres., Charles Palmer

;
Secty., Lewa Wilkes

A meeting of Eastern Oregon Medical Society was held

at Pendleton June 2. The following doctors from Walla

Walla attended as guests of the Pendleton physicians:

J. T. Rooks, A. E. Lange, C. J. Johannesson, J. C. Lyman,

J. W. Ingram and Elmer Hill. After dinner at the Pendle-

ton hotel a meeting was held in the office of Dr. J. P.

Brennan.

Dr. J. T. Rooks delivered an address on “Septic Menin-

gitis Complicating Middle Ear Infection.” He described two

cases recently treated by the injection of a small amount

of spinal fluid into the muscles as well as the veins of

each, which ended in recovery. The case was illustrated by

charts and lantern slides.

Dr. A. E. Lange gave an address on “Epidemic Cere-

brospinal Meningitis.” This was based on personal experi-

ence in treating more than twenty cases in Walla Walla

and Dayton. Special emphasis was laid on diagnosis, the

importance of spinal puncture and the early study of the

spinal fluid. The address was illustrated by lantern slides

and charts.

Dr. j. C. Johanneson of Walla Walla addressed the

Kiwanis Club of Dayton, June 4, on the subject, “History

and Development of X-rays and Their Value to Modern

Medicine and Surgery.”

WASHINGTON
PIERCE COUNTY MEDICAL SOCIETY
Pres., D. M. Dayton; Secty., W. B. Penney

The regular meeting of the Pierce County Medical So-

ciety was held in the Parish Hall of the Episcopal Church,

Puyallup, May 27. This was a dinner for members of the

society and their wives.

Several talks were made by members of the society,

notably Dr. J. F. Griggs and President Engels.
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Attorney Robert E. Evans gave an address on “Expert

Testimony.” This gave valuable information as to what

the lawyer considers good and bad testimony.

Dr. Engels then turned the gavel over to Dr. D. M.
Dayton, who assumed his position as President for the

ensuing year. Motion was made and unanimously carried

thanking the ladies of the Episcopal Church for their hos-

pitality and dinner. There being no further business, the

meeting was adjourned until next fall.

SPOKANE COUNTY’ MEDICAL SOCIETY
Pres., C. B. Ward; Secty., R. P. De Riemer

A special meeting of Spokane County Medical Society

was held in the Paulsen Medical and Dental Building

Auditorium, Spokane, June 6. Dr. W. J. Pennock occu-

pied the chair in place of Dr. C. B. Ward. He spoke of

the coming Idaho State Meeting at Coeur d’Alene.

Drs. -A. Betts and G. Harbison were unanimously elected

as delegates and Drs. A. A. Matthews and E. S. Jen-

nings as alternates to the annual meeting of Washington

State Medical Association to be held at Bellingham in

September.
PROGR.\M

“The Role of Blood and Lymph Vessels in Pulmonary

Tuberculosis,” by Dr. W. S. Miller of the University of

Wisconsin. The speaker was introduced by Dr. F. Fischer.

He presented a life’s work in the microscopic anatomy,

physiologv' and pathologx’ of the lung. The microphoto-

graphs and models from microscopic pathologj- were ex-

cellently illustrated. This work is fascinating in the ex-

treme and has brought to the medical profession an insight

into the role of the lymph, blood parenchyma in physi-

ology of the lung and more especially in pulmonary tuber-

culosis.

TRI-COUNTY MEDIC.AL SOCIETY

The Tri-County organization of Snohomish, Whatcom

and Skagit counties held its annual meeting at the Skagit

Country Club, Mt. Vernon, June 13. The program includ-

ed a golf match, which was won by the Snohomish repre-

sentatives.

-After the dinner a scientific program was presented, in-

cluding papers by Drs. Clarence Kjos of Mount Vernon

and N. L. Thompson of Everett. Discussions were lead

by Drs. S. S. Howe and O. E. Beebe of Bellingham. Dr.

Llewellyn Cook of Anacortes had charge of the program,

while Dr. George Crabtree of Mt. A’ernon supervised the

golf match.

WASHINGTON TUBERCULOSIS ASSOCI.ATION

Washington Tuberculosis Association held its annual

meeting in Tacoma June 12-14. Mrs. C. E. Mallette of

Spokane, president of the Association presided.

During the three days session a program covering vari-

ous phases of tuberculosis work was presented. One dealt

with the “Hospitalization of the Tuberculous Indian,”

which has a distinct bearing on the tuberculosis program

in the state, interest in which has been greatly stimulated

by the establishment of Indian sanatoria at Toppenish for

adult cases and at the former Cushman Hospital near Ta-

coma for children.

The early diagnosis campaigns of the past three years,

sponsored by the National Tuberculosis Association,

prompted a symposium on “Protecting Children from Tu-

ll
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berculosis,” which was presented from the standpoint ol(
i

newer knowledge of the avenues of infection and the meth- i

ods of prevention. The program of Child Health Educa-i t

tion, being directed by the Association and developed b>

a majority of the county tuberculosis leagues, was the in- >

spiration for an outstanding presentation of the various
i

approaches to this subject by the field workers engaged in'

the project. .A session on the sale of Christmas seals, fundsj
||

from which finance the programs of the volunteer work of|H

the county, state and national organizations, was of much V
interest. There were luncheons each day and two evening} v:

meetings, all of which were well attended.

A feature of the convention was the celebration by

Pierce County Tuberculosis League of the twentieth anni-i i

versary of its organization. This was the first league formed;^

by the Washington Tuberculosis Association, when the'S

active campaign of organization and education was launched ^

in 1910. During the past twenty years the Association hasi »

formed similar leagues in thirty-four of the thirty-nine

counties of the state.

Interesting accounts of the Pierce County League’s early

history and struggles to finance the educational program

and to secure a sanatorium were given by those who ac- i

tively participated at that time. The convention closed
‘

with a drive to Mountain View Sanatorium, where the

delegates were welcomed and tangible evidence of the suc-

cess of the league’s efforts were shown them. The many

graduate patients who had assembled for their annual

home-coming was an added inspiration and proved the

value of institutional care and educational work.

Men and women prominent in the tuberculosis campaign

throughout the state were present, thirty counties being

represented by one delegate or more. The attendance was

the largest in the history of the .Association. The conven-

tion was honored by the presence of four past presidents.

Dr. Clarence A. Smith, Seattle, first president of the .Asso-

ciation (1906-1910); Dr. C. Quevli, Tacoma, (1910-1919);

J. V. A. Smith, Seattle, (1919-1921) ;
and Mrs. R. C. Mc-

Credie, Sunnyside, (1921-25). Professor H. S. Brode of

Walla Walla, who served from 1925 to 1929, was unable

to attend.

The following were reelected as officers of the Washing-

ton Tuberculosis .Association for the coming year: Mrs.

C. E. Mallette, Spokane, president; Mrs. R. C. McCredie,

Sunnyside, and Dr. C. Quevli, Tacoma, vice-presidents;

Professor John Weinzirl, Seattle, secretary', and Chas. R.

Case, Seattle, treasurer. J. A’. .A. Smith, Seattle, and Mrs.

Bethesda Beals Buchanan, Executive Secretary are mem- '

bers of the Executive Committee.

Epidemic “Night Blindness.” .Adults appear to require V

less vitamin .A than the growing child, but it is essential
|

that vitamin .A should be present in the diet of the adult A

as a preventive of xeropthalmia and other troubles, espe- e

dally lung diseases, due to a low resistance to infection.
|

There is a form of “night blindness” which has been ob-
|

served, often in an epidemic form, among older children *

and adults upon deficient diets. This trouble can be cur^ t

within twelve to twenty-four hours by cod liver oil.

j

It is also cured by eggs, carrots and other foods rich in

vitamin .A. “Night blindness” is apparently merely an early t

stage of xerophthalmia before the cornea is very obviously »

affected.— Plimmer, R. H. .A., and Plimmer, Violet G.:

Food, Health, Vitamins, New York, Longmans, Green & (

Co., 1929, p. 53.

I
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BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

The Clinical Examination of the Nervous System. By

G. H. Monrad-Krohn, M. D., F.R.C.P. Professor of

Medicine in The Royal Frederick University, Oslo, etc.

Fifth Edition, 222 pp. $3.50. Paul B. Hoeber, Inc., New
York, 1930.

Throughout the book the author emphasizes the necessity

for a routine method of e.xamination of the nervous sys-

tem. He takes up in order the importance of the anam-

nesis, the status presens, and then routinely the examination

of the cranial nerves; the motor system under which are

considered associated movements, coordination and cerebel-

lar signs; the sensory system with its subdivisions, super-

ficial sensation, deep sensation and combined sensation, to-

gether with illustrations of the sensory paths and segmenta-

I

tion. Next is considered the various reflexes and their in-

terpretation, trophic and vasomotor state, the examination

of the standing position and the evaluation of the differ-

ent types of gaits and their diagnostic significance.

The remarks on simulation are interesting in that the

I comments and tests are very practical. The information

i concerning the spinal fluid is the same as that found in the

I
average good text book on neurology.

1 The outstanding features in the Appendix are the com-

ments and brief outlines of the Binet-Simon tests. It is in-

Iteresting to note that in all the recent texts on the nervous

1

system these tests are receiving more and more space. This

indicates the dawning of an appreciation on the part of the

modern medical man of what educational psychology has

.contributed toward a study of the individual in his en-

tirety, and the foreword wisely suggests to all who intend

to make their special study disorders of the nervous sys-

tem, whether it be neurology or psychiatry, that they

should have a foundation knowledge of neurology, psy-

chology and psychiatry. To this should be added a knowl-

ledge of sociology. Other important items are the remarks

on ventriculography and encephalography. In regard to the

: iformer the author sounds the warning note that the method

is not without danger (from some clinics quite an appre-

ciable mortality is reported), and it should, therefore, not

be used as a routine method, and should only be carried

.out by someone who has sufficient experience in cerebral

jsurgery to cope with the dangers that may arise.

Throughout the volume there is conciseness in the state-

iments without sacrificing important details, and the illus-

!tractions are instructive which should serve as a valuable aid
'
'to those who wish to be informed about the nervous sys-

tem as far as that is possible from textbooks on the sub-

iect. Rohwer.

The Basis of Epilepsy. By Edward A. Tracy, M.D.,
Director of Epileptic Clinic at Forsyth Dental Infirmary,

I Boston. Illustrated. 92 pp. The Gorham Press, Boston,
1930

The author describes again the skin reflexes due to vaso-

:onstriction. He elaborates on the various skin reflex tests

with illustrated articles and photographs of actual tests,

ile claims that “the chronic vasoconstriction spots with

heir intensifying and fading while under observation dem-

)nstrate a diseased condition of the sympathetic neurons

nvolved in their production. The many abnormalities of

he reaction-times show, likewise, a diseased condition of

the sympathetic neurons, for the reaction-time depends

upon these neurons.” This is an interesting observation.

Everyone who checks carefully on epilepsies wdll find these

skin reflexes to be uniformly present. They do not always

occur in brunettes but always are found in blondes.

In the second section the author undertakes to make a

diagnosis of epilepsy before seizures have occurred, based

largely on the history of headache, dizziness, fainting, sud-

den pallor, loss of consciousness, nausea, trembling, weak-

ness or a convulsion. When such a case presents itself he

then tests for the observative findings, such as (1) un-

balancement of the vasomotor reflexes, (2) hypertonia of

sympathetic fibres (manifested by the reaction-time being

less than normal, or by the intensity in whiteness of the

reflex), (3) a patchy vasoconstriction reflex, or an absence

of the reflex (perhaps due to degeneration of sympathetic

fibres, a condition found by Echeverria in his autopsies

upon epileptics as described later), (4) a diffuse vasocon-

striction reflex in place of the normal white streak, and

(5) chronic vasoconstriction spots. In these cases epilepsy

in its incipient stage is diagnosed, and he presents case

histories to prove his point. Vasomotor disturbances and

disturbances of the sympathetic nervous system, resulting

in a sympathetic hypertonia, the author believes to be at

least present in all cases of epilepsy.

The third section is an elaboration of the reflex test and

is beautifully illustrated by actual photographs. He con-

cludes by giving a summary of his belief that epilepsy is

a disease entity. He quotes Echeverria who found changes

in the sympathetic ganglia at autopsies on five epileptics

and believes this is a positive confirmation of his own be-

lief that the hypertonia of the sympathetic nervous sys-

tem, with associated skin reflexes, has a logical basis in this

fact. The author does not claim a cure for epilepsy but be-

lieves that in incipient cases proper use of diet and ad-

ministration of colloidal oenanthe can hold the symptoms

in check. Calcium lactate and parathyroid tablets are also

used in these cases. All abnormal conditions are corrected

in a general way. Colloidal oenanthe, a drug, is used be-

cause it has a depressing effect on hypertonia and the

sympathetic nervous system.

As pointed out by the author, other conditions beside

epilepsy can produce the vasomotor skin reflexes. It is dif-

ficult to believe that all epilepsies apparently are based

upon a diseased condition of the sympathetic nervous sys-

tem, and yet the chronic constipation associated in many

epileptics, the vasomotor disturbances which are very evi-

dent are so commonly met with that one must conclude

that in these diseased conditions the epileptic seizures are

not a mere incident. The author has made a very important

contribution to this subject and one which all observers

must consider seriously when making their examinations.

The book is well bound, easy to read and beautifully illus-

trated. Swift.

Infant Nutrition. A Textbook of Infant Feeding for

Students and Practitioners of Medicine. By Williams

McKim Marriott, B.S., M.D., Professor of Pediatrics,

Washington University School of Medicine, St. Louis, etc.

Illustrated. 375 pp. $5.50. The C. V. Mosby Company,

St. Louis, 1930.

A textbook on infant feeding by this author has long

been awaited by pediatricians, for this clinical investigator
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is perhaps best known for his enlightening interpretations

of nutritional problems in terms of fundamental biochem-

istry. The first chapters are devoted to a consideration

of growth and development, energy- metabolism and the

characteristics of the individual metabolites. Especially

enlightening is his explanation of the advantages and disad-

vantages of the manj' forms of carbohydrate used in modi-

fying artificial feeding mixtures. In the section on vita-

mins he deplores the modern tendency to substitute en-

tirely for cod liver oil the more recently discovered anti-

rachitic agent, irradiated ergosterol (viosterol) . The latter

contains only the rickets-preventing vitamin D and is

quite lacking in vitamin A, a substance found in abundance

in cod liver oil, and which, he believes, it quite as neces-

sary as the D factor in promoting the proper development

of infants.

There are other chapters devoted to breast feeding, sim-

ple milk and carbohydrate formulas, evaporated milk, the

various forms of acidified milk, and to the special pro-

cessed and “reconstructed” feeding mixtures. The subjects

of anhydremia, acidosis and alkalosis are presented. This

book is written in a clear and simple style and without

doubt is the most important .American text on infant feed-

ing that has been published in the past ten years.

Olmsted.

Mrs. Eddy. The Biography of a Virginal Mind. By Ed
win Franded Dakin. 553 pp. $5.00. Charles Scribner's

Sons, Xew York and London, 1929.

This biographical sketch outlines the life and character

of one of the most remarkable women of the century.

Born and reared in poverty, with limited education, she

attained fame and wealth at an age when most people have

retired from active life to enjoy years of leisure. The

author describes in detail how this woman obtained the

information and inspiration from Quimby for the foun-

dation of the cult that developed into the religious sect

which she named Christian Science, together with the sys-

tem of treating disease which had previously been prac-

ticed by her instructor and teacher. This history reveals

the developments this remarkable woman perfected through

a long life of persistent and domineering personality. Tha

author demonstrates the upbuilding of an association of

religion, suggestive mental therapeutics for treating dis-

ease, combined with an extensive commercial institution,

expanding into an enterprise involving millions of dollars.

The medical profession is not concerned with the reli-

gious features of Christian Science any more than with

those of other sects, but its relations with diseases of the

human system and their treatment has brought it into im-

mediate contact with medical practice. Throughout this

book are portrayed the stigmata of paranoia, displayed

so prominently during Mrs. Eddy’s long life. Her delusions

were most conspicuous, from belief in her ability to cure

incurable diseases to the assurance of her own attributes

of deity, although the latter were somewhat modified in

her later years. Delusions of persecution were among her

constant and daily convictions. Her continual reiteration

concerning “malicious animal magnetism” influencing and

controlling her actions, emanating from the minds of in-

timate associates who later were characterized as bit'er

enemies, were among the outstanding features of her char-

acter. The fact that in spite of these manifest abnormali-

ties she was able to build up this great religio-medical

organization is proof of her dominating personality and

the inborn qualities of leadership which she possessed.

This history is a fascinating revelation of the growth

and expansion of the church and system of treating dis-

ease, of which she was the commanding and imperial '

leader. Her word was law, whether applied to the con-
|

duct of the church or the method of treating human ail-
|

ments. To the physician many of the medical aspects which

are here portrayed have both their grotesque and tragic

aspects. That any person ignorant of the human system

and its pathology, and blissfully denying their existence,
'

should seriously undertake the treatment of well known

and established forms of illness seems most extraordinary,
j

although such procedures have become commonplace since ;

Mrs. Eddy first practiced and taught others her methods.

While the author expatiates on the various weaknesses and

inconsistencies of Mrs. Eddy’s personality, he pays tribute

to her genius as portrayed in the development of her

church, the devotion of a host of followers who were

faithful and constant adherents during her life and per-

sistently have revered her memory and the work which

she accomplished. Every physician comes in contact to

greater or less extent with Christian Science and its rela-

tion to human illness through treatment by the practi-

tioners of this cult. Th's book is worthy of reading by

anyone who seeks intimate information concerning its

foundation and development under the guidance and lead-

ership of Mrs. Eddy.

Diseases of the Xose, Thro.at and Ear. By William Lin-

coln Ballenger. M.D., F..\.C.S. Late Professor of Otology,

Rhinology and Laryngology, College of Medicine, Uni-

versity of Illinois, Chicago, etc. Revised by Howard
Charles Ballenger, M.D., F..4.C.S., Associate of the

Otho S. .4. Sprague Memorial Institute Laboratory of

the Children’s Memorial Hospital, Chicago. Sixth Edi-

tion. Thoroughly Revised. Illustrated with 583 Engrav-

in?s and 29 Plates. Cloth, 1138 pp. $11.00. Lea &

Febiger, Philadelphia, 1930.

This is the justly popular Ballenger text, brought up

to date by the rewriting of some old chapters and the

addition of some new ones. .Additions to the section on

the larynx have been made by Chevalier Jackson and

Gabriel Tucker, who have written also the section on

bronchoscopy. Jackson wrote the chapters on esophago-

scopy and gastroscopy. Tucker those on the bronchoscopic

clinic, direct laryngoscopy and tracheobronchoscopy. In

the section on the ear, Lewy has written the chapters

concerned with the physiology and functional tests of the

labyrinth, and labyrinth operations.

The editor has added descriptions of the audiometer,

magnesium tuning forks and simulated deafness. He states,

“every page (of the old edition) has been subjected to a

careful scrutiny with additions, omissions and rearrange-

ments.” The new edition gives abundant evidence of the

truth of this statement. The subjects are brought up to

date, the illustrations are ample and clear, the text is com-

prehensive and concise. This book, edited by two genera-

tions of this famous professional family, should be a matter

of pride to all .\merican oto-laryngologists. It can heartily

be recommended, both to the beginner and to the practi-

tioner of this specialty. Harter.
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Surgical Diagnosis. By 42 American -Authors. Edited by

Evarts A. Graham, M. D., Professor of Surgery, Wash-
ington University Medical School, St. Louis. Three

Quarto Volumes, totaling 2750 pages, containing 1250 il-

lustrations, and separate index volume. Philadelphia and
London; W. B. Saunders Co., 1930. Cloth $35.00 a set.

Volume III and separate index.

The first two volumes of this set were reviewed in April.

The third volume deals with diseases of the chest, biliary

passages, genitourinary and neurologic systems. The stand-

ard of excellence noted in the first two volumes is well

maintained, the chapter on diseases of the liver and biliary

passages by Graham being especially valuable, coming

from the pen of such an authority. This volume completes

a system which is strictly modern in its scope and treat-

ment of surgical diagnosis. Every surgeon will find in-

valuable assistance in these three volumes for his profes-

sional work. They are commended to all engaged in this

form of practice.

A separate volume of 155 pages comprises a general in-

dex for the three volumes. Forbes.

Modern Methods of Treatment. By Logan Clendening,

M. D., Professor of Clinical Medicine, Lecturer on Thera-

peutics, Medical Department of the University of Kan-

sas. Third Edition. 815 pp. $10.00. The C. V. Mosby
Company, St. Louis. 1929.

The author states that this book is intended to furnish

an outline of all methods of treatment in internal medicine.

It does not, therefore, give a complete description of a

given disease with all its compUcations but offers useful

suggestions. It presents a w-ell balanced account of diet,

drugs, hydrotherapy, blood transfusion, psychotherapy and

other subjects. Part I describes the methods used in treat-

ment, while Part II deals with the apphcation of thera-

peutics to particular diseases, such as infectious diseases,

those of metabolism, the blood, the cardiovascular and

respiratory systems, the kidney, digestive system and duct-

less glands. Chapters on each of these subjects discuss the

various diseases grouped under these headings. As a book

for ready reference, one can from it obtain useful sugges-

tions without the necessity of reading extensive descrip-

tions of each.

A Manual of Diseases of the Nose and Throat. By
Cornelius G. Coakley, A.M., M.D., F-A.C.S. Professor

of Laryngology and Otology in the College of Physicians

and Surgeons, Columbia University, New York, etc.

Seventh Edition, Revised and Enlarged. Illustrated with

153 Engravings and 7 Colored Plates. 672 pp. $4.50.

Lea & Febiger, Philadelphia, 1930.

As the author states in the preface, this volume is in-

tended to ofier a compact manual for the student and prac-

titioner. The first four chapters deal concisely in sequence

with anatomy, physiology, technic of examination and an-

tisepsis in operations. Then follow in natural order, be-

ginning with the vestibule of the nose and ending at the

larynx, chapters covering the etiology, pathology, symp-

toms, treatment, etc. of the structures found in this field.

Without w'ishing to detract from an old reliable au-

thority, it must be said that many experienced operators

would differ sharply with the author on his views as to

the best procedure in the surgical care of the chronic in-

fections of the sinuses. But even presuming grounds for this

criticism, it is but a minor matter in a work of this

character. The last chapter, under the heading therapeu-

tics, offers many useful formulae and suggestions. The book

can be highly commended to anyone looking for a concise

and worthy presentation of a big subject.

Cunningham.

Modern Otology. By Joseph Clarence Keeler, M.D., F.A.

C.S., Associate Professor of Otology, Jefferson Medical
College, Philadelphia, etc. Ninety original illustrations

and 15 colored plates. 858 pp. $10.00. F. -A. Davis Co.,

Philadelphia, 1930.

This is a very complete book, in which every step is

clearly and concisely explained and nicely illustrated. Of

special interest are the chapters on diseases and treatment

of the tympanic membrane, eustachian tube and Meniere’s

disease, otology in children, the medicolegal aspects of ear

work, the ears as a focus of infection, the endocrine factor

in otosclerosis, the use of audiometers and all later aids

in hearing devices and methods. The author has had

twenty-five years experience in teaching and practical

work, during which time he has performed more than

twelve hundred mastoid operations. Weber.

Obstetrics for Nurses. By Charles B. Reed, M.D.,
FA.C.S. Professor of Obstetrics, Northwestern Univer-
sity Medical School, etc., and Charlotte L. Gregory,
R.N., B.S., M.D., Adjunct in Obstetrics at Wesley Me-
morial Hospital, Chicago, etc. One Hundred Forty-four
Illustrations Including Two Colored Plates. 399 pp.
$3.00. The C. V. Mosby Company, St. Louis, 1930.

The special purpose of this volume is as a textbook for

student nurses. Debatable matters are omitted, but essen-

tials pertaining to obstetrics and care of patients are in-

cluded. Normal and abnormal pregnancies are discussed.

After considering the mechanism of the normal labor and

puerperium, complications and abnormal sequelae are pre-

sented. Attention is paid to the care of the child and infant

feeding. There is a wealth of illustrations which amplify

the text.

Diseases of the Urinary Tract in Children. By Edwin
Beer, M.D., and Abraham Hyman, M. D. With 50 illus-

trations. 318 pp. $6.00. Paul B. Hoeber, Inc., New York,
1930.

This book is very well written so that it can be read

and understood not only by the urologist but by any

physician. One will find a comprehensive review of uro-

logy found in children, with the procedures used at Mt.

Sinai Hospital for diagnosis. As a whole the general prac-

titioners and pediatricians are skeptical of a urologic ex-

amination of the infant. If they would read this work it

would dispel some of their anxiety as to this procedure.

Rjdlon.

The Medical Clinics of North America. (Issued serially,

one number every other month.) Volume 13, Number 6.

(Mayo Clinic Number, May, 1930.) Octavo of 273

pages with 43 illustrations. Per Clinic Year, July, 1929,

to May, 1930. Paper, $12.00; Cloth, $16.00 net. W. B.

Saunders Company, Philadelphia and London, 1930.

This volume presents clinics on many interesting topics.

Different phases of goiter in different aspects are presented

by well known men from the Mayo Clinic. Cases illustrat-

ing several forms of jaundice are presented, with discussions

of their types and complications. Clinical reports appear on

several phases of arthritis, among them being an interesting

case of ganglionectomy and ramisectomy by Mayo, Adson

and Rowntree. Other reports deal with diseases of the

rectum and colon, encephalitis and diabetes.
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ADDRESS

FINANCES OF OUR STATE ASSOCIATION*

H. D. Spencer, M.D.

IDAHO FALLS, IDA.

Those of you who have been affiliated with the

Idaho State Medical Association since its begin-

ing are thoroughly familiar with its workings, its

plans and its problems. Each one present under-

stands clearly that every member of our profes-

sion must attack the double task of routine duties

and of training the community in its attitude to-

ward our work. The profession cannot fulfill its

mission in the world unless it can find and keep

active the way of extending its influence beyond

the immediate routine ministrations which are its

first and most obvious duties.

We must ask ourselves just how well our mem-

bers, as individuals, are equipped to become agents

of society for the discharge of this double duty.

How many of you individual doctors present are

able to meet all situations arising from your prac-

tice with your limited personal armamentarium,

without any help from the professional organiza-

tion? I frankly admit that I am not one of them.

Through the cooperative investigations of our Asso-

ciation many devices have been perfected and re-

sults achieved which no isolated and individual doc-

tor could reach. What I am trying to say is that

* Pre.sident’s Address read before the Thirty-eighth
Annual Meeting of Idaho State Medical Association,

Coeur d'Alene, Ida., June 27-28, 1930.

the profession as a whole must aid the individual

with devices which will make him more effective

than he would be, if operating in a purely per-

sonal way.

When in 1927 our constitution and by-laws were,

amended, giving the house of delegates authority

to increase the state dues, the first great step in

professional aid from the Association to the in-

dividual member was taken. The next step was

the assumption of the work carried on by the Pub-

lic Health League which had rendered us such use-

ful and satisfactory service during its existence.

The work of our councillors must not be overlooked

and cannot be overpraised. A study of the by-laws

shows that many important duties are given them

which they have always well and faithfully per-

formed. In addition they have frequently carried a

large amount of work not specifically provided for

by our constitution and by-laws but of tremendous

importance to the welfare of the members.

So many questions and problems arose which de-

manded immediate attention that there developed

a keenly felt need for some sort of permanent offi-

cial in the capital city. So with some fear and

trepidation and without much money a layman

manager, in the person of the capable Mr. Paul Da-

vis, was placed in charge of a central office at Boise.

This office has intelligently endeavored to carry on

work as outlined by the councillors of our Associa-

tion. To me it is perfectly evident from a study

of the reports of the activities .and accomplishments

of this office, that, with increased financial support
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and perhaps a larger staff, these headquarters may

develop new projects along lines which have not

yet been touched or even recognized.

This point of financial support is the one I wish

to discuss. There seems to be some little discontent

among some of the members about the amount of

our state dues. Personally I feel that those who

share this discontent have not given sufficient

thought to the value received in return. At first

glance 540 or S50 dues per year may sound ex-

orbitant, but if one only stops and considers the

purpose and results, it mil seem a mere pittance.

To have invested in the preparation for your chosen

life’s work all that must be expended by a doctor,

and then be careless and indifferent about putting

back into it an amount sufficient to safeguard it

from professional impoverishment, is preposterous.

Have you ever compared your Association dues

with those of fraternal and social orders to which

you belong? None of us here, I venture, but be-

longs to from one to several such orders. When I

totaled the amount I was spending on dues for such

memberships and compared that with what I was

spending on dues for my professional Association,

I was astonished to find that the latter was, by way

of this comparison, fairly inconsequential. We would

not for a minute entertain the idea of discontinuing

our affiliation with these worthy societies just for

the purpose of saving the money spent on their

dues. Yet how much more important to us and to

the public we serve that we support in a financial

way our professional state organization.

The intangible nature of these returns may make

it a trifle difficult for us to recognize them and get

them over on the side of the ledger with the assets

instead of with the liabilities. We must consider

our councillors as any business concern would its

board of directors. We elect them to serve in ex-

actly the same capacity to our Association as a cor-

poration does its directors. No business concern

expects its directors to dev'Ote any of their time to

the detailed work of their office, and only as much

of their time as is necessary to lay down and direct

the policies of the company. The details of carry-

ing out the work of the directors is put into the

hands of a capable executive secretary with suffi-

cient office force to satisfactorily execute the busi-

ness, and the expenses are all met by the company.

Unless we apply big business methods to the work-

ings of our Association, we cannot expect to achieve

like success. Our councillors are entirely too busy

to devote any of their time to matters other than

those concerning the planning and directing of the

policies and aims of the Association, and if their

plans and policies are to be carried out and the

Association and its members to receive any benefits

from them, they must have this office and official.

Another aid to them, I believe, would be to have

a state secretary who resided in Boise. We have

no fault whatever to find with our present secre-

tary and recognize and appreciate the excellent

and faithful service he has rendered our organiza-

tion, and this suggestion is made merely from the

viewpoint of simplifying the work of the council.

The maintenance of such an office is directly in

keeping with the practices of all corporations and

big business affairs. Not one of them is without its

highly paid executive or general manager, whose

business is solely that of looking after the affairs

of the organization, collecting data, getting first

hand information necessary to the welfare of the

business, acting as a faithful watch between it and

any dangerous or unfair competition and a thous-

and and one similar duties.

The executive in this office may materially aid

his company by merely forming business friend-

ships and contacts with heads of other companies.

The company could probably not give a clearly spe-

cific outline of his duties but nevertheless they en-

tertain, no doubt, that the expense of his services

is well worth while and his office would be the last

one to be thought of as not necessary. All big

business concerns of the present time consider the

office executive one of the first items of importance

and they all employ highly efficient and a com-

paratively highly paid person acting as such. In

case business becomes lax and financial expendi-

tures need cutting somewhere, it is a peculiar cir-

cumstance that the elimination of the chief execu-

tive is never considered the proper means of mak-

ing the financial adjustment. The operators of

business concerns are well acquainted with the fact

that this official is the one person who has at his

finger tips all the ends of the business and whose

guiding hand can keep them in the path of prog-

ress. If this is true in the business world, it must

of necessity be true in the professional field.

The complex nature of our present day social

order no longer affords us the group individuahsm

of a few years ago. If we are to continue to grow

in knowledge and usefulness, we must learn to co-

operate with other groups of our own profession

and those of the related professions. In order that

our .Association may function to its greatest limits.
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it must be financially able to develop and practice

close interprofessional relationships with the medi-

cal organizations of other states and become na-

tional in its scope and influence.

The medical associations of other states find it

profitable to expend considerable funds in the

carrying out of their plans and purposes. A report

from the treasurer of the Wisconsin Medical Asso-

ciation for 1928 shows a budget of $24,000 for a

year. In taking note of the items of expenditure,

we note such headings as salaries, rent, office, trav-

el, press service and miscellaneous. One item of

special interest was a $1500 reserve for the Com-

mittee of Public Policy, a committee corresponding

to our Legislative Committee. Their total budget

was three times ours.

This Legislative Committee of our organization

has work of tremendous importance to do. The pro-

motion of needed helpful and protective legislation

is essential and to neglect to forestall malicious and

harmful kinds would be absolutely suicidal to our

Association and to our individual practices.

Let us turn for a few minutes to some of the

actual work of our central office during the past

few years and consider the facts of its usefulness

to the organization as a whole and to the individual

member. A brief scanning of its accomplishments

reveals a list too long to give here in detail. Some

of the more outstanding achievements include the

defeat of the osteopath bill, securing legislation

which'-' defeated the quacks, protected the physi-

cians from the Industrial Accident Commission’s

political effort against us, cut the red tape in se-

curing small amounts in the Small Claims Court,

and much other helpful legislation I shall not take

time to mention. It has handled thousands of

claims before the Idaho State Insurance Manager

and Industrial Accident Board, protected doctors

against the cancelling of licenses for failure to pay

the $2.00 renewal fee without notification that it

was due, settled a number of malpractice suits, has

distributed myriads of pamphlets and fly sheets to

people of the state, and perhaps the greatest act

of all, has secured the cooperation of many news-

papers in publishing articles pertaining to public

health.

Our Association cannot afford to neglect its edu-

cational policy and work. Health is our most im-

portant individual and national asset. Viewed from

every angle no more important subject could en-

gage our attention. From the economic point of

view health comes first, for sickness constitutes the

heaviest charge of all upon industry and production

of all sorts. Viewing health in its broadest aspects,

viz., soundness of both body and mind, its im-

portance as a factor in social welfare is very great.

Our penal and charitable institutions are filled with

mental and physical wrecks. Last, but not least, is

the personal satisfaction and happiness that comes

from good health.

These being the facts, it behooves us to employ

every known agency for the prevention and control

of disease. The knowledge we already possess, if

intelligently and fully applied, would greatly re-

duce sickness and prolong human life. We cannot,

however, progress any faster than we can educate

the public and enlist the support of the average

man in the promotion of good health. This knowl-

edge of public education in matters pertaining to

health in the State of Idaho is one of the important

works of the Association, a work which I am sure

neither the group nor the individuals wish to see

discontinued. Through it the medical men have al-

ready received a fair degree of recognition and sup-

port from public spirited men and women. But we

must keep pushing forward, we dare not stop.

This moving forward is by no means a simple

matter. The public mind is not at all like that of

the individual. It is not even the sum total of all

minds of the community, nor yet the common aver-

age of those minds. There is often great difference

between the general opinion of the community and

that of certain prominent class or professional

groups. There is also much difference between

popular impression and true mature public opinion.

Popular impression is shallow and fickle, easily

stampeded by emotional appeals, by slogans and

war-cries; it is notoriously ill-informed, warped by

traditional attitudes and particularly susceptible to

suggestion. Real public opinion is usually a mat-

ter of slow growth. The issues have to be thrashed

and sifted out before opinion becomes organized.

Take, for instance, the matter of public opinion

relative to the cost of a physician’s education. We
can never be benefitted by educating the public

with the facts about that cost. It must be edu-

cated in its attitude toward it. Education is eman-

cipation from herd-opinion, self-mastery, capacity

for self-criticism, suspended judgment. It is a

spiritual revelation of human life. The task of edu-

cation is to place man above and not within the

system of his beliefs and ideals.

Sooner or later truth is recognized and wins the

day, but not until prejudices are scrapped and old
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unproven theories are put aside for demonstrated

truths. The reason that so many cure-alls, so many

quack remedies and cures of various kinds flourish

today like the green bay tree, must be because the

education has broken down somewhere.

The educational contribution which our medical

profession is making to the citizens of our state,

nation and the world toward the science of living

is no small one. The whole desire of the normally

minded is toward prevention and the only hope

for prevention is education. As a state Association,

we can never for one minute desist in our educa-

tional endeavors and we can carry them forward

only by keeping our political contacts and legis-

lative influence. To do this we must maintain our

central office in Boise.

In view of all these facts I am sure that every

one of you can see the necessity of keeping our

present rate of dues at its present figure or that it

may at some time be raised, but never lowered.

When we consider how complicated is the work of

the Association, owing to the mixing of the medi-

cal profession and the political machinery of the

state, and the difficulties due to the great distances

geographically and the smallness professionally,

you can easily recognize the necessity of having

sufficient finances for the working out of our pro-

gram and problems.

I am firmly convinced that only by maintaining

a central office at Boise with an executive secretary

in charge of affairs can we adequately take care of

the work and solve the many difficult and import-

ant problems of the Association and its individual

members. Of course, our friend. Will Rogers, tells

us that it is not taxes that is keeping us broke but

dues, but we cannot take him any more seriously

than he intended us to do. In reality, the amount

of assessment necessary to satisfactorily carry on

the work we have set before ourselves in compari-

son to other similar expenditures is trivial.

In view of all the facts herein brought to your

attention I beg of you your wholehearted support

both professionally and financially in the continu-

ance of the program as has been mapped out in

the past two years.

Evaluation of Therapeutic Results in Essential
Hypertension. In a series of forty unselected hypertensive

patients, seriously and enthusiastically treated by David
Ayman, Boston {journal A. M. A., July 26, 1930), by the

daily administration of a few drops of dilute hydrochloric

acid, the symptoms were definitely improved in thirty-

three, or 82 per cent. Ayman finds that the symptoms asso-

ciated with uncomplicated essential hypertension may fre-

quently be relieved by the suggestion inherent in any

seriously and enthusiastically prescribed drug or method
of therapy.

ORIGINAL CONTRIBUTIONS

PROPHIXACTIC GASTROSTOMY
INDICATIONS, TECHNIC AND RESULTS IN

FORTY-FOUR CASES *

E. P. Quain, M.D.

BISMARCK, N. D.

Postoperative vomiting is one of the disagree-

able after-effects following many surgical interven-

tions in the abdomen. It is ordinarily of short dura-

tion and without any other important bearing on

the convalescence than the pain produced in the

wound by the violent contractions of the abdom-

inal muscles. In certain cases, however, the strain-

ing and vomiting may recur for two or three days,

or longer, and they may give rise to serious con-

cern both to the patient and to the surgeon. This

is especially true when the operation has been of

such a nature that vomiting and straining may
jeopardize the success of the surgical treatment.

Regurgitation of duodenal contents into the stom-

ach sometimes continues for several days, even in

the absence of definite mechanical obstruction to

the normal gastrointestinal peristalsis. This is more

likely to happen when there has been much han-

dling and bruising of the abdominal viscera during

the operation. It is more pronounced after surgical

traumatization in the middle and upper segments

of the abdomen than in the pelvic region.

The treatment commonly resorted to, when there

is prolonged postoperative regurgitation of duo-

denal contents and vomiting, is gastric lavage. It

may be necessary to pass the stomach tube sev-

eral times in the course of the recovery. In certain

severe and important cases the tube may be passed

at stated intervals in order to deflate and evacuate

the stomach and to prevent harmful distension.

The passing of the stomach tube is a very dis-

tressing procedure to the majority of human beings,

even if it is done when there is no recent wound

in the abdominal wall. Although the method is

usually very effective, it has been known to pro-

voke serious damage to the patient. The choking

sensations produced by the stomach tube, and the

retching and straining on the sutures after a lapa-

rotomy become so intolerable and distressing to

some patients that these features are often spoken

of as the most disagreeable and painful recollec-

tions of the operation.

The use of the duodenal tube is a more humane

• Read before South Dakota State Medical Associa-
tion, Sioux Falls, S. D., May 21, 1930.
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procedure, but in order to be effective it must be

left in situ for hours at a time. Patients with irri-

table fauces and those with hypersensitive tempera-

ments sometimes choose to have the quicker empty-

ing of the stomach with the larger tube in pref-

erence to the slower, ^uodenal method.

Wounds heal most quickly and safely when they

are in a condition of absolute rest. After gastric

and intestinal resections or anastomoses there is

never the perfect quiet and repose at the site of

the operation that prevail when other parts of the

body have been incised and sutured. Peristaltic

movements and gas distension prevent the desired

rest of the parts. Distension of hollow organs alter-

nates with collapse as the fluids and gases pass and

repass in the neighborhood of the visceral wound.

Postoperative hemorrhage and even leakage have

been caused by the constant commotion of the

parts under discussion. The more peristalsis, re-

gurgitation and vomiting the greater the disturb-

ance to the gastric and intestinal wounds, and the

greater the chance for these complications. It

would be interesting, if we might know whether or

not these factors have any causative influence on

the formation of peptic ulcer after gastroenteros-

tomy. This question will be mentioned again in

this article.

Gastrostomy as a complementary or prophylactic

procedure for the purpose of keeping the stomach

constantly deflated and empty after operations for

acute perforations of gastric and duodenal ulcers

has been practiced as a routine, chiefly by Swedish

surgeons, for many years. It has proved so useful

in these emergencies that in certain desperate cases

of gastric perforation, where it seemed unsafe to

search for the perforation in order to close it, gas-

trostomy alone, and without any treatment whatso-

ever of the perforation itself, has saved the lives

of some patients. Emptying the stomach and keep-

ing it empty and collapsed stopped the leakage in

these cases, while adhesions were forming to close

the perforation.

With this knowledge at hand and being anxious

to avoid the necessity of using the stomach tube

with its attendant pain, mental upset and straining

on the suture lines, gastrostomy has been performed

by the surgeons of our clinic in combination with

abdominal operations for a number of lesions other

than perforated ulcers. The results have been so

eminently pleasing, both to patients and to sur-

geons, that we no longer hesitate to apply this

technic after any laparotomy, when we have rea-

sons to believe that distension, regurgitation and

emesis may become serious handicaps to the pa-

tient’s safety and comfort during the convalescence.

The technic followed by us in making gastros-

tomy is very simple and much like that employed

in making enterostomy for temporary intestinal

drainage. At the completion of the main operation

a place is chosen near the lowest point of the

greater curvature, that is, ten to fifteen centimeters

from the pylorus. After placing a chromic catgut

or a linen puckering suture, a rubber tube is pushed

into the stomach through a stab wound. A No. 24

catheter with its tip cut off is a suitable size in

cases of elective operations. In emergency opera-

tions a larger tube should be used to prevent clog-

ging from possible food particles and plugs of

mucus, the latter being present especially in cases

of acutely perforated ulcer.

Fig. 1. Proper method of fastening gastrostomy tube
to edge of stab wound.

A catgut suture, fastened about two centimeters

from the end of the tube, is passed through the

edge of the stab wound and tied as the tube is in-

serted. This is for the purpose of forming an in-

version of the gastric wall around the tube. By

pushing the tube gently into the stomach at the

moment of tying the puckering suture, a funnel

shaped depression is formed around the tube (figs.

1 and 2). After adhesions have formed, this fun-

nel serves as a valve and prevents leakage when

the tube is removed. A fold of fat from the nearby

omentum is fastened around the tube for twm or

three centimeters (fig. 3). This keeps the stomach

away from the abdominal w^all and helps to obviate

the formation of symptom-producing perigastric

adhesions. By watching the natural position in

which the stomach rests while the patient lies
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on the operating table, the tube is passed through

a stab wound in the abdominal wall directly over

the place of gastrostomy, usually a little to the left

of the linea alba. It should not be placed in the

operative wound. For the purpose of a steady fixa-

tion in the stab wound, a strip of gauze twisted

and tied snugly around the tube will give less pain

than a suture in the skin (fig. 4).

During the first two or three days after opera-

tion there will be an intermittent spurting of fluid

from the tube, corresponding to the gastric con-

tractions. Gas is heard bubbling almost constantly

into the bottle which holds the end of the tube

at the patient’s side. It is often astonishing to

note the amount and the frequency of the escaping

gas. In cases of pronounced intestinal regurgitation

green or brown liquids may escape through the

tube for several days before normal peristalsis is

reestablished.

The tube is clamped as soon as normal peri-

stalsis has become reestablished. It will be neces-

Fig. 4 . Fat prevents gastric adhesions to abdominal
wall; tube fixed in abdominal stab wound by gauze tie.

sary to loosen the clamp from time to time at

first to allow an excess of gas or fluid to escape.

The patient will promptly inform the nurse, if the

pyloric emptying should be too slow. He has

learned that the sensation of nausea or of fulness

and discomfort in the stomach passes away imme-

diately when the tube is opened.

If the tube has been properly fastened in the

gastric stab wound, it should be left in situ undis-

turbed until it is entirely loose and ready to drop

out. This usually takes place in from eight to

twelve days. Careless pulling on the tube before

it is free in the sinus is likely to evert the funnel

and produce a temporary leakage of gastric juice.

We have seen no leakage since the technic just de-

scribed has been followed. However, if some leak-

age should occur after removing the tube, it is of

no serious consequence for it will stop in two or

three days. Moreover, gastric juice is much less

irritating to the skin than is the secretion which

sometimes follows the removal of the enterostomy

tube from an intestinal fistula.

These patients are very comfortable after opera-

tion. Epigastric distension and emesis are absent

and nausea is rare. Gas and regurgitated duodenal

fluids escape through the tube, and gastric lavage

is encouraged by allowing the patient to drink all

the water he desires. Since but little water is ab-

sorbed from the stomach, and especially so while

regurgitation is present, it is necessary to give

fluids freely, subcutaneously and by proctoclysis,

to avoid harmful desiccation of the tissues of the

body.
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The nonuse of the stomach tube is an outstand-

ing benefit from the viewpoint of the patient. The

best testimonials on this point have come from

some patients who have had experiences with gastric

lavage on former occasions or after former opera-

tions. Several of our patients have had prolonged

regurgitation of large amounts of bile and duo-

denal contents. In the past this always signified

much distress from retching and vomiting and re-

peated seances with the stomach tube. With this

method the stomach could be lavaged as often as

desired merely by drinking a sufficient amount of

water.

In order to give some idea of the types of opera-

tions in which prophylactic gastrostomy has been

applied, the following brief abstracts of forty-four

clinical histories are submitted, together, with three

cases in which gastrostomy was performed some

I days after the main operation.

ACUTE PERFORATIONS OF GASTRIC AND DUODENAL
ULCERS

Case 1 was a male, aged SO, operated on thirty hours

I

]

after an acute perforation of a duodenal ulcer with pro-

I
‘ gressive peritonitis. Owing to the patient’s desperate con-

t dition, it was thought best to disturb the duodenum as

I I
little as possible. The edges of the ulcer were simply ap-

1

1

proximated with one mattress suture and an omental flap

tied over it. Gastrostomy was made to keep the stomach

and duodenum collapsed, and at rest. Drainage of the peri-

I
' toneal exudates was established in the lower abdomen. The

:

I

gastrostomy tube discharged large quantities of gas and

I intestinal fluid for several days. The patient recovered.

Case 2. Male, aged 23, with an acute perforation of

a juxtapyloric ulcer and beginning peritonitis. Closure of

the ulcer, pyloroplasty and gastrostomy were made, fol-

lowed by prompt recovery.

Case 3. Male, aged S3, with an acute perforation of a

duodenal ulcer of four hours’ duration. The ulcer was

closed and covered with omentum, and gastrostomy made.

A second incision was made in the lower abdomen for

drainage. Recovery was uneventful.

Case 4. Male, aged 55, had a perforated duodenal
' ulcer of forty-eight hours’ duration. Operation; Closure of

ulcer with a puckering suture and covering it with an

omental flap; gastrostomy. Patient made a good recovery.

Case 5 was a man, 42 years of age, operated on for an

acute perforation of a duodenal ulcer. The opening in the

duodenum was closed and reinforced with an omental

tag, and gastrostomy made. A thirteen hour leakage before

operation had started a progressive peritonitis which raised

havoc in the lower abdomen. The absorbed infection in-

volved the lungs, and the patient died from septic pneu-

monia at the end of a week. The absence of all distension

in the epigastrium during the entire time after the opera-

tion was an interesting and instructive feature in this

patient The autopsy showed the stomach and duodenum
collapsed and the omentum holding tightly over the per-

foration, with no evidence of infection in the upper regions

of the abdomen.

Cases 6, 7 and 8 were males, aged 29, 34 and 66.

The first two were operated on for acute perforations of

duodenal ulcers and the third for perforated gastric ulcer,

with advanced peritonitis. These three died from the in-

fection in spite of gastrostomy and all other forms of

treatment.

CHRONIC GASTRIC AND DUODENAL ULCERS

Case 9. Male, aged 56, had pylorectomy and gastroen-

terostomy made for gastric ulcer, together with gastro-

stomy. The operation was followed by severe lung com-
plications, but the abdominal conditions remained very

satisfactory throughout his convalescence.

Case 10. A physician, aged 45, with a chronic perforat-

ing pyloric ulcer and extensive inflammatory infiltrations

in the gastric wall. Polya pylorectomy, jejunojejunostomy,

and gastrostomy were performed. Recovery was prompt
and comparatively free from epigastric disturbances.

Case 11. Female, aged 48, had a chronic perforation of

a duodenal ulcer communicating with a cavity in the

pancreas. Case 12 was a male, aged 34, who had a

similar condition. Pylorectomy, gastroenterostomy, and
gastrostomy were made in both. Case 13. A male, aged

57, had his duodenum deeply retracted and covered with

massive adhesions due to chronic ulcer for which gastro-

enterostomy and gastrostomy were made. Case 14, male,

aged 22, and Case IS, female, aged 30, had pyloric stenosis

from chronic ulcers. Pyloroplasty and gastrostomy were

made in both. In Case 16, male, aged 21, an excision of

a chronic duodenal ulcer, pyloroplasty and gastrostomy

were performed.

Case 17. A girl, 21 years of age, had a chronic perfor-

ation of an ulcer at the pylorus, surrounded by heavy
adhesions throughout the subhepatic region. The adhesions

were removed; the ulcer was excised; pyloroplasty, omen-
toplasty and gastrostomy were made.

Case 18 was a man, aged 53, with pernicious anemia.

In spite of this diagnosis it became necessary to do a

gastroenterostomy because of a progressive stenosis of

the pylorus, due to cicatrization from an old duodenal

lesion, the nature of which was not fully determined.

Gastrostomy was made for his comfort and to obviate

postoperative bleeding.

Case 19, a male, aged 39. Posterior gastroenterostomy

and cholecystectomy were made for chronic duodenal ulcer

and cholelithiasis, followed by gastrostomy.

In these nine cases prophylactic gastrostomy

was made because the operations had been severe

in character, requiring an unusual amount of han-

dling and retracting of the organs, and also to

insure a safe and comfortable convalescence. The

recovery in all of them was much easier than it

would have been in a similar group without gas-

trostomy. They had no distension, nausea or eme-

sis, and required less opiates, nursing and worry

than otherwise would have been the case.

VENTRAL INCISIONAL HERNIAE

Case 20. Male, aged 40, had been operated upon for

gallstones a few years previously and had a protrusion in

the scar, the size of two fists. A subphrenic abscess had

followed the operation and this had been drained through

a thoracotomy with resection of the right eleventh rib.

At the place of the thoracotomy was a second thoracic

hernia, within which the right lung played in and out at

each respiratory effort. The repair of the ventral hernia

proved exceedingly difficult because of the attenuated apo-

neuroses.

k
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Case 21. Male, aged 65, reported that he had suffered

seriously from protracted postoperative emesis at the time

of a cholecj’stectomy performed some years previously. The

wound had reopened at that time and attempts at second-

ar\- closure of the wound had been made. There was a

wide hernial defect. The patient also had inteiinittent

attacks of intestinal obstruction with much pain and dis-

tension. It was found at operation that these attacks were

caused by multiple, stenosing, intestinal adhesions. Several

loops of the small intestine were incarcerated in the hernial

sac. The unravelling and freeing of the intestine inflicted

numerous traumatizations of the serosa and necessitated

suturing of many denuded areas. .An indistinct mass was

palpated in the neighborhood of the pylorus under a mat-

ting of adhesions, but it was not considered advisable to

explore this thoroughly, owing to the severity of the sur-

gical trauma already inflicted. This case will be referred

to later.

Case 22. .A man, aged 47, had an enormous hernia

in the epigastrium with a thin covering of scar tissue.

A cholecystostomy had been made a year previously. .A

sinus, discharging pus and occasionally bile, was located

in the midline near the umbilicus. -At operation this sinus

was found to lead into a pocket of granulation tissue, the

wall of which was made up largely from a loop of jejunum.

.Another open sinus from the gallbladder formed a con-

nection with this abscess cavnty. Cholecystectomy was
made and two feet of the jejunum, comprising the infil-

trated and infected abscess wall, were resected.

After completing the intraabdominal work in these

three cases, extensive dissections of the abdominal

wall were made before sufficient overlapping of

fasciae could be obtained to give some reasonable

hope for permanent cures of the herniae. In spite of

all effort it was evident in all three cases that the

main holding sutures were under considerable ten-

sion, even when the patient was narcotized. Ex-

perienced surgeons will understand readily the pos-

sibilities for regurgitation and overdistension under

these conditions. Some may even remember in-

stances when the postoperative straining caused se-

rious damage to the wound and nullified the ex-

pected success of the operation. Gastrostomy was

made in each of these cases and there was neither

distension nor emesis after the operation. The entire

period of recovery was uneventful.

UMBILICAL HERNIA

Case 23. A woman, 69 years of age, had an umbilical

hernia of large size and long duration. .After the incar-

cerated contents, consisting of omentum, colon and several

loops of small intestine, had been liberated, it was ex-

tremely difficult to replace them into the abdomen because

of their volume and the decreased abdominal capacity

which often accompanies large hernial protrusions of long

standing. After finally succeeding in closing the hernia, gas-

trostomy was made. The postoperative troubles from dis-

tension were minimal.

OPERATIONS ON THE BILIARY TRACT

Case 24. A woman, aged 65, had had several attacks

of biliar>’ colic with jaundice, last attack beginning two

months before operation; whole body bronzed from in-

creasing jaundice; patient very ill from cholemia. At opera-

tion the gallbladder wai found obliterated in the center

of dense matting adhesions; ducts were greatly dilated from

one large stone behind duodenum; complete occlusion of

common duct was present. Choledochoduodenostomy and

gastrostomy were made. Large amounts of bile escaped

from gastrostomy tube for six days. The gastric secretion

had become normal when the tube came out on the ninth

day. Patient made a good recovery without distension,

nausea or other complications so often encountered under

similar conditions.

Case 25. Male, aged 38, had had a cholecystectomy at

a pre%dous operation and was suffering from recurring at-

tacks of pain, associated with fever and jaundice. He had

frequent emesis, almost constant nausea, and showed

marked emaciation. At operation the pancreas was found

enlarged, the common duct distended and edematous, but

without stones. .A choledochoduodenostomy was made.

There was a marked anemic and icteric appearance of

the sutured structures and much concern was felt in regard

to prompt and safe healing. The fact that regurgitation

and emesis had become habituated with the patient gave

further emphasis to our anxiety. Prophylactic gastrostomy

was therefore made. Bile soon began to flow freely from

the gastrostomy tube and continued to do so for several

days. There was no distension, no retching and no vomit-

ing. Heahng was practically symptom free; the jaundice

cleared rapidly and the recovery apparently was permanent.

Case 26. A woman, 47 years of age, was operated on

for common duct obstruction and jaundice. A cholecystec-

tomy had been made two years previously, and this had

been followed by a very stormy recovery. Operative find-

ings: Pylorus and duodenum firmly adherent to under

surface of liver; pancreas enlarged; hepatic and common
ducts dilated, and contained stones; common duct stenosed

in duodenal wall. Operation: Choledochoduodenostomy;

omental flap sutured over all raw surfaces on stomach

and duodenum; gastrostomy. Results: Bile and black liq-

uids with strong fecal odor escaped through the tube in

large quantities for four days. The patient had no nausea

or emesis and convalesced with a minimum of discomfort.

Case 27. Female, aged 47, was operated on for recur-

rent jaundice following operation one year previously for

stones in gallbladder and ducts. The postoperative recov-

ery after the former operation had been associated with gas

distension, emesis, lavages, etc. for many days. Extensive

adhesions were separated; choledochoduodenostomy was
made, followed by gastrostomy. The recovery was easy

and free from all of the distress which followed her

former, a much simpler operation.

Case 28. Female, aged 29, was found at operation to

have a fistula between the gallbladder and the duo-

denum, following an old perforative cholecystitis. The re-

pair required the excision of a rather large section of

the duodenal wall, which left a very feeble and unsatis-

factory suture line in the duodenum. Therefore, gastros-

tomy was made as a precaution against postoperative

ov'erdistension. There was a profuse biliary discharge from

the tube for several days, but the patient was comfortable

and the recovery prompt.

Case 29 was a lady, 57 years of age, with chronic

cholecystitis and extensive adhesions about duodenum, py-

lorus and subhepatic region. Cholecystectomy, pyloroplasty,

plastic omentopexy and gastrostomy were made. The hos-

pital record reads, “No postoperative reaction, uncompli-

cated recovery.”

Case 30. A woman, aged 50, had a cholecystectomy,

gastroenterostomy, and gastrostomy performed for chole-

cystitis and duodenal ulcer with adhesions extending over
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the pylorus and stomach. Again, the hospital record states,

“No postoperative reaction.”

Case 31. Female, aged 55, with acute cholecystitis.

Cholecystectomy made. Pulmonary infection, regurgitation

and alarming emesis followed the operation. Gastrostomy

was not made until the third day. The patient died. It was

believed that, if gastrostomy had been done at the time

of the primary operation, the patient’s life would have

been saved.

Case 32. Female, aged 47, was operated on for chole-

lithiasis with chronic jaundice. Stones were removed from

the gallbladder and hepatic duct; common duct was con-

tracted and impervious to probing. Gallbladder was anasto-

mosed to the stomach and gastrostomy made. This patient

died from postoperative pneumonia.

GUNSHOT WOUND
Case 33. .A man, aged 45, was shot in the left thorax

with a revolver, the bullet perforating the splenic flexure

of the colon. There was a beginning peritonitis and much
abdominal distension. After closing the wound in the

colon and draining the infected peritoneum, gastrostomy

was made. The distension subsided early, emesis was
absent, and recovery rapid.

CARCINOMA OF STOMACH

Case 34. Female, aged 55. Gastrostomy was made after

pylorectomy and posterior gastroenterostomy for carcinoma

at the pylorus. Her postoperative recovery was compara-

tively free from symptoms.

INTESTINAL OBSTRUCTION

Case 35 was a female, aged 28, suffering from an enor-

mous dilatation of the duodenum, due to an ileus at the

duodenojejunal junction caused by adhesions following a

previous laparotomy. The second and third portions of the

duodenum corresponded to the pyloric half of the stomach,

both in volume and in thickness of walls. Duodenojejunos-

tomy was made, together with extensive liberations of ad-

hesions and plastic closures of the serosa. Serious distension

and regurgitation followed. Gastrostomy was performed,

not at the time of operation as it should have been, but

on the fourth day. The relief was too late. The patient

died from intestinal toxemia. We are convinced from later

experience that, if gastrostomy had been made at the time

of operation, recovery would have followed.

Case 36. Male, aged 59 (the author of this article), was
operated on for intestinal obstruction and cholelithiasis.

Extensive adhesions following a previous laparotomy re-

quired handling of the entire intestinal tract with suturing

of several areas of denuded serosa. Cholecystectomy was
also made, and in addition, a gastrostomy. Although intes-

tinal paresis followed the operation and lasted several days,

the patient did not suffer seriously from intestinal toxemia.

The regurgitating intestinal contents escaped freely through

the gastrostomy tube until peristalsis was reestablished.

It was the consensus of opinion among the surgeons in

charge that the patient owed his recovery to the presence

of the safety valve now under discussion.

Case 37. Male, aged 53, operated on for strangulated

hernia in an old right rectus scar after an appendectomy

twenty years earlier. Distension, regurgitation and emesis

followed. Enterostomy and gastrostomy were made on the

sixth day after operation, but the patient died from para-

lytic ileus and intestinal toxemia. A prophylactic gastros-

tomy did not seem indicated at the primary operation, but

had it been done at that time, the patient would have

had a much better chance for his life.

Case 38 was a man, 69 years of age, with an intestinal

obstruction of four days’ standing. He was too ill for rad-

ical operation. Colostomy and gastrostomy were made. He
died of uremia on the fourth day.

DUODENAL DIVERTICULA

Cases 39 and 40. Females, aged 34 and 43, were operated

on for duodenal diverticula. The diverticulum in each case

was located posteriorly and closely attached to the pan-

creas. Because of the difficult location, it was uncertain

after removing the mucous membrane pouch whether the

opening had been closed properly, and fear was entertained

that postoperative overdistension might produce leakage

and infection. Gastrostomy, therefore, was made in each

case and both the immediate reactions and the final results

were gratifying.

VISCEROPTOSIS

Cases 41 to 47 (inclusive). The last seven cases in this

series were in patients who were operated on for various

types of visceroptosis, four were females and three males,

their ages ranging from 20 to 32. Duodenojejunostomy

was made in six of the seven. In addition, a number of

other forms of technic were followed out, such as gas-

tropexy, pyloroplasty, colofixation, omental grafting and

various plastic reconstructions of the abnormal peritoneum.

The gastrostomy tube was passed through the pylorus and

into the duodenum in some of these cases in order to

make sure of a complete and constant duodenal relaxation.

An opening on the side of the tube provided for the

gastric evacuation.

It is admitted that most of these patients might

have recovered from their operations without the

application of prophylactic gastrostomy. However,

if this method had not been used, the multiple

forms of technic which were practiced on a number

of the patients could not have been done as one-

stage operations without running unwarranted haz-

ards with life. The comparative freedom from post-

operative pain and distress has not been the least

of its recommendations. In no case has this com-

plementary procedure appeared to be an additional

operative risk, but quite the contrary.

The majority of the patients have been “followed

up” since leaving the hospital. Up to date no late

symptoms due to perigastric adhesions at the site of

the gastric drainage have been found in any of

the patients, the first of whom was operated on

three and one-half years ago.

The liquid discharges from the gastrostomy tube,

in all cases which had operations on the stomach

and duodenum, showed that no postoperative bleed-

ing had taken place from any of the visceral

suture lines. We believe that it is justifiable to

assume that the quiet rest given to the operated

area by keeping the stomach and duodenum empty

and collapsed had a favorable influence in the

maintenance of perfect hemostasis. Under former

methods, when distension sometimes followed op-

erations on the stomach, it was not uncommon to
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see some blood stains in the vomitus even two or

three days, after operation. Although the number

of operations is too small to warrant any general

conclusions, it is, nevertheless, worthy of note that

inquiry has failed to reveal any symptoms of

peptic ulcer among those who had gastric oper-

ations.

What influence this technic may have in the

prevention of paralytic ileus cannot be stated def-

initely. But it should be noted that no patient

died from paralytic ileus, when the gastrostomy

was made at the time of the main operation. In

the two deaths in this series which could be def-

initely ascribed to this cause, the patients did not

have gastrostomy done until after the ileus had

already become established and threatening to the

patient’s life.

Haberland of Koln, in an article in this month’s

number (May, 1930) of “der Chirurg,” urges gas-

trostomy immediately on the first appearance of

paralytic ileus, and before gas distension has

caused serious damage to the gastric and intes-

tinal walls. Gastrostomy, according to his opinion

and experience, offers the patient a better chance

for life than any other form of treatment in para-

lytic ileus.

This prophylactic method had been so uniformly

satisfactory in our experience that we almost over-

looked the possibility of any contraindications to

its application. One observation was made which

should be recorded, however, because it brings to

attention not only an undiagnosed lesion in the

abdomen, but also an unexpected complication after

gastrostomy. The facts in the case point to a def-

inite contraindication.

In case 21, recorded above, an unexplained tu-

mor mass was palpated near the pylorus. It was

asssumed at the time that it was due entirely to

a matting of adhesions in the subhepatic space,

following the previous infection and operation on

the biliary tract. The postoperative recovery of

the patient was very satisfactory after the ventral

herniotomy. However, there was a slight leakage

for a few days after the removal of the gastros-

tomy tube and the sinus did not heal as promptly

as in other cases. The patient went home, but

returned after three months with the history that

soon after leaving the hospital, serious gastric symp-

toms had developed. He had become unable to

eat anything but liquids and he had lost much

in weight. In the skin at the place where the gas-

trostomy tube had been was a hard granulating

nodule which, on sectioning, was found to be car-

cinoma. The tumor palpated at the operation

proved later to be a carcinoma near the pyloric end

of the stomach, from which death followed in a few

weeks. Cancer cells present in the stomach had

found their way into the gastrostomy sinus and

travelled its entire length. This object lesson is

worth remembering when questions of malignancy

are pending.

Prophylactic gastrostomy has been found in our

e.xperience to be a safe, simple and life-saving pro-

cedure. Its technic and usefulness should be known

to every medical man who may be called upon to

perform emergency laparotomies for any cause. It

recommends itself even more to the occasional op-

erator than to the experienced and expert surgeon,

because the postoperative course of the patient is

likely to be more uneven and distressing at the

hands of the former than under the management of

the latter.

THE BROADENING FIELD OF
NEUROSURGERY *

George W. Swift, IM.D.

AND
Paul G. Flothow, ^I.D.

SEATTLE, WASH.

The medical profession as a whole still con-

siders the neurosurgeon a brain surgeon. With the

exception of those interested in neurology, neuro-

surgery and allied subjects, it is doubtful whether

many realize the tremendous advances which have

taken place and are proceeding apace in the field

of neurosurgery. It is only within recent years

that there has arisen the specialty of neurosurgery.

It has only been within the last ten or even five

years that many of the younger men have taken

up this work as a specialty. To a few pioneers who

were willing and courageous enough to face a

tremendous mortality, and often a great deal of de-

rision, must go the credit for the development of

brain surgery per se to its present status, where

its results and mortality compare quite favorably

with those of many fields in general surgery.

Coincident with this advance in the technic of

brain surgery, there has been a rapid broadening of

the field, so that now the brain surgeon is no longer

a brain surgeon only; he is also a cord surgeon, a

nerve surgeon, a neck and chest surgeon and an

abdominal surgeon.

* Read before the Southwestern Idaho Medical So-
ciety, Boise, Ida., March 26, 1930.



August, 1930 NEUROSURGERY—SWIFT AND FLOTHOW 353

The purpose of this paper is to give a brief

resume of some of the many surgical procedures

which have become accepted and some of those

that are being developed in this new field.

INTRACRANIAL OPERATIVE PROCEDURES

Most of you are no doubt familiar with the re-

markable strides that have been made in brain

tumor surgery. It has not been many years since

Fig. 1. Crawford-Andrews skin clips.

Fig. 2. Trephine opening- for snbdural hemorrhage with
ligation of middle meningeal artery and replacement
of bone.

a brain tumor, or an operation for one, was con-

sidered the death knell. While the mortality is

still high, it is certainly not that bad. Many cases

are cured and many more obtain years of relief.

We shall not discuss brain tumor surgery except

to point out a few things which have contributed

to its advance. A very important consideration is

the development of rapid, accurate and compara-

tively hemostatic surgical technic. The day of the

neurosurgeon taking four or five hours to do an

operation is rapidly drawing to a close. With newer

methods of turning an osteoplastic flap and con-

trolling hemorrhage, the time of brain operations

has been reduced so that it takes no longer than

many of the major intraabdominal operations.

The Andrews clip has aided greatly in reducing

the time of operation and has made hemostasis of

the flap much easier. These clips replace the dozens

of hemostats which are usually employed. The
clip is a small malleable device which is clamped

onto the edges of the flap and left in place through-

out the operation (fig. 1). Newer methods of cut-

ting the bone are replacing the gigli saw and
trephine (fig. 2). Soutar, in England, describes

Fig. 3. Enucleation of subcortical infiltrating glioma
with endothermic loop.

an instrument by means of which it is possible to

turn a flap in less than five minutes. Various

motor driven saws are being used which materially

lessen the time of operation.

The introduction of the Bovee-Cushing and other

electric operating devices has opened up new ave-

nues of approach in brain tumor surgery. By
means of this type of apparatus it is possible to

remove a whole lobe of the brain bloodlessly, rap-

idly and with very little shock. Tumors which for-

merly were inoperable are now easily removed. All

tumors are now operable except those whose posi-

tion in vital centers renders their removal im-

possible (fig. 3).
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The accurate localization of brain lesions, using

modern methods, has aided very materially in

the advance of brain surgery. It is rare now to

find an unlocalizable lesion or to operate on the

wrong side. This improvement has been accom-

plished by more accurate clinical diagnosis, coin-

cident with the advance in our knowledge of the

symptomatology of brain lesions and more accurate

accessory diagnostic methods, especially cerebro-

ventriculography.

Cerebroventriculography is the introduction of

air into the ventricles of the brain either by direct

tap or indirectly by the lumbar puncture route,

and the roentgenographic studies of the ventricles

so outlined. By these methods most brain tumors

may be accurately localized. The direct method is

fraught with considerable danger and is best used

only when the intralumbar method fails. The latter

method, which consists in doing a spinal puncture

and removing fluid in five cubic centimeter amounts

and replacing with equal amounts of air, up to

fifty cubic centimeters and even more, is a very

simple and useful procedure. We have done it

over six hundred times without a fatality and with-

out serious untoward effects, this in spite of the

fact that many neurosurgeons condemn it as a

dangerous procedure. We feel that the direct meth-

od is much more dangerous and use it only where a

tumor is unlocalizable by any other means.

So much for the advances in brain surgery. We
will now take up the other intracranial operative

procedures of interest.

TRAUMATIC CRANIAL SURGERY

We will not discuss the surgery of cranial trauma

at length. We merely call attention to the fact

that it has been a very few years since a fractured

skull meant almost certain death. Skull fracture

cases were hospitalized and lived or died on their

own merits. The treatment was to put them to bed

and see what happened. Naturally, most of them

died. Or the other extreme was practiced and many

needless, useless and fatal operations were per-

formed. As a consequence, traumatic brain sur-

gery was placed in disrepute and in the minds of

many is still so.

By experience we have found quite definite in-

dications as to when to operate and when not to

operate. Consequently, the mortality of skull frac-

tures has been reduced to a much lower point.

With further study it will be decreased still more

in both the operated and unoperated cases.

TRIFACIAL NEURALGIA

There are three recognized methods of treating

this distressing condition: (1) Alcohol injection,

(2) peripheral a\mlsion of the several divisions of

the nerve, and (3) section of the posterior sensory

root of the gasserian ganglion.

Alcohol injections give temporary relief in about

75 per cent of cases. The duration of relief av-

erages about nine months, when they must be

repeated. Relief is usually for shorter duration

with successive injections until it becomes neces-

sary to do the major operation on the ganglion.

Peripheral avulsion is a palliative procedure of

questionable worth which gives, as a rule, only

temporary relief, and may not be repeated. The

major operation of severing the posterior sensory

root of the gasserian ganglion is one of the most

satisfactory procedures in any field of surgery.

The results are almost uniformly successful, the

mortality is very low and it offers a permanent

cure with a very low morbidity.

The original operation consisted in a removal

of the entire ganglion but this resulted in such a

large percentage of corneal ulcers, and consequent

loss of the eyes, that Frazier^ was led to develop

a technic which preserved the first division and

consequently preserved corneal sensation, .\dson-

has a technic for preservation of the motor root and

avoids the formation of corneal ulcers by careful

postoperative protection of the eye. The technic

of this operation is pretty well standardized. In

the hands of the experienced neurosurgeon it is

not difficult, but should not be attempted by one

unfamiliar with the difficulties which may arise.

Dandy^ has recently advocated the intracranial

section of the trifacial nerve through a cerebellar

approach. He states that in this way he preserves

corneal sensibility. It may be that this will in time

become the method of choice in the surgical treat-

ment of trifacial neuralgia.

GLOSSOPHARYNGEAL NEURALGIA

The intracranial section of the glossopharyngeal

nerve for glossopharyngeal neuralgia, as advocated

by Adson,^ is another development. This type of

neuralgia is frequently mistaken for a trifacial

neuralgia, but it does not respond to the treatment

of the latter condition. It is very similar to trifacial

neuralgia and the pain is just as severe, if not more

so. It differs mainly in that the pain is deeper, and

the ear and the pharynx are affected. The dif-

ferential diagnosis should be facilitated by the
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recent introduction of trethylene, which is said to

have a specific effect upon the trifacial nerve and

thus would not affect glossopharyngeal neuralgia.

Fay^ believes that the pain of so-called glosso-

pharyngeal neuralgia is really due to vagus branches

which are sectioned along with the glossopharyn-

geal in the operation and suggests the name vagus

auricular pharyngeal neuralgia. We!^ have recently

done some work which indicates that some of the

severe facial pains we encounter are probably of

sympathetic origin.

PAIN IN MALIGNANT CONDITIONS

Fay’^ also reports some striking results in the

surgical relief of pain in extensive malignant dis-

eases. He sectioned a portion of the vagus and

the glossopharyngeal nerves intracranially and the

upper posterior cervical nerve roots as they emerge

from the spinal cord. In some cases also the section

of the sensory root of the gasserian ganglion was

necessary. We® have advocated the use of alcohol

injections to replace many of these major proce-

dures in this type of case.

INTRACRANIAL HEMORRHAGE

Sharpe,® in his recent volume on neurosurgery,

reports excellent results in the treatment of intra-

cranial hemorrhage in the newborn by early sub-

temporal decompression and drainage. He also

reports good results in the treatment of external

hydrocephalus by a subtemporal decompression and

drainage of the excess spinal fluid through the

temporal muscle into the scalp. He also reports

several other intracranial maneuvers which may

be developed to a point of great usefulness.

Naffziger^® and others are doing some excellent

work in the operative treatment of cerebral apo-

plexy in young individuals. These are usually small

hemorrhages in the region of the internal capsule

and early trepanation and drainage has resulted in

some startling and rapid recoveries. When these

cases are not operated upon, a permanent hemi-

plegia frequently results, due to actual destruc-

tion of nerve fibers in the capsule and the forma-

tion of scar tissue.

EPILEPSY

A great deal of work is being done on the opera-

tive treatment of idiopathic epilepsy. We’^^ believe

that pressure relations in the dural sinuses play

an important part in the initiation of the convul-

sions. These cases usually have a high degree of

microcephaly of the posterior fossa of the skull.

This results in an increased pressure on the sigmoid

Fig. 4. Large right transverse sinus, rudimentary left
sinus, with small emissary at the torcular.

Fig. 5. Tumor
arising
from nerve
and com-
pressing
spinal cord.

sinuses which in turn cause in-

creased pressure in the transverse

and the superior longitudinal si-

nuses. This pressure interferes with

the easy entrance of the cerebro-

spinal fluid into the longitudinal

sinus. A wide decompression of the

posterior fossa is done so as to al-

low free expansion of all of the

structures (fig. 4). This relieves the

pressure from the transverse and

sigmoid sinuses. Sufficient time has

not elapsed to estimate the value

of the procedure but in some cases

the results have been very good.

So much for the field of cranial sur-

gery. There is a great deal of work

being done that has not been men-

tioned. Suffice to say that cranial sur-

gery is advancing fast and the future

holds promise of continued progress.

Fig. 6. A, Calcified plaques attached to arachnoid. B, Cau-
dal filaments are retracted, exposing embedded bullet.

SURGERY OF THE SPINAL CORD

In extracranial neurosurgery even more fields are

being opened. Spinal cord surgery has long been

very satisfactory. What is more gratifying to the



356 NEUROSURGERY—SWIFT AND FLOTHOW Vol. XXIX. No. 8

surgeon than, following the localization of a cord

tumor, laminectomy disclosing a nonmalignant neu-

rofibroma, easily removed and the patient saved

from total paralysis and incontinence (fig. 5).

Our knowledge of the treatment of traumatic

injuries of the cord is steadily advancing. 'Many

cases which were previously allowed to go un-

operated upon, with consequent permanent paraly-

sis, are now benefited enormously by early lami-

nectomy and decompression (fig. 6).

RHIZOTOMY

Posterior rhizotomy, the severing of the sensory

nerve trunks as they leave the cord for the relief

of pain in malignancies, has already been men-

tioned in connection with Fay’s work. This opens

a broad field in the treatment of various painful

conditions of nerves of cervical and upper thoracic

origin. Frazier^- reports very good results from

rhizotomy for the relief of pain. Three cases for

gastric crises, two of brachial plexus injuries and

one each of amputation pains, upper extremity,

metastatic carcinoma of thoracic spine, intercostal

neuralgia and sarcoma of lumbar spine are report-

ed. While the final results were not absolutely sat-

isfactory in all of these cases, the remarkable re-

sults of some of them were so gratifying as to war-

rant further work along these lines. Spasmodic

torticollis has been relieved by a similar procedure.

CORDOTOMY

Spiller’s^® suggestion to cut the spinothalamic

tracts for painful malignancies of the pelvis has

given us a surgical method for the relief of pain

which has found a rather wide application. Martin

and Frazier^^ were the first to act upon Spider’s

suggestion and since the publication of their work

m.any other surgeons have used this procedure with

excellent results.

The operation consists of an incision of the

spinal cord from 2.5 mm. to 3 mm. in depth, so

placed as to sever the anterolateral columns which

carry pain and temperature sense. The ideal type

of case, of course, in which this operation is used

is in malignant conditions, particularly of the pel-

vis, causing unendurable pain. The operation, al-

though technically rather exacting, is not a hard

one from the standpoint of the patient. It may be

applied as high as the seventh cervical segment

and as low as the lumbar region, but it is best per-

formed at the upper thoracic levels. It may be done

for any major pain of the lower limbs and trunk

that is severe enough to warrant such a radical

procedure.

INJECTIONS

Various injection methods, using 80 to 95 per

cent alcohol and various anesthetic solutions, have

found a secure place in therapeutics. Alcohol in-

jection for trifacial neuralgia is a very efficient

measure for temporary relief of the excruciating

pain. We have injected the third division of the

trifacial nerve for a painful malignancy of the jaw,

with immediate and lasting relief of the pain.

There is no doubt that the injection of alcohol may
be applied to many other painful conditions of

sensory nerves, such as postherpetic neuralgias and

traumatic neuritis.

The injection of anesthetic agents into the spinal

canal for producing surgical anesthesia is develop-

ing rapidly and there is no doubt that in proper

hands it is a safe and useful agent.

The injection of novocaine epidurally for the

relief of sciatic neuralgia, while still in the more
or less experimental stage, is of proven value and

the results in some cases are remarkable. When
this injection is successful, it is immediately so and

often permanently.

Sharpe^^ reports some good results in reconstruc-

tive measures in postpoliomyelitic paralysis by in-

tradural anastomosis of nerve roots, utilizing the

eleventh and twelfth thoracic roots and anastomos-

ing to the fourth lumbar and second sacral.

FACIAL PARALYSIS

There are a good many examples of excellent

results in this field of neurosurgery. Probably none

are more striking than the results of nerve anasto-

mosis to relieve facial paralysis. The usual cause

of traumatic facial palsy is severance of the nerve

during mastoid operations or in operations for

glands of the neck. The resulting deformity is se-

vere, and the source of much anxiety to the patient.

Ballance^^ ^ pioneer in the treatment of

this condition. He has utilized all available nerves

and has done every type of suture. He now be-

lieves anastomosis of the facial to the glossopha-

ryngeal nerve to be the operation of choice, but

most authorities prefer the hypoglossal or the spinal

accessory. Theoretically, the hypoglossal seems to

be the better choice, since it is not followed by the

shoulder drop which occurs when the spinal acces-

sory has been utilized. However, those authorities,

such as .'\dson,’*^ who prefer the spinal accessory,

do a further anastomosis of the distal segment of

the nerve to the ansahypoglossal, thus avoiding this

complication. At any rate, the results in the various

types of anastomosis are excellent and there is no
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reason why these individuals should be allowed a

permanent paralysis.

RECURRENT LARYNGEAL PARALYSIS

Frazier^^ reports some hopeful results in recur-

rent laryngeal paralyses, utilizing the descending

hypoglossal nerve. Ballance^® has anastomosed the

distal end of the recurrent laryngeal to the side of

the corresponding phrenic nerve with good results

and only a temporary paralysis of half of the dia-

phragm. There is much more work to be done

along these lines.

EPIDEMIC HICCOUGH

Dowman^® reports several cases of epidemic hic-

cough, probably due to encephalitis, in which op-

erations on the phrenic nerves were very success-

ful. In his early cases he actually severed both

phrenic nerves with cure of the hiccough and no

apparent ill effects. The diaphragm became para-

lyzed but the accessory muscles of respiration rap-

idly took over the diaphragmatic functions. In his

later cases he accomplished the same result by

freezing the phrenic nerves. This stops the hic-

coughs and the function of the diaphragm returns

in three weeks time.

BRACHIAL PLEXUS INJURIES

In the field of brachial plexus injuries much work

has been and is being done. Sharpe‘S® advocates

operation in all cases of birth palsy, where there

is no improvement in one month after birth. Often

all that is necessary is a freezing of scar tissue

around the brachial plexus. However, if the nerves

are severed, they should be anastomosed. He re-

ports excellent results in these cases and surely the

operation should be tried as there is everything to

gain and nothing to lose.

CERVICAL RIB

Adson^^ has recently perfected a brilliant opera-

tion for cervical rib. The previously accepted op-

eration was the removal of the offending rib. This

is at times a very formidable procedure. It amounts

to a posterior decompression of the brachial plexus

and the subclavian artery by the removal of the

rib. Using Adson’s technic, the approach is made

at a different angle. He separates the scalenus an-

ticus from its attachment to the first rib, thus giv-

ing the compressed structures ample room anterior-

ly. It accomplishes the same result and is a much
simpler and safer procedure. The results from this

operation are excellent. It has become the recog-

nized treatment for cervical rib which is causing

symptoms.

NERVE SUTURE

Bunnell-- and others have done excellent work
in the field of nerve suture. Almost any nerve, no
matter how small, is amenable to suture, and there

is no reason why patients having traumatic injuries

to peripheral nerves should be allowed the conse-

quent paralysis and sensory disturbances.

TARDY ULNAR PALSY

The ulnar nerve, because of its superficial course
in the elbow, is subject to a great deal of trauma.
A rather frequent condition which is the result of

repeated minor injury to this nerve is the so-called

tardy ulnar palsy. This condition is gradual in on-
set. Its first symptoms may be an evanescent ting-

ling in the ring and little fingers, gradually pro-

gressing until motor signs appear, and the typical

claw hand is the result. As the injury progresses

there is increasing formation of fibrous tissue with-

in the nerve sheath; it becomes definitely thickened

and consequently is more subject to trauma. As
this thickening occurs, there is less room in the

ulnar groove and on flexion of the forearm, the

nerve is definitely stretched so that mere motion

of the arm adds to the trauma and in time the

nerve may be entirely destroyed at this point. The
treatment of this condition consists in a transplan-

tation of the nerve from its exposed course to a

new channel under the flexor group of muscles. If

operation is done early, all that is necessary is

transplantation; if it be late, it is necessary to re-

sect a portion of the nerve and do end to end anas-

tomosis before transplantation. Naturally, the

sooner operation is performed, the better are re-

sults and the quicker the return to normal function.

However, even when the function is wholly gone

and resection is necessary, the results are very

good.

The musculospiral nerve is the one most fre-

quently injured. It passes around the humerus in

a position where it is frequently injured in frac-

tures of this bone. If not injured at the time of

fracture, it is often caught in the resulting callus

and becomes functionless. In cases of musculo-

spiral injury the nerve should be explored, sutured

if necessary, and freed of callus, if that is where

the trouble lies. The same holds true for the me-

dian nerve when injured.

SYMPATHETIC NERVOUS SYSTEM

Our knowledge of the sympathetic nervous sys-

tem until two or three years ago was very ele-

mentary. We all knew that it was present in the
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F'ig-. 7. Demonstrates the anatomic relations of the
stellate ganglion and sympathetic trunk on left side.

human body and we assumed it probably had some

function and that is about as far as most of us

got. As far as the anatomy is concerned, Ranson^,

Kuntz^^ and others have done some very fine work

and, while we are still in the dark on many points,

we now have a rather comprehensive knowledge of

at least the general structure of the sympathetic

system (fig. 7). As to functions we know many,

we conjecture about others, and are probably still

very ignorant of most of them. Its functions in

general as they are known now may be grouped

under the heads of ( 1 ) vasomotor, ( 2 )
glandular,

(3) sphincteric, (4) cardiac, (5) some relation to

muscle tone, (6) control of involuntary muscle and

(7) relation to pain.

All of these functions are not clearly established.

Some of them are disputed, and the last, having

to do with pain, has been absolutely denied by all

authorities until very recentl)^ Now they are be-

ginning to admit the possibility of the sympathetic

fibers carrying painful stimuli. We-^ have recently

published some work which indicates that the sym-

pathetics do this.

PERL\RTERIAL SYMPATHECTOMY

This paper is not intended to discuss the relative

merits of the various procedures nor to justify

them, but merely to set before you some of the

various things that are being done.

LeRiche,-** after w'hom periarterial sympathec-

tomy has been named, is considered the author of

Fig. S. Illustrates the anatomy of right lumbar sym-
pathetic chain, showing peritoneum cut and retracted.

this type of surgery and has done more than any

other man to advance its application. Good results

have been reported-' in a variety of conditions,

among them causalgias, trophic ulcers, intermittent

claudication, Raynaud’s disease, Buerger’s disease,

arteriosclerotic gangrene, scleroderma, varicose ul-

cers, etc. While we do not subscribe to the use of

this operation in all these conditions, and while

most of us do not get as good results as LeRiche

has reported, yet in some of them the results are

excellent. Since the operation is innocuous and

easy of performance, it is well worth a trial.

Kramer and Todd-® have shown that the sympa-

thetic innervation of blood vessels enters from the

spinal nerves at different levels, so that anatom-

ically and physiologically the LeRiche operation is

not on a very firm basis. We feel that a more ex-

tensive operation is necessary in most cases and

reserve the LeRiche type for those in w'hich the

major ganglionectomy is not justified.

GANGLIONECTOMY IN VASOSPASTIC DISEASES

In this phase of sympathetic surgery Adson has

been a pioneer and many of the advances have come

as a result of his work. He has reported excellent

results in Raynaud’s disease,®® some cases of Buer-

ger’s disease®® (those in which there is a vasospas-
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tic element) and in scleroderma.®^ At present he is

doing some work on malignant hypertension.®'®

GANCLIONECTOMY IN POLYARTHRITIS

In 1926 Rowntree®® suggested ganglionectomy

for those hopeless arthritics who go on to disa-

bility despite all treatment. Adson®* has reported

six cases with excellent results. We®® have done

four cases with good results, one case, however,

dying of postoperative pneumonia. The operation

gives immediate relief of arthritic pain and an im-

mediate increase of joint function which is pro-

gressive (fig. 8).

Hirschsprung’s dise.ase

Judd and Adson®^ and Wade®' report cures of

Hirschsprung’s disease by removal of the second

lumbar sympathetic ganglion on the left side, and

it is now their practice to treat all cases in this

manner rather than by removal of the colon.

spastic conditions

You are all familiar with Hunter’s®® and

Royle’s®® work on ramisection in cases of spastic

paraplegia. Royle^® is now getting excellent results

in the relief of the tremor and spasticity in the

parkinsonian syndrome by sympathetic ramisec-

tion, and has also applied this operation to cases

of spastic hemiplegia with good results.

We look for great advances in the field of sympa-

thetic surgery. W. J. Mayo has been quoted as

saying that surgery of the future is the surgery of

the sympathetic nervous system.

BIBLIOGRAPHY
1. Frazier, C. H. ; Subtotal Resection of Sensory Root

for Relief of Major Trig-emlnal Neuralgia. Arch. Neurol,
and Psychlat. XIII, 378-384, 1925.

2. Adson, A. W.: The Dia^osis and Surgical Treat-
ment of Trigeminal Neuralgia. Soc. Internat. de Chi-
rurgie, Rome, April, 1926'.

3. Dandy, W. El.: Operation for Cure of Tic Doulou-
reux; Partial Section of Sensory Roots at Pons. Arch.
Surg. 18:687-734, Feb., 1929.

4. Adson, A. 'W. : The Surgical Treatment of Glosso-
pharyngeal Neuralgia. Arch. Neurol, and Psychiat.,
Vol. 12, pp. 487-506, Nov., 1924.

5. Fay, Temple: Observations and Results from In-
tracranial Section of the Glossopharyngeus and Vagus
Nerves in Man. Jour Neurol, and Psychopath. VIII,
XXX, 110, 1927.

6. Flothow, P. G. : Relief of Pain from a Neurologic
Viewpoint. North. Med. Vol. XXIX, No. 2, pp. 69-76,
Feb., 1930.

7. Fay, Temple; Surgical Relief of Pain in Extensive
Malignant Disease. J. A. M. A., Vol. 91, pp. 375-79, Aug.,
1928.

8. Flothow, P. G. : Relief of Pain in Malignancies of
Mouth and Neck. Med. Sent.

9. Sharpe, Norman: Neurosurgery, 1928.

10. Naffziger, H.C. and Jones, O. W. : Late Traumatic
Apoplexy; Report of Three Cases with Operative Re-
covery. Calif, and "West. Med., 29:361-364, Dec., 1928.

11. Swift, G. W. : Epilepsy and Allied Conditions.
Mechanical Factors in Their Etiology. North. Med.,
June, 1928.

12.

Frazier, C. H.: Rhizotomy for the Relief of Pain.
Jour. Nerv. and Ment. Dis. Vol. 47, pp. 343-362, May,
1 n 1 o > t't' t J t

13. Spiller, W. G. and Martin, E. : The Treatment of
Persistent Pain of Organic Origin in the Lower Part
of the Body by Division of the Anterolateral Column
of the Spinal Cord. J. A. M. .A. Vol. LVII, No. 20, 1489-
90, May, 1912.

14. Frazier, C. H.: Section of the Anterolateral Col-
umns of the Spinal Cord (Cordotomy). Arch. Neurol,
and Psychiat. Vol. 9, No. 1, pp. 1-21, Jan., 1923.

15. Sharpe, Norman: Neurosurgery, 1928.

16. Ballance, C. A.: Some Experiments on Nerve An-
astomosis. Proceedings of Staff Meeting of Mayo Clinic
3:317, Nov. 7. 1928.

17. Frazier. C. H. : Treatment of Recurrent Laryngeal
^erve Paralysis by Nerve Anastomosis. S. G. and O.,
43:134-139., Aug. 1926.

18. Ballance, C. A.: Some Experiments on Nerve An-
astomosis. Proceedings of Staff Meeting of Mayo Clinic
3:317, Nov. 7, 1928.

19. Dowman, C. E. : Relief of Diaphragmatic Tic, Fol-
lowing Encephalitis, by Section of Phrenic Nerve. .1. A.
M. A., 88:95, Jan. 8, 1927.

20. Sharpe, Norman: Neurosurgery, 1928.

21. Adson, A. W. and Coffey, J. R.: Cervical Rib. Ann.
burg., pp. 839-857, June, 1927.

22. Bunnell, S.: Repair of Nerves and Tendons of
Hand. Jour. Bone and Joint Surg., 10:1-26, Jan., 1928.

23. Ranson, S. W.: Anatomy of the Sympathetic Ner-
vous System with Reference to Sympathectomy and
Ramisection. J. A. M. A., XXXVI, 1886-1890, 1926.

24. Kuntz, Albert: Distribution of the Sympathetic
Rami to the Brachial Plexus. Its Relation to Sympa-
thectomy Affecting the Upper Extremity. Arch. Surg.,
XV, 871-877, 1927.

25. Flothow, P. G. : Relief of Pain from a Neurologic
Viewpoint. North. Med., Vol. XXIX, No. 2, pp. 69-76,
Feb., 1930.

26. LeRiche, Rene: De I’elongation et de la section
des nerfs perisvasculairis dans certains syndromes dou-
loureux d’origine arterielle et dans quelques troubies
trophiques. Lyon chic., 1913, X, 378.

27. Harbitz, H. F. : En orientering i sympaticuskirur-
glen. Norsk, mag. f. Laeg., Oslo, 89:870-884, Sept., 1928.

28. Kramer, J. G. and Todd, T. W. : The Distribution
of Nerves to Arteries of Arm with Discussion of Clini-
cal Value of Results. Anat. Rec., VIII, 243-254, 1914.

29. Adson, A. W. and Brown, G. E. : Raynaud’s Dis-
ease of the Upper Extremity. Successful Treatment by
Resection of Sympathetics. J. A. M. A., 92:444-449,
Feb. 9, 1929.

30. Adson, A. W. and Brown, G. E. : Thoracic and
Lumbar Sympathetic Ganglionectomy in Peripheral Vas-
cular Diseases. J. A. M. A., 94:250-252, Jan. 25, 1930.

31. Adson, A. "W. : The Surgical Indications for Sym-
pathetic Ganglionectomy and Trunk Resection in the
Treatment of Diseases Resulting from Vasomotor Spasm
of Peripheral Arteries. Bull. N. Y. Acad. Med., VI:17-32,
1930.

32. Adson, A. ’W. : Personal communication.

33. Rowntree, L. G. and Adson, A. W. : Result of
Bilateral Sympathetic Ganglionectomy and Ramisec-
tomy for Polyarthritis of the Lower Extremities. Proc.
Staff Meetings of Mayo Clinic, III, 333-334, 1928.

34. Adson. A. IV. and Rowntree, L. G. : The Surgical
Indications for Sympathetic Ganglionectomy and Trunk
Resection in the Treatment of Chronic Arthritis. S., G.
and O., 204-213, Jan., 1930.

35. Flothow, P. G. : Sympathetic Ganglionectomy in
Polyarthritis. Med. Sent., Vol. 38, pp. 169-176, April,
1930.

36. Judd, E. Starr: Lumbar Sympathetic Ganglionec-
tomy and Ramisectomy for Congenital Idiopathic Dila-
tation of the Colon. Ann. Surg., 479-498, Sept., 1928.

37. XYade, R. B. and Royle, N. D.: Operative Treat-
ment of Hirschsprung’s Disease, New Method, with Ex-
planation of the Technic and Results of Operation.
Med. Jour. Australia, 1:137-141, 1927.

38. Hunter, J. I.: The Postural Influence of the Sym-
pathetic Innervation of Voluntary Muscle. Med. Jour.
Australia, 1:86-89, 1924.

39. Royle, N. D. : The Treatment of Spastic Paralysis
by Sympathetic Ramisection. S., G. and O., XXXIX,
701-720, 1924.

40. Idem.: Sympathetic Trunk Section. A New Opera-
tion for Ravnaud’s Disease and Spastic Paralysis of the
Upper Limb. Med. Jour. Australia, II, 436-438, Oct.

6, 1928.



360 DIPHTHERIA IMMUNIZATION—ELLISON Vol. XXIX. No. 8

.ACTIVE IM?,IUNIZ.\TION .\G.\INST

DIPHTHERIA
A PLEA FOR STATE-WIDE APPLICATION IN IDAHO *

T. A. Ellison, M.D.

ST. ANTHONY, IDA.

Because of the nature of Idaho State Industrial

School, with which I am connected, the matter of

contagious disease is one of our concerns. Along

this line we have done some work in active im-

munization against diphtheria, and I shall concen-

trate on this general subject.

The medical man who sees disease and treats it

to a point of recovery is an asset to the community,

but one who prevents a disease is a greater asset.

He prevents suffering of the individual, expense

due to illness and loss of time, and in the case of

communicable disease he protects people other than

his patient from danger due to its spread. In ad-

dition to all this, his patient is certainly as well

off as the fellow who was cured, and usually better.

Important achievements along this line in the

case of yellow fever, malaria, typhoid fever, typhus

fever and others have been made by members of

our profession. These have been accomplished usu-

ally because of the stress of economic urgency.

Prevention of diphtheria seems to have lagged be-

hind possibilities, although theoretically we have

developed more complete control of this than of

any other disease, having developed a test for sus-

ceptibility, means of passive and active immuniza-

tion, and the curative treatment.

With all these at our command, if we cannot

control diphtheria, what more would we need, and

what disease could we control? Possibly the fact

that we have a curative treatment is partly respon-

sible for this indifference to prevention. But our

efforts at cure are not all successful. Deaths from

diphtheria, regardless of our varied means of de-

fense, are generally admitted entirely too frequent.

Seventy-eight cities in this country reported 2,-

682 deaths in 1929. Our state reported only twelve.

Why, then, the concern, one might ask. The an-

swer is that, in spite of our highly successful means

of treatment, these twelve deaths occurred in only

eighty-two cases, and the low figures are simply

a matter of luck for the majority of our people are

susceptible, and luck will not always be with us.

-And, furthermore, the time to apply this pre-

ventative measure is before incidence of the disease

is imminent. For it is a well-known fact that the

* Read before the Thirty-eighth .Annual Meeting of
Idaho State Medical .As.sociation, Coeur d'.Alene. Ida..
.Tune 27-28, 1930.

development of immunity requires from two to six

months of time. Failure to apply our knowledge of

the prevention of diphtheria is due chiefly to our

free and easy American custom of living today, and
leaving tomorrow’s worries for tomorrow’s consid-

eration, and so we wait until an epidemic is upon
us to apply methods which, to be effective, must
be applied months before.

Gumming in 1922 compared results of diphtheria

control in 1920 with those of 1890 under the title,

“Is Diphtheria Control Leading to Eradication?”

(/. A. M. A., 78:630, March 4, 1922). He reports in

that time the saving of millions of lives in this

country by antitoxin, but at the same time about

3000,00 deaths and no reduction in incidence.

He calls attention to the very important fact that

cure by antitoxin increases the number of healthy

carriers without the danger signal symptoms which
makes additional vigilance necessary. To quote
him further, “If this vigilance is to be a matter of

general active immunization, thirty-one millions of

children then living, (and the number at the pres-

ent time is nearly that) and two million born each
year would have to be immunized. Presumably
this is not possible, and if it were, is it advisable

to undertake this scheme with a view to applying

it year after year?” “And,” he goes on, “the active

protection would no doubt be more or less limited

to the larger and better organized communities,

making of them, because of the increased carrier

problem, reservoirs of distribution of diphtheria or-

ganisms to the rest of the population.”

That certainly is just what would happen, but

Gumming admits that case incidence has not by
other means been reduced. So is not his own con-

tention an argument for the widespread use of im-

munization rather than against it? Otherwise, he

would permit the people of the larger centers to

go on developing diphtheria in order to protect the

smaller communities from carriers, and such a sys-

tem would be unfortunate, for he says fifteen thou-

sand lives were annually lost under it, and carriers

would be at least as numerous. In conclusion he

says, “The eradication will not come through serum

treatment, immunization of the well, nor accurate

diagnosis of case and carrier, followed by quaran-

tine, but rather through mass sanitary protection

of the populace, subconsciously practised by the

people at all times.” Just what he means by that

is not quite clear to me, nor does he tell how to

attain that desirable popular practice.

It is certainly clear that serum treatment, while

saving lives, does increase the number of healthy
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carriers, and detection and treatment of these is a

very difficult undertaking. It is also true that peo-

ple in general, including children, are now subcon-

sciously, as he says, refraining from trading chew-

ing gum, placing others’ pencils and such things in

their mouths, finishing the consumption of a partly

eaten fruit and so on. But it also seems to me

that many of them have substituted drinking from

the same bottle, going further and more frequently

to dances, crowding together in movies, and in

many other ways increasing close personal contact,

even to the extent of promiscuous kissing, which

I am told is at least as prevalent as before. And

by what means are we going to stop all of that?

This subconscious practice of mass sanitary pro-

tection, as I understand it, seems to have fallen

down as a solution, and so far as I can find, we

are left to depend upon the method which he re-

jects, namely, general active immunization. Let us,

therefore, consider it.

For this purpose we have available toxin-anti-

toxin, anatoxin and toxoid. In the United States

and Germany the first chiefly is used. In France

Ramon’s anatoxin (toxin modified by warmth and

the addition of formalin until it becomes practically

nontoxic) is usually chosen. In England and Can-

ada toxoid (toxin modified by the addition of less

formalin than in the case of anatoxin, leaving it rel-

atively toxic) is favored. Ramon maintains that an-

atoxin produces immunization more rapidly (three

to six weeks) than toxin-antitoxin, but Park found

no appreciable difference. In general, reports seem

to indicate no great difference in prophylactic value

among these.

There are some who object to the use of any

of these for various reasons, chiefly, first, expense;

second, fear of serum sensitization; third, fear of

ill effects; fourth, doubt of effectiveness of active

immunization attempts; and, finally, magnitude of

the undertaking. None of these reasons is valid for,

first, the whole family can be immunized for less

than the cost of treating one case; second, men who

have done much work along this line (notably Park

and Schroder in New York) have not found evi-

dence of sensitization from the small amount of

horse serum used, and even if such were the case,

other serum, such as goat or sheep can be and is

now being substituted. Third, only three reports

of major trouble have been made, and each of these

was clearly shown to have been due to avoidable

accidents.

In Dallas, Texas, a number of deaths occurred

from the use of a preparation of toxin-antitoxin.

in which the toxin was not properly neutralized.

This blunder certainly will not be repeated by

manufacturing houses. In Vienna, Austria, dilute

toxin was carelessly used in place of the nearly

completely neutralized toxin with a number of

deaths following. This, of course, is avoidable. In

Queensland, Australia, a bulk preparation not con-

taining an antiseptic was repeatedly used. The
deaths afterward proved to be due to staphylococ-

cus infection from organisms accidentally or care-

lessly introduced into the serum where they were

abundantly cultured. Thi sorganism was recovered

from both the preparation used and the patients (/.

A. M. A., 91:262, July 28, 1928). All preparations

now made contain enough antiseptic to prevent a

repetition of such trouble. It has been found that

freezing toxin-antitoxin preparation of the older

type temporarily separated enough free toxin to

give trouble. This difficulty is, of course, avoidable,

by proper temperature regulation, and, furthermore,

in the newer one-tenth L plus mixture, now in gen-

eral use, it does not occur.

On the other hand, we have reports of hundreds

of thousands of cases without any serious ill effects.

In August, 1928, more than thirty thousand were

so reported in France, sixty-six thousand in Bel-

gium, forty thousand in Canada. {J.A.M.A. 92:

403, Feb. 2, 1929). In New York, Park and

Schroder in hundreds of thousands of cases never

had any ill effects of consequence. In about four

hundred cases in my work no ill effects sufficient to

be called to my attention have followed.

Now as to effectiveness. In this country Park

and Zingher in New York have been the outstand-

ing leaders in diphtheria prevention, using both

toxin-antitoxin and anatoxin. By the Seventh An-

nual Report on diphtheria mortality {J.A.M.A.,

June 7, 1930) we find that in their city in 1929,

462 deaths from this disease occurred, but had the

average rate of 1895 to 1899 prevailed, the number

would have been approximately five thousand, or

more than ten times as many. Of course, part of

this reduction is due to improved treatment, but

most of it must have been the result of prevention,

for the mortality rate, you will remember, is still

more than 10 per cent and antitoxin had been in

use since 1891.

From Virginia, in 1927, comes the report of the

use of toxin-antitoxin in 147,000 children, with a

general reduction in incidence following in that

state, contrasted with an increase in the same time

in the United States as a whole {J.A.M.A. 91:

1045, Oct. 14, 1928). San Joaquin County, Cali-
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fornia, put on a campaign of active immunization

over a period of several years, and reported in

January, 1928, not a single death in three years

following {J . A.M. A, 90:122, Jan. 14, 1928). Au-

burn, New York, had a clean record in this respect

for four years, following active immunization, until

it was broken by a case in an unimmunized child

{J.A.M.A. 90:624, Feb. 25, 1928). France, Ger-

many, Belgium and England furnish similar reports

of effectiveness with respect to campaigns of active

immunization.

As to the duration of immunity once established,

not only in the case of diphtheria, but in any other

disease, this is a matter about which no individual

can be certainly sure. As an example, a lady in

my home town had a local reputation as one im-

mune to smallpox, and therefore had been for

twenty-five years the nurse par excellence in that

disease. But one day after her long experience she

became ill and soon showed the most typical and

most severe case of smallpox I have ever seen.

Either she had never before been inoculated dur-

ing her frequent exposures, which is highly un-

likely, or she had lost an immunity once possessed.

It seems entirely likely that this loss of immunity

is not an infrequent occurrence, and is illustrated

by second attacks of diseases which usually confer

lifetime immunity, such as typhoid, and is certainly

the case in illness such as influenza, pneumonia and

other conditions which regularly may occur re-

peatedly.

In the case of diphtheria, fortunately a person’s

state can be determined by the Schick test. Re-

ports by Park and Schroder in twenty-five infants

and young children immunized in 1919, show

twenty-three still negative in 1926, 92 per cent hav-

ing retained immunity for eight years. One hun-

dred and seventy-eight adults, giving positive tests

and immunized in 1920, when retested eight years

later showed 62 per cent still immune and an addi-

tional 19 per cent possibly so {Practical Medical

Series, p. 126, 1929). In the absence of reports on

larger numbers, it seems these figures may be ac-

cepted as a reliable guide. The same authorities say

that children seem to hold acquired immunity bet-

ter than adults.

It is in general true that susceptibility to diph-

theria is low in babies under six months of age.

From that time on it rapidly increases up to four

or five years and then gradually decreases. .'Approx-

imately 50 per cent of adults are naturally immune.

Because of this condition preventive efforts are es-

pecially needed for children of preschool and school
I

age groups. Schick testing of these children is of 1

1

little practical value. All may be considered posi-
j

tive. In adults and those previously immunized
!

it is of value in determining who are in need of

preventive treatment as a public health measure.

In a preventive campaign all preschool and school

children and all susceptible adults should be im-

munized by the use of toxin-antitoxin or anatoxin.

In the case of the use of either of these, however,

production of immunity should not be assumed, but
|

should be proved or disproved by test, and suf- !

ficient time should elapse between treatment and \

test to permit the development of immunity.

Magnitude of job. One might expect the execu-

tion of a procedure involving the majority of the

population to require considerable time and effort.

However, Schick testing and administration of ;

toxin-antitoxin can be done with comparatively

little of either, when properly planned. Since young
]

children are most susceptible, this could best be '

done in clinics for (1) school children, and (2)

those of preschool age. Neither of these would re-

quire Schick testing at first. Adults could be met

at separate sessions, first, for testing, and five to

seven days later for checking test results and the

administration of the first toxin-antitoxin to those

showing positive reactions.

From my work at the school I find that people

can be handled in this way at the rate of three per

minute. There are about 4000 adults in Fremont

County. The five physicians there could at this rate

test them in three and a half hours. Another ses-

sion of that length of time would suffice for read-

ing tests and administering the first preventive dose

which only about half would need, and two other

sessions of perhaps two hours each would finish

this group. Therefore, the adults could be complete-

ly dealt with in eleven hours and need not be seen

again for six months, when each positive should

again be tested, and likely a few retreated. The '

children could be dealt with in four sessions of six )

hours each. This means a total of about thirty-five

hours time and would close the matter for six or '

eight years, except for children born each year.

A few would lose immunity, but with so few suscep-

tible the disease would appear very rarely indeed.

The work in the remainder of the state could be

equally easily done.

I am ready to admit that consummation of the

above program would require cooperation on the

part of the public as well as among the medical
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men. That means a campaign of education. Who
shall do this? In the Diphtheria Mortality Report

(/. A. M. A., 94:1838, June 7, 1930) we find this

statement: “Diphtheria, like typhoid, is a preventa-

ble disease, a fact that every municipal chamber

of commerce ought to know.” Well, chambers of

commerce don’t read the Journal of the A. M. A.,

and if they did, should we leave initiation of these

matters to them? Too much outside interference is

already leading toward so-called state medicine

which, as I see it, is roughly the public’s attempt

to supervise its health conditions, when the medical

profession fails to do so.

Nor did chambers of commerce develop our

present favorable conditions with reference to ty-

phoid. That was done by the medical profession

through persistent individual and cooperative edu-

cative effort with patients and through public edu-

cative drives by state boards of health. It was by

teaching, and I firmly believe that physicians owe

the public this educative effort, for every individual

gets far more from society than he could ever re-

turn. I would then propose the following two-

part plan:

1. An intensive educative campaign planned by

this society but conducted by the Idaho State

Board of Health through school boards, parent-

teacher associations, churches, chambers of com-

merce and any other civic bodies as deemed advisa-

ble, setting forth:

a. The fact that diphtheria, while not now prev-

alent, is a probable menace to purse, health and

life.

b. That all this is unnecessary for the disease

is preventable.

c. That preventive measures are effective for a

long period of time and harmless.

d. That cost of preventive measures is very low

compared with the cost of treatment (in Virginia

147,000 were treated for $35,000 publicly, or about

25 cents each).

e. That the expense of prevention should be

taken care of by the individual.

f. That the time to prevent this disease is when

it is not prevalent.

g. A tentative date for beginning concerted ac-

tion.

2. Full cooperation of medical men of this state

through their local societies in the execution of

the above proposed campaign by the State Board

of Health for general immunization against diph-

theria.

TREATMENT OF CARD LAC
IRREGULARITIES *

William J. Kerr, M.D.

SAN FRANCISCO, CALIF.

Abnormal rhythms resulting from structural and

functional disturbances in the heart offer many
problems for the physician. He is almost daily

called upon to interpret such disturbances and to

prescribe adequate treatment. It is not my purpose

to discuss at length the methods of differentiating

these irregularities, one from another, but to speak

of some practical methods of treatment which have

been of value in my own experience.

In the following classification will be found prac-

tically all the recognized types of irregularities.

Some of these are rare and require few comments.

For others we have as yet no satisfactory methods

of treatment, or they are incidental in the dying

heart.

CLASSIFICATION OF CARDIAC IRREGULARITIES

Sinus arrhythmia
Sinus tachycardia and bradycardia
Sinoauricular block

Auricular extrasystoles

Auricular paroxysmal tachycardia

Auricular flutter

Auricular fibrillation

Nodal extrasystoles

Nodal tachycardia

Reciprocating rhythms
Ventricular extrasystoles

Ventricular paroxysmal tachycardia

Ventricular fibrillation

Delayed auriculoventricular conduction or partial block

Complete heart-block

Bundle branch block

Arborization block

Pulsus alternans

Sinus arrhythmia is the most common of all the

irregularities of the heart. The rhythm is disturbed

by influences outside the heart, the rate varying

periodically, and usually with the phases of respira-

tion. It is most common in children and in young

adults, and is often seen after infections. It is

frequently associated with extrasystoles in young

adults, and is of no clinical significance. When in-

terpreted as a serious disorder it has been a cause

of unnecessary alarm to the patient. No treatment

is indicated.

Sinus tachycardia and bradycardia are also com-

mon. The normal range of the heart rate is from

40 to about 100 per minute. Rates lower than 40

per minute have been observed in the heart with a

normal mechanism; and rates above 100 per min-

* Read before the Thirty-eighth Annual Meeting of

Idaho State Medical Association, Coeur d'Alene, Ida.,

June 2T-28, 1930.
* From the Department of Medicine, University of

California Medical School, San Francisco, California.
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ute are observed after exercise, during infections

and with such toxic conditions as thyroid disease.

There is no specific treatment in either case. Tachy-

cardia of this type does not call for digitalis in

the absence of signs of congestive heart failure.

Sinoanricular block is uncommon. There may be

sudden attacks during which the heart rate is

halved, or periods of standstill of the entire heart.

Atropine may be of value.

Auricular extrasystoles are among the most com-

mon of the irregularities. They may or may not

produce S3miptoms. The impulse arises in the auri-

cle outside the normal “pacemaker,” leading to pre-

mature contraction and disturbing the rhythm of

the entire heart. In most cases they appear to be

of little clinical significance; but many times they

are the forerunners of auricular tachycardia, auric-

ular flutter or auricular fibrillation. Recent investi-

gations by Brow and Fulton suggest that central

influences may play a role in initiating these irreg-

ularities. They are often associated with indul-

gence in tobacco, alcohol or other toxic substances;

or are related to foci of infection or indigestion.

Removal of such factors may control these irregu-

larities. If they produce symptoms, temporary re-

lief may be obtained by quinine or quinidine com-

pounds. A dose of 2 to 3 grains of quinidine sul-

phate four times a day may be of value.

.Auricular paroxysmal tachycardia is a common

cause of repeated attacks of palpitation, where the

whole heart beats regularly at the rate of from

170 to 280 per minute. The rhythm is regular.

The symptoms may be marked. The onset and

offset are sudden. Usually there is a history of at-

tacks over many years. The duration may be from

minutes to days. The patient frequently employs

some method to stop the attacks, as deep breathing,

exercise, bending forward, leaning over a chair,

pressing on the neck or by the induction of vom-

iting.

In practice all of these methods and others which

stimulate the vagus may be tried. Pressure over the

globes of the eyes may stop the attack, but this

is often painful for the patient. Vagal pressure on

either side usually will be successful. Some expe-

rience is required to secure the best results, which

are often spectacular and bring the gratitude of

the anxious patient and family. When all such

attempts fail, as it will in a small percentage of

cases, one may try' quinine or quinidine. We have

had good results with quinine dihydrochloride in

solution, giving the drug slowly into the vein.

Usually before 5 or 7 grains are given, in a period

of ten to fifteen minutes, the attack will cease.

The usual dangers of quinine idiosyncrasy should

be kept in mind when giving these drugs intra-

venously. As a preventive for the attacks of tachy-

cardia, quinidine sulphate should be given four

times a day in doses of from 1 to 3 grains, if the

attacks are frequent. The prognosis is excellent.

Auricular flutter may be paroxysmal or perma-

nent. The auricles beat regularly at a rate of from

270 to 350, and the ventricles respond with a

varying degree of block. The ventricular rhythm

may be regular or irregular. The ventricular rate,

without treatment, varies from 100 to 170 per

minute. Vagal presssure will slow the ventricles.

In this type of irregularity cinchona compounds

have been of little value in my hands. The usual

and most satisfactory method of treatment is to

put the patient to bed and give digitalis in full

doses, increasing the auriculoventricular block.

Sometimes the ventricular rate may fall to 40 per

minute before the auricular flutter changes to auric-

ular fibrillation. Then the digitalis is withheld,

and frequently the normal rhythm will be promptly

restored. If this result is not obtained, quinidine

may be given in doses up to 6 grains every four

hours, day and night. Thereafter small doses of

quinidine may be of value in preventing a return

of the abnormal mechanism. This type of ar-

rhythmia is frequently associated with serious val-

vular or degenerative heart disease, and one may
profit little from treatment directed toward the

irregularity alone.

Auricular fibrillation may also be paroxysmal or

permanent. This disturbed mechanism is usually as-

sociated with serious heart disease and is well

known to all physicians. Paroxysmal attacks may
precede the permanent disorders by many years.

It is not infrequent in toxic thyroid states and is

the usual cause of true palpitation in th*is disease.

With congestive heart failure we have a combina-

tion of circumstances which demand prompt relief.

Digitalis has for long been the sovereign remedy in

this disorder. Its value is so well known that it

would seem unnecessary to enter into any discus-

sion here about its use. In recent years we have

learned more about the indications for the drug;

we have learned to rely on standard preparations;

and we have learned that we can get more prompt

results by giving larger doses.

One of the greatest errors in modern practice is

to rely on the tincture, and to administer it with
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the ordinary medicine dropper, on the mistaken as-

sumption that one drop of the tincture is equiva-

lent to a minim. Droppers vary greatly and may
deliver from 35 to 65 drops to the IS minims.

A dose of from 10 to IS drops three times a day

could scarcely be of any value to the patient.

Unless a graduate glass or a measured dropper be

used, we should rely on the dried leaf made up in

the form of capsule, pill or compressed tablet. The
digitalis should then be given as originally em-

ployed by Withering, until the pulse is slowed,

diuresis occurs or toxic symptoms make us stop.

The treatment is then continued with maintenance

doses with proper rest, limitation of activity, re-

duced salt intake, restricted fluids and other well

known measures.

In the paroxysmal attacks of auricular fibrilla-

tion good results may be obtained by the use of

quinidine sulphate in doses of from 1 to 3 grains

four times a day, and with an extra dose during

the night if necessary. In thyroid disease the at-

tacks are not readily controlled unless the goiter is

also treated. In the more permanent type of auric-

ular fibrillation, quinidine compounds have been of

great value. They should probably not be used in

the presence of congestive heart failure, until the

compensation is restored, or in the extensively

damaged heart. In such cases the abnormal rhythm

would tend to recur and here digitalis would be a

more suitable drug.

In patients who have fair cardiac muscle, and

who have had auricular fibrillation for months or

years, the normal mechanism may be restored in a

high percentage of cases. Our results have been

very gratifying, when cases are carefully selected

for trial and when the drug has been properly

given. After a small test dose of 2 grains, with the

patient in bed, drug is continued every jour

hours, day and night, for as long as a week if neces-

sary; and the size of the dose may be gradually

increased also, if no results are obtained after the

second day, or if no toxic symptoms develop.

Sometimes patients are more uncomfortable with a

regular rhythm if the heart rate is high; or it may
be necessary to continue the drug in small doses

for an indefinite period to maintain a normal mech-

anism. Each case must be decided on its own merits.

Nodal extrasystoles, nodal tachycardias and re-

ciprocating rhythms are uncommon, and I am not

prepared to say from experience how best to treat

them. Cinchona compounds may be of value, but

have often failed. Digitalis does not seem to be of

much use except in patients with associated con-

gestive failure.

Ventricular extrasystoles are very common ar-

rhythmias. The premature beat in the ventricle,

however, does not disturb the underlying rhythm
of the heart. They are seen commonly in young
persons and often in older persons with and without

obvious cardiac disease. Often they are forerunners

of more serious types of irregularities. They are

frequently disturbing to the patient. Whether cen-

tral influences play a role is not certain, but the

same systemic conditions predispose to them as

given under auricular extrasystoles. These factors

should be investigated and controlled if possible.

Drugs such as quinidine seem to have little value

in this group. Digitalis is not indicated when the

irregularity exists alone. Potassium salts may find

a place here after further trial. When ventricular

extrasystoles arise from several foci, they are of

great prognostic significance and indicate serious

myocardial damage. They may be forerunners of

ventricular tachycardia and ventricular fibrillation.

At present we have no adequate treatment for these

two latter types of irregularity. Recent studies by

two members of my staff suggest that potassium

salts may aid in preventing or treating these dis-

turbances in rhythm.

The various types of so-called heart-block are

commonly observed in cases of serious heart dis-

ease. The impulse from the auricle may be inter-

rupted at any point from the auriculoventricular

node to the ventricular muscle, resulting in partial,

complete block, bundle branch block, or arboriza-

tion block. The conduction time may be prolonged

with each impulse, the block may be progressive

with succeeding beats until the ventricle fails to re-

spond, resulting in a dropped beat of the ventricle,

or there may be complete dissociation between the

auricles and ventricles, with independent rhythms

for the two parts of the heart. The complete block

may be intermittent, giving us the clinical picture

of Adams-Stokes syndrome. Block in a branch of

the bundle of His may be temporary or perma-

nent. If the disturbances are due to syphilis of

the heart or to local circulatory changes, some

benefit may be derived from general measures.

Theobromin compounds may improve the circula-

tion of the heart. Atropine may remove to some

extent the action of the vagus in partial block.

Adrenalin and barium compounds may also be of
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value in increasing the irritability of the heart

muscle and conduction system.

Pulsus alternans is rather an irregularity of force

of contraction than an irregularity of rhythm. It

is observed in the toxic heart of infections and in

late cases of cardiovascular renal disease. It indi-

cates a grave prognosis. Rest is most important,

and other general measures which are indicated

are to be considered.

These few comments do not by any means ex-

haust the subject, but indicate some of the meas-

ures which may be found most useful in the treat-

ment of irregularities of the heart.

PANCREATITIS *

Andrew Stewart Lobingier, M.D., F.A.C.S.

LOS ANGELES, CALIF.

Since the scientific study of acute infections of

the pancreas by Senn, Fitz and Opie in the late

’80s and early ’90s in this country, and the out-

standing lecture at the London Polyclinic in 1900

by ]\Iayo-Robson, the pathology and treatment of

pancreatitis has elicited the interest of surgeons

throughout the world.

From the first the fact has been recognized that

these infections were of bacterial origin and it is

interesting to note that as early as forty years ago

Robson suspected this infection to arise from re-

mote foci (“extrinsic causes”) and named “biliary

and pancreatic lithiasis, ulcer of the stomach, py-

lorus or duodenum, t3T)hoid fever, mumps and in-

fluenza to be determining factors.” To these Rose-

now in recent years has added apical abscesses in

teeth, follicular tonsillitis and sinusitis. Graham

and Mangeret have shown that infection of the

liver through the portal circulation was carried to

the pancreas through the lymph channels in the

same manner as this infection is conveyed to the

gallbladder, and that any remote focus infected

with pyogenic organisms may be the source of

this infection.

Opie, working with Halsted, found that an ob-

struction of the common bile duct at the ampulla

of Vater by a small gallstone would cause a dam-

ming back of bile into the duct of Wirsung, caus-

ing a pancreatic cholangeitis. Mayo-Robson re-

ported a number of cases in which there were large,

and in several cases multiple, stones in the common

duct associated with pancreatitis. This infection of

the pancreatic ducts assumes the presence of pyo-

* Read before the Eighth Annual Meeting of Pacific
Northwest Medical Association, Butte. Mont., July 1-3,

1930.

genic bacteria in the bile. For it is a well known

fact that this pancreatic cholangeitis is commonly

associated with a biliary cholangeitis. Moreover, the

bacteria generally found present in infection of the

pancreas are similar to those found in biliary cho-

langeitis—bacillus coli, staphylococci and the green

streptococci.

It is well to remember that, whilst the primary

center of infection is the liver, the sequence of this

infection is vastly graver in its fulminating char-

acter in the pancreatic than in the liver ducts; and

owing to the potent character of the trypsin in the

pancreas, the rapidly forming intense edema in the

parenchyma of the pancreas passes rapidly on to

necrosis.

The pathogenesis of pancreatic infections must,

therefore, always assume the highest importance in

the study of the destructive changes in this hidden

organ. We can no longer study the pathology of

pancreatitis independently of liver and gallbladder

infection. The early observation by Mayo-Robson

of edema of the head of the pancreas, simulating

in some of his cases carcinomatous tumor in septic

infection of the gallbladder, has directed us to the

inspection of the pancreas in all such infections.

This edema is most marked in the head of the pan-

creas and is a definite and very constant response

to the infection which has been transmitted to it

from the liver.

In describing the pathologic changes that occur

in infections of the pancreas the earlier writers

were guided by what was found at autopsy or op-

eration. These appearances led to a series of classi-

fications which are now regarded as but stages in a

progressive destructive pathology, which if not ar-

rested may go on to mass necrosis.

Following the edema which results from the in-

fection the active pancreatic ferment, lipase, splits

the fat into stearic acid and glycerine, and the

union of the salts of calcium with the changed fat

globule produces an opacity which has been called

fat necrosis. This was described by Balser as early

as 1882. Just how this lipase gets out into the fat

in the mesentery and omentum has not been de-

termined, but probably it is carried by the lympha-

tics. Whenever these opaque areas are present,

they indicate infection of the pancreas and inflam-

matory and degenerative changes in the gland.

Some authorities are of the belief that fat necro-

sis is not infallible evidence that the pancreas had

been infected, but the majority of clinical surgeons

regard this as so commonly an index of change in
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the pancreatic ferment that suspicion of edema and

other inflammatory phenomena are always immi-

nent. When this edema is associated with rapid

chemical changes in the pancreatic secretion, the

process may go on to necrosis and abscess. The

destructive change may be so rapid as to cause the

necrotic areas, which at first were small loci, to

coalesce and form a great liquifying necrotic mass,

involving a large portion of the gland. This is a

true gangrene or mass necrobiosis and is due to a

sudden cutting off of the blood supply, plus the

destructive self-digesting action of the pancreatic

ferment.

Where the chemical action eats through an im-

portant blood vessel wall, a large hemorrhage will

occur. Smaller vessels may be eaten through in

various portions of the gland and, if the edema

and infection continue, they may become confluent

and form a large blood cyst. In case they persist

as single and discreet blood clots, eventually they

will remain as cysts. These blood cysts are not to

be confused with retention, proliferation or with

pseudocysts. If the infection has not gone on to

mass necrosis or large destructive hemorrhages, it

may subside and leave a chronic inflammation,

which may persist for years with periods of re-

crudescence and subsidence, resulting in deposition

of connective tissue and a pathologic condition akin

to hepatic cirrhosis.

A case of this character is recalled with a long

history of septic cholecystitis, in which the succes-

sion of attacks had covered a period of years, with

a gradual failing of the myocardium. This patient

had had a cholecystectomy for hydrops eighteen

years ago and had remained well for twelve years

following the operation. For the past six years she

has been an invalid from chronic pancreatitis.

The diagnosis of pancreatitis may be difficult,

especially in an acute fulminating seizure where

the anamnesis cannot be adequately obtained.

There will be generally a history of digestive dis-

turbances such as are seen in the typical cases of

cholelithiasis with cholecystitis. Acute perforation

of the duodenum or stomach, gallstone or kidney

stone colic, mesenteric thrombosis and other criti-

cal signs common to acute upper abdominal con-

ditions need to be thought of.

An overwhelming pain, requiring a narcotic often

before a correct diagnosis can be made, is char-

acteristic of the acute seizures. The pain may be

so severe as to cause complete collapse. In other

cases it is paroxysmal with intervals of relief. There

is marked abdominal rigidity above the umbilicus,

tenderness over Robson’s point, and if there has

been a hemorrhage, it is sometimes possible through

the board-like rigidity of the abdominal muscles to

detect a tumor mass.

The leucocyte count is usually lower than in

mesenteric thrombosis. The evidence of shock may
be quite as marked as in acute perforation. The
pulse is rapid, small and of poor quality, the skin

is pale and cold, and the temperature may range

from 100° to 104° F., according to the virulence

of the infection and rapid destruction of parenchy-

ma of the gland. As a rule the facial expression

is anxious and shocked as in acute perforation of

the stomach or duodenum.

Nausea and vomiting are commonly present in

the acute fulminant infections. Paresis of the gas-

tric and intestinal muscularis from the extreme

toxemia results in more or less marked abdominal

distension. In many cases there is a slight icterus

from common duct obstruction. In the beginning

the patient is constipated but, if he survives a few

days, a diarrhea may develop with fat, blood

and pus in the stools.

The symptoms in subacute pancreatitis are ob-

viously less critical and fulminant. For this reason

more time may be taken in arriving at a differ-

ential diagnosis. Instead of acute and paroxysmal

pain in the epigastrium the patient complains of a

heavy intraabdominal weight and is tender on pres-

sure above the umbilicus. If an abscess develops,

there will be a corresponding rise of temperature

and pulse rate with rigors and the rigidity and ten-

derness which accompany localized peritonitis. Loss

of weight from sepsis and diarrhea and impaired

digestion and loss of fat are characteristic of pan-

creatic abscess or necrotic change in the paren-

chyma.

In chronic inflammation of the pancreas there

is a slow infection from the backing up of septic

bile into the pancreatic ducts, and also through the

lymphatics draining from the liver. This is fol-

lowed by inflammation in the fibrous reticular

framework of the gland, and by round cell infiltra-

tion and proliferation of connective tissue cells.

This slow hyperplasia terminates in contraction

around the secreting parenchyma, and the islands

of Langerhans may wholly or in part perish. There

is usually a mucopurulent discharge coming from

the two ducts and discharging into the ampulla.

If this infected secretion is held up, a slowly form-

ing single abscess may result, or small multiple
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abscesses may arise in different portions of the

gland, and give rise to symptoms not unlike those

in subacute pancreatitis with abscess.

Glycosuria is not a usual concomitant of acute

or subacute pancreatitis. Occasionally it is met

with in chronic pancreatic cirrhosis, where the

islands of Langerhans are affected.

The principle of treatment of pancreatitis in all

its forms and destructive changes is early surgical

intervention and drainage. There is no form of

acute abdominal infection, in which greater skill

and judgment is required in establishing a drain-

age which is adequate and efficient, and in w’hich

the neighboring viscera are protected from infec-

tion. Abscesses, hemorrhagic and necrotic cysts and

lacunae must be evacuated, sponged out and

drained. The most judicious selection of anesthesia,

in order to avert shock, is essential.

When the patient has sufficiently recovered, the

offending gallbladder and bile ducts should be in-

quired into and, insofar as possible, the source of

infection in these structures and in remote foci

should be removed. In considering the various

forms and degrees of infection of the pancreas, one

is impressed with the responsibility associated with

neglected infections of the various foci, including

the liver and ducts, which if corrected in time

would have averted these tragic hazards.

We should be patient and forbearing with the

reiteration of the details of this pathology, because

of the grave consequences which are inevitable if

we ignore them. We should welcome any contri-

bution which will lend emphasis to the pathogene-

sis of a disease so insidious and lethal in its issues,

so dramatic in its devastating destruction.

SUMMARY

1. All infections of the pancreas arise from the

liver and gallbladder and more remote septic foci.

2. The initial pathologic change is ushered in by

cloudy swelling and edema of the parenchyma.

3. There is a growing conviction that the older

classifications of pancreatic infection are but stages

in a progressive pathologic change, the degree and

intensity in which will determine the nomenclature.

4. The treatment is competent drainage, with

removal of as much necrotic material as possible,

and later, if the patient survives, the investigation

of infecting foci.

Merritt Building.

DIABETES
A summ.ary of present-d.ay knowledge

I. C. Brill, M.D.

PORTLAND, ORE.

Clinically there may be observed two varieties

of diabetes, the acute or severe, and the chronic or

relatively mild form. The acute generally occurs

in youthful and undernourished individuals; the

chronic is usually seen in the older, relatively well-

nourished patients. The essential difference between

the two types is the degree of metabolic injury

present. In the acute variety the metabolic dis-

turbance is sufficiently severe to render it exceed-

ingly difficult if not impossible, even at a very early

stage, to enable the individual to metabolize com-

pletely an adequate maintenance diet without the

aid of insulin. On the other hand, a diabetic of the

chronic type, if seen early after the onset of symp-

toms, may generally, with comparative ease and

without the aid of insulin, be rendered free from

diabetic symptoms upon an efficient maintenance

diet.
PATHOLOGIC PHYSIOLOGY

The essential physiologic disturbance is an insuf-

ficiency of the insular function of the pancreas.

This may or may not be accompartied by demon-

strable anatomic changes in that organ. On account

of the inadequate supply of insulin, sugar cannot

be properly utilized and is accumulated in the

blood in abnormal amounts. In the absence of a

sufficient amount of available glucose, the fats are

incompletely burned, resulting in the formation of

beta-oxybutyric acid and other abnormal end-pro-

ducts. The result of this physiologic disturbance

is the “clinical triad” w'hich characterizes diabetes

—hyperglycemia, glycosuria and acidosis.

ETIOLOGY

Much has been wTitten on the subject of etiology

of diabetes, and such factors as obesity, heredity,

chronic and acute infections, disease of the biliary

system, and arteriosclerosis have received due at-

tention. It is assumed that the pancreas is weak-

ened anatomically and functionally, or functionally

alone, by one or more of these factors. The proof

upon which this assumption is based is of the in-

direct sort, largely in the nature of statistical data.

!More direct evidence is available concerning the

nature of the cause of the immediate outburst of

symptoms. Allen has demonstrated both by animal

experiments and by clinical observations, that given

a weakened pancreas, symptoms of diabetes are

readily induced by any measure which will cause
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an excessive increase in the general metabolism,

thus throwing an extra burden on the pancreatic

function. It may, therefore, be stated authorita-

tively, that, whatever may have been the factors

concerned in the primary weakening of the pan-

creas, the immediate cause of the onset of diabetes

in a given case is an overstraining of the pancreatic

function. This concept is important, as it consti-

tutes the rationale for the modern treatment of

diabetes.
PATHOLOGY

It has already been stated that the chief seat of

trouble is located in the pancreas. The “beta” cells

of the islands of Langerhans are especially in-

volved. It is interesting to note, however, that cases

of typical clinical diabetes have come to autopsy,

in which no anatomic changes could be demonstrat-

ed in the pancreas. The lesions in the other organs

are generally the result of an arteriosclerosis which

is usually seen in any diabetic of long standing, re-

gardless of age.
TREATMENT

The aim of the modern treatment of diabetes is

to secure the greatest possible amount of pancreatic

rest. This is accomplished by reducing the meta-

bolism to the lowest possible level, taking the fol-

lowing factors into consideration.

1. Rest. In regulating the patient’s activity, con-

sideration is given to severity of the disease and to

the physical and economic status of the patient.

From absolute rest to normal activity is prescribed

in accordance with the acuteness and severity of

the disease, and the stage of the treatment. At the

onset of the treatment more or less complete rest

is enforced, but a greater degree of activity is per-

mitted as the patient’s tolerance for food is in-

creased.

2. Weight. Excessive weight obviously increases

the caloric requirement, thus throwing an excessive

burden upon the pancreas. On the other hand, de-

cided undernutrition renders the patient too weak

for ordinary mental and physical work. It is, there-

fore, desirable to maintain a weight level just at or

only slightly below the average for the sex, height

and age of the patient. The desired change, how-

ever, should be brought about very gradually over

a period of weeks or months.

3. Diet. The aim is to supply an adequate num-

ber of calories for the patient’s needs but not in

excess. Furthermore, the calories must be derived

from protein, carbohydrate and fat in proper pro-

portions, in order to keep the individual in nitrogen

balance, and to avoid ketogenesis. Such a diet is

designated as “an antiketogenic maintenance diet”

and is the ultimate goal aimed at in the manage-

ment of any case of diabetes, regardless of type.

However, the methods of attaining to that goal

vary with the type and severity of the disease and

with the condition of the patient. In general it may
be stated that the acute, undernourished patient is

allowed a maintenance diet at the outset, and de-

sugarization is accomplished by the use of insulin.

The chronic, overnourished diabetic is given a sub-

basal diet, the double objective being desugariza-

tion and loss of weight. When desugarization is

accomplished and the desired loss of weight

achieved, food is gradually added until a mainte-

nance diet is reached. In this variety of the dis-

ease insulin is rarely necessary.

Various modifications of this general plan be-

come necessary in accordance with the indications

in special instances. Complications, such as acute

infections, surgical operations, or any condition

which imposes an extra burden upon the general

metabolism, immediately call for a more liberal diet

with the free employment of insulin.

THE ANTIKETOGENIC MAINTENANCE DIET

It is no exaggeration to state that the dietetic

management is still the most important part of the

treatment of diabetes. It seems, therefore, advisable

to discuss at some length the construction of the

antiketogenic maintenance diet. The factors to be

considered are the total calories in the diet, the

protein requirements and the fatty acids-glucose

ratio.

1. The Total Calories in the Diet. The total

caloric requirement of any individual equals his

basal requirement plus a sufficient number of cal-

ories to supply the energy consumed in his extra-

basal activities. The basal requirement may be re-

garded as a constant for any given age, sex, height

and weight. The extrabasal factor varies with the

age and activities of the patient. The more youthful

and active the individual the higher the value of

the extrabasal factor. The actual figures can only

be determined by trial and error, but roughly it

may be stated that the total caloric requirement

varies from basal plus 30 per cent to basal plus 75

per cent in adults, and basal plus 30 per cent to

basal plus 100 per cent or more in children. A

conservative estimate must be made in any given

case, and the correctness of the estimate is deter-

mined by the progress of the patient. If after the

lapse of a reasonable period of time the individual

is able to carry on his duties, maintaining his
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nutrition at a favorable level, the total calories in

the diet may be regarded as adequate. On the

other hand, in the event of unfavorable develop-

ments, corrections can readily be made according

to indications.

2. The Protein Requirements of the Diet. It

has been found that adults can be maintained in

satisfactory nitrogen equilibrium on 2/3 to 1 gram
of protein per kilogram of body weight. In chil-

dren, on account of growth requirements, larger

quantities of protein are needed, from 1 3/2 to 3

grams of protein per kilogram of body weight. The
same results may be arrived at, as suggested by

Keeton and Mackenzie {Ann. Intern. Med., De-

cember, 1929), by expressing the calories derived

from the protein as a percentage of the total

calories in the diet, allowing 10 per cent of the

total calories in protein for adults and 12^4 per

cent for children. This would appear to be a con-

venient and sufficiently accurate method.

3. The Fatty Acid-Glucose Ratio. The total

quantity of fatty acids in the diet is represented

by 90 per cent of the fat and 46 per cent of the

protein. The total glucose in the diet is the equiva-

lent of 100 per cent of the carbohydrate, plus 58

per cent of the protein, plus 10 per cent of the fat.

If the available supply of glucose in the diet is

inadequate, the fats are incompletely oxidized and

ketogenesis results. It is, therefore, necessary to

maintain in the diet a proper relationship between

the total quantity of fatty acids and the total glu-

cose. This relationship is known as the fatty acid-

glucose ratio.

Opinions are divided as to the optimum value of

this ratio in the treatment of diabetes. very low

ratio ( less than 1 ) is advocated by the school

favoring high carbohydrate, while a very high ratio

(from 2 to 4) is recommended by the school fa-

voring a high fat diet. Both extremes are prob-

ably best avoided, and in the average case favor-

able results are to be obtained by a ratio of from

1.2 to 1.5. In special instances there may indeed

arise indications for either a higher or a lower

ratio. The latter is especially indicated in cases

with threatening acidosis, when a liberal supply of

carbohydrates with the free use of insulin gives

brilliant results. A high FA:G ratio may occasion-

ally prove of value in a well controlled but under-

nourished diabetic, thus facilitating the administra-

tion of a high caloric diet.

When the factors of total calories, protein quan-

tity and fatty acid-glucose ratio have been deter-

mined, it becomes relatively easy to construct the

necessary equations from which to calculate the

proportional values of carbohydrates and fat, thus

completing the dietary formula. Keeton and Mac-
kenzie have simplified this calculation by introduc-

ing a “constant,” which, when diyided into the

total calories, yields the total glucose of the diet in

grams. This constant is 9 R+3.7 for a diet in

which the protein calories are 10 per cent of the

total, and 8.8 R-|-3.7 in a diet, in which the protein

calories are I 23 .I per cent of the total (“R” stands

for the FA:G ratio). Thus, if, for example, the

total number of calories is 2000, the protein 50,

and the FA:G ratio (R) is to be 1.2, then the

total glucose in the diet

2000 2000
(G) 138 (approx.)

9xl.2-^3.7 14.5

INSULIN

A discussion of the employment of insulin in

diabetes involves the consideration of ( 1 ) the indi-

cations for its use, and (2) dosage and frequency

of administration.

1. Indications. In general it may be stated that

insulin is indicated in any case of diabetes, in

which, under proper management, the patient is

unable to metabolize completely a maintenance

diet. Specifically, the following indications may be

named:

a. Acute severe diabetes.

b. Marked undernutrition.

c. Marked acidosis.

d. Complications such as acute infections and

surgical operations.

2. Dosage and Frequency of Administration.

There appears to be no reliable method whereby

the exact dose of insulin can be accurately pre-

determined. In a given case the initial dose must

be roughly estimated and varied from 5 to 40

units, depending on the severity of the symptoms.

Special consideration is given to the degree of gly-

cosuria, hyperglycemia and acidosis present. After

the initial administration the subsequent doses are

determined chiefly by the effect of the previous

dose upon the glycosuria. It, therefore, becomes

necessary to make frequent urinary examinations

(3 or 4 times daily) and occasional blood sugar

determinations. The frequency of administration

likewise depends upon the severity of the case.

The more acute cases may require three or four

injections daily (fifteen minutes to one-half hour

before meals). In the relatively mild cases one or
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two injections may prove sufficient. In short, both

the dose and the frequency can properly be deter-

mined only by trial and error.

TREATMENT OF COMA

For a clear understanding of the indications in

the treatment of diabetic coma, it is but necessary

to bear in mind that in this condition we are

dealing primarily with an intense intoxication (ke-

tosis) and secondarily with a state of shock. The

latter calls chiefly for warmth to maintain the

body temperature, and for the administration of

large quantities of fluids, by skin, by vein, by

mouth and by rectum. The forcing of fluids also

has a salutary effect on the intoxication, as it

dilutes the poisonous acid bodies and promotes

elimination.

How^ever, the chief remedy for the acidosis is

insulin. It is in this condition that the specific

action of insulin is most brilliantly demonstrated,

and it is here that insulin converts a prognosis of

absolute despair into one of cheerful hopefulness.

It should be used freely and frequently. An initial

dose of from 40 to 60 units should be followed by

hourly doses of similar or lesser amounts until the

urinary sugar becomes greatly reduced. It is, of

course, necessary to examine hourly samples of

urine, and completely empty the bladder each time

in order to judge rightly the effect of each injec-

tion of insulin upon the glycosuria. As the condi-

tion improves the insulin dose is gradually dimin-

ished and the intervals are lengthened. With the

recovery of consciousness, the patient receives

liquid foods freely, especially orange juice, milk,

oatmeal gruel and ginger ale. As his tolerance is

restored, a standard diet is gradually instituted.

CONCLUSION

In this paper no attempt was made to present an

exhaustive treatise on all phases of the treatment

of diabetes. It was intended only to indicate in

more or less outline form the salient points to fa-

cilitate the general understanding of the subject.

617 Medical Arts Building.

Solitary Cyst of Kidney. Solitary cyst of kidney was
found by Herman L. Kretschmer, Chicago (Journal
A.M.A., July 19, 1930), in a series of five cases. He
says; “This condition is probably not as rare as is gen-

erally thought by clinicians, especially urologists. A good
roentgenogram ought to show the outline of the cyst in

the majority of cases. In cases in which the cyst springs

from the lower pole, its recognition from the roentgeno-
gram should be relatively easy. Cysts in the upper pole

are not so easily recognized in plain films, and when large

they result in changes in the renal outline. The pyelo-

grams may vary, depending on the size of the cyst, its

origin and the direction of growth. In this series, one
pyelogram was normal and two were definitely abnormal.”

CEREBROSPINAL MENINGITIS
TREATMENT BY CISTERNAL PUNCTURE *

.Alfred L. Balle, M.D.

SEATTLE, WASH.

During the month of February, 1929, fifteen

cases of cerebrospinal meningitis were brought to

Seattle City Hospital. These patients were all

Filipinos, taken off the American Mail Line’s ori-

ental boat. They had been sick for variable lengths

of time, ranging according to the history from

three to twelve days. In most of the cases the dis-

ease had progressed to such a stage that the cere-

brospinal fluid had been changed to pure thick

pus. They had received no previous treatment.

The difficulties encountered in the treatment of

these cases were many, as the patients were all

irrational and unable to understand what we were

doing for them. The main difficulty was in the

administration of the serum by the lumbar method.

The marked opisthotonus, the hyperextension of

the back and the change of position that the patient

had to be subjected to made the lumbar puncture

exceedingly difficult to perform. Many times we

had to place a strap around the neck and thighs

in order to flex the back. This, of course, was an

exceedingly painful procedure for the patients, as

evidenced by the resistance offered.

It soon became necessary for me to attempt other

ways and means for the administration of serum.

I then began to use the cisternal puncture and

immediately the advantages could be seen. The

patient’s position in bed could remain practically

unchanged as long as he was on his side; there was

much less pain; the puncture was easily performed;

much time was saved and the patients responded

much more rapidly to treatment.

However, I did not use the cisternal puncture

routinely but employed it about as often as the

lumbar puncture. For one thing I was not sure

as to how many times a cisternal puncture could

be performed with the large needle that comes with

the serum. I consulted several doctors, but was

unable to obtain much information on the subject.

When these patients were well on the road to

recovery and serum treatment had been stopped,

another ship arrived from the Orient with about

four hundred Filipinos, among whom were found

several cases of cerebrospinal meningitis. These

were all taken to Diamond Point Quarantine Sta-

tion, operated by the government and located on

* Read before Meeting of King County Medical So-
ciety, Seattle, Wash., Oct. 14, 1929.
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Puget Sound near Port Townsend. Within a few

days there were twenty-two cases in the hos-

pital. The death rate w'as rather high and I

was then asked to go there and take over the

treatment of the meningitis cases. It was then I

decided to use the cisternal puncture as routine pro-

cedure for administration of the serum.

TECHNIC OF CISTERNAL PUNCTURE

1.

Assistant. It is generally advisable to have

an assistant who has been instructed in just what

you are going to do. In this manner he is able to

make it much easier for you. Have him place the

patient on the left side and put his right hand on

his left cheek to support the head and the left

hand over the right cheek. The chin should be

Fig. 1. Drawing of cisterna with first and second
positions of needle during puncture.

pointed to the midline of the chest and the head

elevated slightly from the bed.

2. Preparation of skin. The hair of the neck

should be shaved and a heavy coating of tincture

of iodine applied. This is partly removed with an

alcohol sponge. This is to prevent the skin from

blistering and also to keep it in good condition for

further treatment.

3. The puncture. Anatomically the cisterna mag-

na is the cerebellomedullary cistern, covered by the

occipitoatlantoid ligament which stretches between

the posterior rim of the foramen magnum and the

corresponding position of the first cervical vertebra.

The distance for the needle to travel varies from

2.S to 5.5 cm.

The main point is to find the midline of the neck.

This can easily be felt between the two columns

of muscles. With slight extension of the head a

“dimple” or depression can be felt below the skull.

This is the depression between the occipital pro-

tuberance and the spine of the axis.

Then force the needle through the skin, line up

the needle so that it is straight with the axis of

the body. Have the point of the needle follow the

skull until it slips under and gently force it through

the occiptoatlantoid ligament. There is generally a

peculiar “give away” sensation, when the needle

slips into the cisterna. However, this is not al-

ways felt and a close and careful check is neces-

sary, which is done by pulling out the stylet.

If the cisterna is not reached, go a little further

in and check again. Be sure the needle is in the

midline and that it is straight with the axis of

the body. The angle of the needle is about 45°

when in the cisterna (fig. 1).

If blood shows up in the needle, it generally

occurs just before the latter enters the cisterna,

or when it is not in the midline.

4. Amount of fluid removed. This depends upon

the amount of serum one wishes to give, the pres-

sure, cloudiness and the stage of the disease. Re-

member to remove more fluid than you are going

to give. Ordinarily 40 to 45 c.c. can be removed,

when 30 c.c. of serum is to be given, but if the

pressure is great, then remove enough so that it

is about normal, up to 75 c.c. Watch the res-

pirations because by too rapid drainage the me-

dulla may be herniated into the foramen magnum

by the increased intracranial pressure.

5. Administration of serum. A good routine to

follow is during the first sixty hours to perform

five cisternal punctures five hours apart and give

30 c.c. of serum at each puncture; then for the next

three to four days one puncture every twenty-four

hours with the administration of 15 c.c. of serum

at each puncture. This usually is sufficient serum

treatment. It is probably safer to use the gravita-

tion method in the administration of the serum,

because if symptoms of pressure arise the tube can

be lowered and the pressure released. Of course, the

amount of serum depends upon the condition of

the fluid, because if it clears rapidly and the

pressure becomes normal, then stop the adminis-

tration of serum.

When should serum treatment stop? If the fluid

clears, the pressure becomes normal and the general

symptoms disappear, then stop serum treatment. If

the fluid does not clear and the pressure con-

tinues increased, stop serum treatment when the

above routine has been given. The temperature

might be high, the fluid cloudy and under pressure
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and even the general symptoms present, but even

in the face of these symptoms discontinue serum

treatment. The temperature generally comes down

to normal in a couple of days after serum treatment

has been discontinued, but will remain high as long

as it is administered.

The cloudiness of the fluid can be due to leuco-

cytes produced by irritation and in response to the

administration of serum. This is rather important,

because many will continue with serum treatment

when the temperature remains high, the fluid is

cloudy, the pressure is increased or if the symptoms

have not disappeared.

Many have been .under the impression that after

serum treatment has been discontinued, frequent

tappings of the fluid should be performed in order

to relieve pressure. This I did not do, because I

had found by experience that the more fluid re-

moved the more is produced, probably due to an

overstimulation of the choroid plexus in an attempt

to keep up the proper amount of fluid within the

system. Besides, by removing the fluid we are

also removing the antibodies introduced by the

serum and the ones produced by the body. If there

is increased pressure on the day serum treatment

is stopped, leave the patient alone for at least two

days and if the symptoms have not subsided then,

do a diagnostic puncture. If this puncture shows a

clear fluid even with increased pressure, only re-

move a few c.c. of fluid and give no serum. If the

fluid is markedly cloudy, the pressure is increased,

and symptoms of meningeal irritation present, then

remove 25 c.c. of fluid and give 15 c.c. of serum.

Repeat again the following day and leave the pa-

tient alone.

Recurrences. There were three cases of recur-

rences, one of which happened about fourteen days

after the first recovery, the others four to five days.

The symptoms were headache and stiff neck. They

were treated very conservatively, as I only per-

formed two punctures twenty-four hours apart and

gave 15 c.c. of serum at each puncture. After this

I left them alone and in each case the patient re-

covered rapidly.

RESULTS

Forty-eight cases were treated in all at Diamond

Point Quarantine Station. Of the first 22 cases who

were admitted to the hospital before I took over

the treatment 8 died or 37 per cent. Of the 26

remaining cases, admitted after I took charge, one

died or 3.8 per cent mortality. These last 26 cases

had nothing but cisternal punctures.

ADVANTAGES OF CISTERNAL PUNCTURE

1. Better distribution of serum at primary site

of disease.

2. Easily performed with due care.

3. Less painful to patient.

4. Prevents complications, such as deafness and
paralysis.

5. Can be performed in extreme opisthotonus

and with delirious patient.

6. Avoids the severe headache which often fol-

lows lumbar puncture.

7. Less danger of skin infection.

8. Prevents block.

DISADVANTAGES

1. Danger of injury to medulla.

2. Danger of hemorrhage over the medulla.

3. Danger of too sudden release of pressure,

causing herniation of brain stem into the foramen

magnum.
SUMMARY

Average number of punctures, 8.95.

Average amount of fluid removed, 281 c.c.

Average amount of serum, 160 c.c.

Average fluid clear in 6.5 days.

Average pressure normal in 6.8 days.

Temperature averaged normal in two days after

serum stopped.

It seems that with due precautions cisternal

punctures are not hazardous to life. I believe it

to be just as safe as lumbar puncture. It is gen-

erally more painless and has the advantage of

avoiding headaches. It can be done in clinic or

office and the patient is able to resume his activity

soon thereafter. It also appears that cisternal punc-

ture will have an increasingly wider field of useful-

ness even in routine diagnosis. The only point is to

be careful and, if the opportunity present itself, per-

form one on a cadaver or at the postmortem table.

Accounts of use of the cisternal puncture in

the treatment of cerebrospinal meningitis and for

clinical diagnosis of spinal fluid are beginning to

appear quite frequently in the literature. Recently

two doctors gave an account of having performed

2019 cisternal punctures routinely in clinical diag-

nosis^ and a report appeared in the last A. M. A.

journal, where cisternal puncture had been used

in conjunction with lumbar puncture in the treat-

ment of ten cases of meningitis.^
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POLIOMYELITIS
IS 1930 BRINGING IT TO THE PACIFIC NORTHWEST?*

S. ^I. Creswell, ]\I.D.

T. J. PoRRO, PH.C.

Carl E. Wallace, B.Sc.

TACOMA, W.ASH.

study of the incidence of poliomyelitis on the

Pacific Coast during the last decade offers a warn-

ing of immediate interest to the medical profession

of the Pacific Northwest. Since early diagnosis is

essential to the successful treatment of this disease,

every physician is eager to anticipate an epidemic

in his community. Surely, preparation for an im-

pending outbreak is of first concern. Available

statistics indicate that the incidence of poliomye-

litis on the Pacific Coast has not decreased during

the past ten years. The outbreaks have not been

so severe as some of the Eastern epidemics, but

the consistency and regularity of occurrence com-

pel attention.

It will be noticed from figure 1 that the entire

Pacific Coast was relatively free from infantile

paralysis during 1920, 1922, 1926 and 1929. In

1921, 1924, 1925, 1927 and 1928 there were de-

cided elevations along the coast, although the preva-

lence in the different states varied. It is worthy

of note that only one year, namely 1923, brought

an elevation to California without also producing a

rise in one or both of the two northern states.

It would not be characteristic of poliomyelitis,

if the figures from these different states had been

found to correlate more perfectly. Yet, despite the

obvious sporadic occurrence of this disease, there

seems to be a certain rhythm in the larger out-

breaks. Dickey, of the California State Health De-

partment, reports that every year during the past

ten years the greatest increase in number of cases

in California has occurred during the months of July,

August and September. Strieker and Simpson, for

Oregon and Washington respectively, report their

maximum high points in September and October.

California reports for 1930, up to August 1, 730

cases or 12.8 per 100,000 population. It is obvious

that this situation justifies concern, since 1927,

California’s largest epidemic year during the last

decade, showed only a total of 1298 cases or 28.4

per 100,000 population.

•A comparative analysis of the mortality rates

for the three states during the ten years reveals a

relatively high average: California, 19.3 per cent;

Oregon, 25.2 per cent; Washington 28.1 per cent.

* From the Porro Biological Laboratories.

If every physician is aroused to the necessity of

watching for the earliest signs of poliomyelitis in

this territory, we may be able to avoid the error

common to such epidemics, that is, incorrect diag-

nosis in the preparalytic stage. The “abortive”

type of poliomyelitis will not be considered in this

paper. The symptoms of the preparalytic type or

stage with its central nervous system involvement

by way of the meninges are more or less constant.

Some cases never develop paralysis, it is true, but

all patients must be considered potential paralytics.

The systemic symptoms of fever, gastrointestinal

upset, drowsiness, irritability, headache, rapid pulse

and respiration and flushed and anxious face rarely

give sufficient evidence for diagnosis. However, in

the nervous system we see symptoms more charac-

teristic of infantile paralysis: increased deep ten-

don reflexes, moderate rigidity of the neck with

pain upon fle.xion, stiffness of the spine with pain

in the lumbar region upon anteflexion, h}^eres-

thesia and pain in the popliteal regions. Less

often do we find MacEwen’s and Brudjinski’s

signs positive, and still more infrequently pos-

itive Kernig’s and Babinski’s signs. Aycock^ has

found a cerebral tache almost alw'ays pj^esent,

often becoming a purplish line sometimes more

than half an inch in width.

A tentative diagnosis of poliomyelitis may be

confirmed by spinal puncture. In our e.xperience

the spinal fluid in the presence of meningeal irrita-

tion alw’ays shows an early increase in cell count,

mostly lymphocytes, and a slight increase in glo-

bulin content. The cell count may range from 10

to 500 or even higher. The spinal fluid pressure

is only moderately elevated. Leake- emphasizes the

necessity of utmost care in making the puncture,

as even the slightest hemorrhage into the subarach-

noid space may result in more harm than good.

Hexner,^ Amoss,* Aycock and others agree that

the most effective means of preventing paralysis or

at least diminishing its severity is the use of recent

convalescent serum during the early stages of the

disease. In order that sufficient serum be available

at the moment of need, foresight must be exercised.

The United States Public Health Service advises

that the organization for treatment be handled by

medical societies, medical schools or local health

departments. Before the approach of an epidemic

blood must be procured from convalescents and

serum prepared.

In view of the above facts, the health depart-

ment of Pierce County, Washington, has collected
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Fig. 1. Incidence of poliomyelitis per 100,000 population in California, Oregon and Washington.

quantities of blood and is preparing serum for local

use. Only blood from persons who have had polio-

myelitis within the last six years has been utilized

for the preparation of convalescent serum. Three

types of donors have been used: those exhibiting

permanent paralysis, those giving history of paraly-

sis with recovery and those having available a re-

liable record of an increased spinal fluid count dur-

ing an epidemic of this disease. The amount of

blood withdrawn from each donor has varied from

100 to SOO C.C., depending entirely on weight and

physical condition of the subject. Due to the fact

that a number of patients have been left in rela-

tively poor health, the usual amount of blood taken

has been 100 c.c. The donors have given their

blood willingly and have received the standard

price for blood for transfusions.

Authorities differ as to dosage of serum and route
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Fig. 2. Apparatus used in securing blood for convalescent serum; also blood and serum ready for use.

of administration. Aycock gives 20 c.c. of warm

serum intrathecally, providing as much or more

spinal fluid has been withdrawn. This is followed

by an injection of 60 c.c. of serum into the vein.

The injection into the spinal canal is repeated the

following day and also intravenously, if the patient

still runs a fever. Amoss has used sim.ilar routes

and calls attention to the fact that the amount of

serum to be given intrathecally is limited. Draper^

warns against serum reactions caused by large in-

jections into the spinal canal.

Convalescent serum administered only intramus-

cularly is of distinct value according to the ex-

perience of Shaw and Thelander.® The advantage,

they feel, is that it can be used in the very early

stages before conclusive diagnosis is possible, with-

out jeopardizing the patient. By the intramuscular

route Shaw gives from 20 to 30 c.c. at varying in-

tervals until improvement is assured. In both of

these methods spinal drainage is used as spinal

pressure demands.

The apparatus used to obtain the blood is shown

in figure 2. The test tube, 32 by 300 mm. in length,

is made of heavy w'all pyrex glass, having a capa-

city of about 150 c.c. Experience has shown the

advantage of a tube of this size and shape over a

larger one or flask, in that there is a better retrac-

tion of the clot with a resulting larger yield of

serum. The most suitable needle for this work is

an 18 or 20 gauge. A 50 c.c. syringe is found to

be quite satisfactory for regulating the vacuum in

the test tube.

The donor is placed on the table and the area

over the median basilic vein sterilized in the usual

manner. The clamp on the syringe side of the

apparatus is now released and the air in the tube

exhausted by the syringe. (It may be necessary to

repeat this process several times during the opera-

tion). The clamp is again tightened, a tourniquet

applied to the arm of the subject, the needle in-

serted into the vein and the clamp on the needle

side released, permitting the blood to flow into the

tube. The tourniquet should now be loosened. If

a larger quantity of blood is desired, the tube in

use may be replaced by a second.

The blood is allowed to remain at room tem-

perature for about two hours and is then placed

in the ice box for at least twenty-four hours to

facilitate clot formation. During this time Wasser-

mann and Kahn tests are made on each blood and

cultures are taken for bacterial contamination. The

individual serums are separated from their clots

and pooled in a large flask. This mixture is then

transferred to large centrifuge tubes and centri-

fuged until clear, after which it is again tested for

bacterial contamination and placed in 30 c.c. bot-

tles for final use. Greater therapeutic value is as-

sured by the pooling of blood from at least five

donors.

CONCLUSION

1. A study of the presence and incidence of

poliomyelitis on the Pacific Coast during the past

ten years suggests that the disease, now present

in California, will probably appear in Oregon and

Washington this fall.

2. The necessity for early diagnosis and prompt

treatment of poliomyelitis makes it essential that

physicians, health departments, medical schools

and medical societies be alert to the approach of
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an epidemic, watch for the symptoms in the earliest

cases and be ready with sufficient quantities of po-

tent serum before the outbreak actually occurs.

3. Whether or not 1930 brings poliomyelitis to

the Pacific Northwest, the medical profession of

this territory should be preparing now without de-

lay for that possibility,
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Patient with Heart Disease as Surgical Risk. Four
hundred and fourteen patients suffering from heart dis-

ease, who underwent 494 operations, were studied by
Stuyvesant Butler, Chicago; Neil Feeney, Montreal, and
Samuel A. Levine, Boston {Journal A. M. A., July 12,

1930), in order to determine the risk of operation and the

role played by the heart on the outcome. Deaths were
divided into two types, “unexpected” and “inevitable.”

There were 28 unexpected deaths; i. e., a mortality of 6.3

per cent. One hundred and forty-seven operations were
performed on 120 patients with valvular heart disease, with
3 unexpected deaths; i. e., a mortality of 2.1 per cent.

One hundred and sixty-seven operations were performed
on 138 patients having chronic myocarditis, with eight un-
expected deaths; i. e.„ a mortality of 4.9 per cent. These
patients were mostly older persons and tolerated operation
well. There were 108 operations performed on 87 patients

with auricular fibrillation, with 3 unexpected deaths; i. e.,

a mortality of 3 per cent. Contrary to the general opin-

ion, the ri.sk of operating on such patients is not great.

Forty-one operations were performed on 35 patients hav-
ing angina pectoris, with 3 unexpected deaths; i.e., a

mortality of 7.7 per cent. There seems to be a slight risk

of coronary thrombosis following in the wake of surgical

intervention in patients with angina pectoris. There were
20 operations performed on as many patients with coronary
thrombosis. There were 8 unexpected deaths; i.e., a mor-
tality of 44.S per cent. Various measures discussed here

should materially diminish this high death rate. Thirteen

operations were performed on 11 patients with syphilitic

aortitis. There was one unexpected death. There were 6

patients with paroxysmal tachycardia, 3 of whom had at-

tacks during operation and 3 after operation. All recovered.

There were 50 operations performed on as many patients

with congestive heart failure. There were 7 unexpected

deaths; i.e., a mortality of 17.1 per cent. There were 433

operations performed on 359 patients having heart disease

without nephritis. Twenty unexpected deaths occurred;

i.e., a mortality of 4.9 per cent. There were 61 operations

performed on 55 patients having heart disease with ne-

phritis, with 8 unexpected deaths; i.e., a mortality of

14.8 per cent.

J. A. W. HEDENUS OF DRESDEN

Wayne J. Stater, M.D., F.A.C.S.

PORTLAND, ORE.

We are interested today in the recognition of

one in the medical profession who has achieved

outstanding services for it and thus for the people.

We are interested in those members of the profes-

sion, whose achievements have not escaped recog-

nition but particularly in one whose praiseworthy

exertions have not received the esteem which they

so earnestly merit.

The one about whom we wish to speak, we be-

lieve, has not been accorded a proper place in

medical history for his heroic deeds in connection

with the development of the surgery of the thyroid

gland. All are familiar with the magnificent con-

tributions of Kocher and Billroth and their pupils

to this problem, but who is closely acquainted with

the contributions to the surgery of the thyroid

gland which was furnished to the medical profession

by the redoubtable August Hedenus of Dresden.

Before the contributions of Pasteur and Koch to

the science of surgery, before the discovery of

anesthesia by Long and Morton in America, before

the introduction of antisepsis by Lord Lister of

England, J. A. W. Hedenus performed six success-

ful operations for extensive thyroid lesions, than

which the chronicles of surgical prowess record

no greater achievement.

These operations were performed with only crude

instruments for the control of hemorrhage and

without anesthesia or an aseptic technic. It is diffi-

cult to understand how such brilliant results were

achieved so many years ago under such formidable

handicaps, when the modern art of surgery de-

pends upon hemostasis and those outstanding con-

tributions of the science, anesthesia and asepsis.

The art of surgery preceded the science so illus- •

triously in Hedenus’ heroic and brilliant perfor-

mances that it seems apropos to note this incident,

where the craftsmanship of surgery preceded the

science, but not because this relationship is un-

usual. The skillful feats of present-day surgery do

not smack of the same quality as his accomplish-

ments in the art more than one hundred and

twenty-five years ago, when we consider his handi-

caps, the lack of our modern handmaids of surgery.

His personal characteristics and his remarkable

training in anatomy, as well as his excellently

conducted general training, made him well adapted

to his subsequent career. He was endowed with a

blissful equanimity, courage, determination and
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perseverance, more native than acquired endow-

ments, and with ample will to employ them in his

courageous but well planned actions.

It may truly be stated that the art of thyroid

surgery began with the works of Hedenus in the

year 1800, at the time the Royal College of Sur-

geons of England was incorporated by a charter

of George III, the surgeons having separated from

the barbers in 1745. Hedenus’ triumphs were

achieved at the time when the capital of the young

United States was moved from gay Philadelphia to

rustic Washington.

It is true that attempts had been made for

many centuries to successfully treat this conspicu-

ous malady. Abul Casern Khalaf Ebn Abbas, usual-

ly known as Albucasis, a bold operator of the tenth

century, is said to have attempted surgical re-

moval of a goiter in the year 939 A.D., but the

extent and character of this procedure is not en-

tirely authentic. By 1864 Gunther had attempted

a review of this literature and had collected forty-

one authentic operations, but Halsted, who has

beautifully and carefully delineated the operative

story of goiter from the beginning to the early

years of the twentieth century, on more careful

perusal of the literature added sixty-five more,

covering the period from Celsus to 1861. The

majority of these procedures, by and large, were

only ligations, enucleations of an adenoma or par-

tial resections usually of one side.

In discussing his six successful operations for

goiter Hedenus states that they are the most dif-

ficult surgical feats to be dealt with on account of

the arteries, veins and nerves. The leading authori-

ties of the time advised against the operation and

\^’ichman, condemning any who might attempt it,

stated that to do so was equivalent to cutting off

one’s neck. Professor Richter, who was held in

the highest esteem by the profession of his time,

did not believe the operation justifiable under any

circumstances on account of its dangers. Not only

did Hedenus’ contemporaries censure the opera-

tion but many of the leading surgeons for many

years afterward believed it unachievable.

Notwithstanding these hazards he successfully

performed the operations, realizing that if he did

not interfere the patients would ultimately take

their exitus from suffocation. Moreover, he wished

to demonstrate to his students what a calm and

determined surgeon properly equipped with ana-

tomic and surgical knowledge could accomplish for

the good of mankind and for the relief of suffering.

Our chief interest in Hedenus’ operative proce-
i

dures lies in his operative method for goiter, yet I

his original technic for tumors of the antrum of
|

Highmore, that in dislocations and fractures, and

his many dissertations on a wide range of sub- i

jects are likewise of considerable interest and im-

portance. A vertical midline incision was used for

his goiter operations. The tumor was early liberated

in the operation in order that the superior and infe- I

rior thyroid arteries might be ligated as early as pos-
|

sible. Before this could be accomplished, Hedenus
states, it was often necessary to ligate a number
of arteries, often fifty or sixty. The pedicle of the I

tumor (the isthmus) was transfixed with double

ligature and tied off, a procedure that was followed
:

universally with few exceptions for three-quarters

of a century. While the convalescence was usually .

stormy, all of the patients recovered. '

Little was being done in the line of operations

at the time of Hedenus but, following his per-

formances, there slowly developed a new' interest

in surgical therapy and this was greatly stimulated
,

upon the presentation of anesthetics, since the

control of pain is one of the fundamental principles

of surgical handicraft. But sepsis lay in the wake ,

of the early ripple of operative therapy that was

ushered in by anesthesia, and supervened upon

nearly every w'ound in the form of hospital gan-

grene, septicemia or pyemia, and more frequently

in the hospital than on the outside.

With the advent of Listerism confidence w'as

slowly restored and the banner of operative en-

deavor was carried forward in this field chiefly

by the Swiss, Austrian and German surgeons, the

other nations contributing little to the art in the

early period. The importance of the contribution

of von Mikulicz, the operation of resection, cannot

be overestimated. The recurrence of exophthalmic

goiter cannot be shown to be the result of incom-

pleteness of the operation of conservative subtotal

thyroidectomy. Indeed, sufficient thyroid tissue

must be removed but contiguous structures must

be left unharmed. Any operation that leaves in its

wake nerve injuries, tetany or other serious com-

plications cannot be termed successful. And we

hope that the school which practices the complete

removal of thyroid tissue for this disease will ob-

serve the clinical course of complete recovery, fol-

lowing the conservative operation in most cases.

The development of the operation for goiter

which received its early stimulus from Hedenus,

an innings for the art, baffled solution for many
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hundreds of years but may today be successfully

performed by any competent surgeon. Indeed, we

may say that the perfection of operative technic

in dealing with lesions of the thyroid gland has

long since been attained and progressive surgeons

are striving for the solution of more fundamental

problems in this connection. Of special interest is

the study of the etiology of goiter, to elucidate a

method of prevention is the goal, and with these

measures in our hands fewer cases with this malady

will come under the knife.

This remarkable character, Johann August Wil-

helm Hedenus, was the son of an apothecary. He

was born on August 11, 1760, at Langensalza in

Thuringen. His early education was obtained at the

local Latin High School but at the same time he

was tutored by his father in the subjects of his own

profession, pharmacy and chemistry. At the same

time he was instructed by the Regimental Surgeon

Wendt and by the great philologist. Rector Meiner.

He pursued his medical studies in Dresden at

the medicochirurgical college. In 1783 he was

appointed company surgeon to the infantry regi-

ment, “Prince Clemens,” and retained this position

for nine years but attended lectures in Dresden for

two years during this time, paying particular at-

tention to surgery and obstetrics, in which he was

especially interested.

In 1791 he was appointed pension surgeon and

amaneunsis to the prosector, and two years later he

was promoted to prosector at the medical college in

Dresden. At this time he received permission to

practice medicine. In 1798 he was promoted to

general staff surgeon and professor of surgery at

this institution.

In 1808 he was appointed personal surgeon to

the king of Saxony, Frederick August the Just,

when it became his duty to accompany the king on

his journeys into foreign countries, and by this

means he made connections which led to his illus-

trious practice in foreign countries.

In 1812 he became senior personal surgeon which

automatically made him a member of the sanitary

faculty. .At the same time he was appointed Court

Councillor. Three years later he was knighted in

appreciation of his great services to the state.

In 1824, after the disbandment of the sanitary

faculty, he was appointed Medical Councillor. The
medical faculty of Leipzig shortly afterwards, in

special recognition of his services to the medical

profession and the state, conferred the degree of

Doctor upon him.

In 1833 he was retired from active duty as

Medical Councillor with retention of title and pay.
During the same year he celebrated his fiftieth

year jubilee in the service of the state. The Society
of Naturalists and Physicians of Dresden had a
special medical coined in commemoration of the

occasion.

With advancing age he became susceptible to

pneumonia nearly every winter but a summer’s
stay at the bathing resort at Schandau usually
helped him to regain his strength, but the relapses

became more and more protracted and he died
December 28, 1836, in Dresden.

“Hector is gone.
Who shall tell Priam so or Hecuba?
Let him that will a screech-owl, aye be call’d

Go into Troy, and say there Hector’s dead.
There is a word will Priam turn to stone.
Make wells and Niobes of the maids and wives.
Cold statues of the youth

;
and, in a word.

Scare Troy out of itself. But march away:
Hector is dead

;
there is no more to say.”

Journal Building.

Fetal Cephalometry in XJtero. The average figures of
the usual cephalic measurements of unmolded new-born
infant heads show a departure from the measurements of
molded heads. A comparison of the average figures for the
various head diameters and circumferences shows a distinct
ratio between the occipitofrontal diameter and the other
diameters and circumferences. A knowledge of the occipi-
tofrontal diameter in utero enables one to compute the bi-
parietal diameter and the occipitofrontal circumference
with sufficient accuracy for obstetric purposes. A knowl-
edge of the occipitofrontal diameter in utero is of value
in establishing the age of the fetus in utero. Herbert
Thoms, New Haven, Conn. {Journal A. M. A., July S,

1930), presents his procedure for estimating the occipito-
frontal diameter in utero. The plane to be measured must
be identified and the distance above the sensitive plate

measured. This is performed by means of abdominal pal-

pation and a pair of dividers. After the plane through
which the occipitofrontal diameter passes has been estab-

lished and the number of centimeters above the sensitive

plate measured with the patienc in the horizontal posi-

tion, the exposure is made with the tube at a distance of

36 inches, centering directly over the midpoint of the di-

ameter. With the tube and exposed plate still in position,

the patient is removed from the table and the perforated

lead plate is introduced in the same plane as that occu-
pied by the occipitofrontal diameter. This plate is a 17

by 20 inch sheet of lead, 1 mm. in thickness, mounted on
a board and perforated with tiny holes just 1 cm. apart.

A flash exposure is made on the previously exposed plate,

and on development will be seen the image of the fetal

head shadow and a series of black dots, farther apart than
1 cm., but representing the centimeter scale in the plane
of the occipitofrontal diameter. This corrects for at least

a working basis the divergence of the rays in their pas-

sage from the target to the plate. In viewing the developed

plate, it is obvious that not only may the occipitofrontal

diameter be readily measured but an outline of the crani-

um may be easily drawn to scale. This should be of im-

portance in studying the effect of labor on the molding
process of the infant head. Such studies are now being

made in the author’s clinic.
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THE DRUG RACKET
At the recent Pacific Northwest ^Medical .Associa-

tion meeting at Butte, Dr. C. D. Leake, professor

of pharmacology at the University of California

Medical School, applied the term “drug racket” to

the multiplicity of preparations of well known and

accepted pharmacopeial drugs which are zealously

offered to practicing physicians. He stated that

they possess no therapeutic effects superior to the

drugs with established reputation, but they sell at

exorbitant prices which is an imposition on the un-

suspecting patient. An example is the recognized

hypnotic barbital, whose effects are well known to

all physicians. He enumerated a half dozen or

more preparations with fancy names prepared by

various drug manufacturers, each of which is rec-

ommended as superior to barbital and which costs

the patient from two to six times the price of this

drug. He stated that no evidence has been con-

firmed that any of these are in any respect supe-

rior to the drug which they aim to supersede.

Other drugs were cited wdth established therapeutic

effects which are duplicated by various prepara-

tions under numerous drug names, all of which cost

the patient increased expenditure of money with no

corresponding increased therapeutic results. .An

earnest appeal was made that physicians should

confine prescriptions to drugs recommended by the

Pharmacopeia and indorsed by New and Non-

official Remedies.

The speaker dated the flood of proprietary reme-

dies which have in recent years captured the pat-

ronage of the medical profession to a striking ex-

tent, to the era of therapeutic nihilism, instituted

by beloved and authoritative Osier. He advocated

the return to the Hippocratic doctrine of depending

upon nature in the healing of disease. As a result of

this influence there followed a lapse in prescription

writing so that many physicians graduated with

little knowledge of this art. This left an open

field for the seductive approach of the skillful

detail man from a drug house, who persuaded

the pliant practitioner to administer the palatable, ^

attractive preparation designated by a fanciful

name wLich often conveyed no idea of the drug ;

which constituted its basic principle. The present

urge is that medical practitioners return to pre-

scribing individual drugs to obtain expected results,

both in the interest of the patient for recovery

from disease and the conservation of his financial

situation. The plea, presented with attractive zeal,

is one which should demand the thoughtful at-
i

tention of all earnest and conscientious practi- i

tioners.

IMPRESSIONS OF THE .AMERIC.AN
MEDIC.AL ASSOCI.ATION AT DETROIT

;

Aluch of life is a question of clear vision and

one’s point of view. So the annual gathering of the |i

members of the .American Medical .Association |!

means many things to many people, as scientific 'l

papers, lectures on subjects they are interested in, i

scientific e.xhibitions, meeting men personally one I

has knowTi by reputation, reunions, seeing old j

friends, little social gatherings in various rooms,

medical politics and electioneering, the great mass

of work in the house of delegates and its many i

committees, shopping, sight seeing, side trips and

tours. In reporting one of these meetings it is dif- i

ficult in a short column to pick out the things, in

w’hich most men w'ho did not attend are interested.
|

.After all is over, the impressions which best stand '

out as the really big things are those of the House

of Delegates.

The A. AI. .A. has many to criticize it, but we
|

wonder if the average member knows what this
I

organization is doing for him. Sitting through the ]

meetings of the House of Delegates would be most
j

illuminating. Here health problems are debated and
i

the solution of our difficulties discussed. Our organ- l

ization has no police power, so it must depend i

upon national publicity and the legislative friends

of the officers and delegates.

.Among the subjects thrashed out at this session ^

was the work of the U. S. Veterans’ Bureau, 85

per cent of which was incident to ci\dlian life and

15 per cent service connected, with $800,000,000

for this year’s veterans’ budget. There was discus-

sion of the working of state medicine in England;

the interference of the U. S. Federal Government \

in narcotic and alcohol prescriptions, demanding a

written diagnosis and thus violating the confidences

of patients; the creation of medical centers by

county medical societies to take care of part pay
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patients, the division of patients into three classes,

pay, part pay and pauper.

A new council was created on Economics and

Public Relations, to study the physician’s side of

medical and industrial contracts. The Committee

on Education and Hospitals is working to still

further standardize hospitals, medical schools and

so-called advertising of hospitals. The saving of

tax on earned income, where groups, clinics and

assistants are concerned, will result in saving thou-

sands of dollars of income tax to doctors. The

Sheppard Towner Maternity and Infancy Act was

voted down and resolutions sent to Congress. Co-

operative diagnostic laboratories controlled by lay-

men were condemned. A measure was passed to

check clinical thermometers, making academic

green the official color of the A. M. A. ribbons.

Psychiatric service to assist the courts in disposi-

tion of offenders, a thorough investigation of all

hospitals caring for mental patients, and teaching

the public through the bankers to save for sickness

were advocated. On top of this we have that great

service of medical information, the labors of the

Council on Pharmacy and Chemistry, the A. M. A.

Directory and the Quarterly Index Medicus, labors

of love for our profession. These are just a few of

the things our Association is doing. We should be

better organized locally to properly support the

American Medical Association.

THE IDAHO ANNUAL
The meeting of Idaho State Medical Association

at Coeur d’Alene will be an abiding delightful

memory for all who had the pleasure of being pres-

ent. The visitor to this city, resting on the shore

of Lake Coeur d’Alene, has an entrancing vision

of a beautiful body of water, nestling among the

mountains, with many attractive bays which af-

ford choice sites for residents of this city and Spo-

kane. One feature of the entertainment was an ex-

cursion on this charming body of water, which is

thoroughly utilized by those familiar with it. A short

distance in the opposite direction is Hayden Lake

with its attractive Bozanta Tavern which is ex-

tensively patronized by physicians and families

from Spokane and other cities outside of Idaho.

The attention of doctors and wives of Coeur d’

•\lene to visiting physicians was highly appreciated,

serving to make the meeting one of outstanding

delight.

The topography of Idaho is such that a med-

ical meeting in the northern part of the state

attracts in larger numbers the physicians north

of the mountains. This accounts for the prepon-

derance of registration from that region. The
proximity to Spokane always makes it convenient

for visitors from that section of Washington. It

was a delight to note the cordial relations between
the physicians of these adjacent states. In addition

to papers from Idaho and Washington representa-

tives, the program was made especially attractive

by those from Dr. Kerr of University of Cali-

fornia, Dr. Dillehunt from University of Oregon,

Dr. Stalling of the Veterans’ Hospital, Boise, and
Dr. Heusinkveld of University of Colorado. Each
brought a message of value which benefited all

those in attendance. These annual meetings serve

to emphasize the qualifications of practitioners in

our northwestern states, which is second to none
in other parts of the country. In spite of the at-

tractions and profit of meetings of regional and na-

tional character, the sessions of state associations

retain their importance and vital interest.

THE AMERICAN UROLOGICAL
ASSOCIATION

The American Urological Association held its

seventy-seventh annual meeting in New York City

on June 10-12. It was a record meeting in at-

tendance, in enthusiasm, in operative clinics, in its

scientific program and extraordinary hospitality.

It was memorable for the introduction of intra-

venous urography. Professor Alexander Von Lich-

tenberg stimulated the interest in this study and

gave it a clinical trial. He read the first paper,

and was followed by Professor Arthur Binz, also

of Berlin, who perfected the chemical, named uro-

selectan. Early this year some of this was sent to

America for trial, so the paper was well discussed.

It places in the hands of the urologists and diag-

nosticians a valuable aid in urologic diagnosis. The
drug outlines the kidneys, ureters and bladder. It is

a question of renal elimination and catching the

roentgen-ray exposure at the maximum concentra-

tion in the patient. It was also Von Lichtenberg

who gave the art of pylography to the medical

world.

Professor E. Papin of Paris gave a notable paper

on “Conservative Renal Surgery,” which he demon-

strated in his operative clinics in and around New
York. These wet clinics were most enjoyable, held

by Papin, Von Lichtenberg and a number of the

well known New York urologists. The number of

medical and surgical patients in New York corre-

sponds to its immense population; it seems unlimit-

ed. New York may well feel proud of this meeting.
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OBSERVATIONS ON THE BUTTE MEETING
It was the consensus of opinion on the part of

all who attended the Pacific Northwest Medical

Association meeting at Butte that one of the best

programs in the history of the organization was

presented on this occasion. Although the registra-

tion of about two hundred would not compare

with that of meetings on the Coast, yet this num-

ber was conducive to intimacies that would not

pertain to larger numbers. At the same time there

was an opportunity for personal contact with the

lecturers from various parts of the country which

enabled one to appreciate more thoroughly the mes-

sage presented by each one. Some of the speakers

have functioned on previous programs. Their pa-

pers as well as those offered by men who have not

hitherto appeared were of an exceptionally high

standard, dealing with modern problems, showing

the results of personal research and combining the

latest information on the topics considered.

WTiile an extensive discussion of individual pa-

pers is not in place at this time, there were some

outstanding characteristics of each of the lecturers

which served to emphasize their individualities.

Dr. A. J. Carlson of University of Chicago Medical

School is a delightfully genial character, familiar

to the profession of the Northwest, whose presence

is always welcome. His addresses on the involun-

tary nervous system and its association with dif-

ferent bodily functions were most enlightening. The

importance of the role in the bodily economy of

this obscure and little known system was clarified to

a large extent by the description of the various ex-

periments and studies. This speaker is always a wel-

come feature of any program of this organization.

Dr. C. B. Leake of University of California Med-

ical School is one of the most dynamic speakers

who has appeared on these programs. While one

might consider pharmacology and the description

of drugs dull subjects before the ordinary audience,

this speaker put life and energy into everything

which he discussed. His forceful attacks on decep-

tive drugs and preparations was presented in a

fascinating manner. One realizes the care and dis-

crimination needed for successful drug therapy,

when it is presented by such a thorough student

and careful therapist.

Dr. Rivers of the Rockefeller Institute for Med-

ical Research is a polished student and speaker

who has devoted his energies to many obscure

problems in the realm of bacteriology. Filterable

viruses received especial attention. His arguments

in favor of their etiologic role in the production of

certain diseases, whose bacteriologic causes have

not been ascertained, was most convincing. One lec-

ture was devoted to the subject of psittacosis.

While one who has had no connection with parrots

may think he has no interest in this disease, the

speaker presented evidence that this disease may
already be endemic in this country. The fact that

it may be conveyed to other animals who may play

a role in human infection was also suggested. He
presented a vivid description of symptoms and

course of the disease in one of the doctors who
contracted it in the laboratory.

Dr. A. K. Krause of Desert Sanatorium and

Institute of Research is one of the outstanding

students of tuberculosis in this country. His three

addresses were on some phases of this disease. He
is an optimist on the subject of controlling and

arresting this widespread affliction. He believes

that most cases of surgical tuberculosis can be

cured without operation, if subjected to the rou-

tine applied to pulmonary tuberculosis with the

exercise of sufficient patience to cover a long period

of application. He discussed many interesting

phases of the tuberculosis problem and methods of

treatment.

Dr. Hilding Berglund of University of Minne-

sota Medical School dealt with the anemias, gastric

ulcers and Bright’s disease, emphasizing important

modern methods of treatment and applications to

these conditions. He is an attractive speaker, with

a convincing message for his hearers. Dr. G. B.

Eusterman of the Mayo Clinic devoted his three

addresses to gastric and duodenal lesions which oc-

cupy so large a role in medical practice of today.

With a wealth of material at his command which is

obtainable in Rochester, he spoke with authority

and conviction on all phases which he considered.

It was a pleasure and satisfaction to hear such

addresses.

Dr. E. I. Bartlett of University of Califor-

nia IMedical School presented details of surgical

pathology and technic valuable to all in attendance.

It is delightful to listen to the personal experiences

of a surgeon who has for many years dealt \\ath

problems which he can offer with clarity and con-

viction. His presence was a source of gratification

to his interested audience. Dr. Harold Brunn of

University of California Medical School delivered

two addresses on atelectasis of the lungs with illus-

trative roentgenograms which demonstrated the im-

portance of this condition in pulmonary consoli-

dation. It has often been confused with pneumonia.
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although the differentiation can usually be clari-

fied by roentgenography. He described certain spec-

tacular resolutions of this condition which indi-

cated the astonishing recovery following suitable

treatment. His consideration of cancer of the lung

was likewise a most interesting and instructive dis-

cussion.

Dr. Emile Holman of Stanford University Med-

ical School is well known to audiences in the

Northwest. His writings on pulmonary surgery for

the relief of abscesses, tuberculosis and other con-

ditions have been among the most enlightening on

these topics. These subjects were further developed

at this meeting, adding much to the knowledge of

his auditors concerning them. He is a delightful

personality, who will always be welcome among

the profession of this section. Dr. A. S. Lobingier is

a distinguished surgeon of Los Angeles who pre-

sented interesting papers on gallbladder and pan-

creatic disease which displayed his complete famil-

iarity with these conditions. Dr. Meyer Wiener of

Washington University Medical School had a sec-

tion of his own on ophthalmology. His addresses

covered various phases of treatment and operation

for diseases and injuries of the eye. The ophthal-

mologists present obtained satisfaction and profit

from the discussions by this distinguished member

of the profession.

The city of Butte is unique in its situation and

environment. Being a magnified outgrowth from a

mining camp, it possesses some of the latter’s fea-

tures, to gether with the attributes of a modern

city. Inspection of a mine and its underground life

offers a fascination to the uninitiated. Many visi-

tors took advantage of this opportunity and ob-

served the process of ore extraction. Much amuse-

ment accompanied attendance on the dog races

with rising and ebbing fortunes of many observers.

The hospitality of the Butte physicians and their

wives added greatly to the delights of the meeting.

It is a task of some magnitude to prepare the

annual programs of this organization and to as-

semble speakers from various parts of the country.

The success in accomplishing this work is evi-

denced by the satisfactory and pleasing programs

whieh have characterized its history during the

past eight years. The credit for carrying on the

work of this association is primarily due to the sec-

retary, Dr. Frederick Epplen of Seattle. Papers and

discussions presented at this meeting will be pub-

lished in future issues of this journal, depending

upon the number which may be secured for this

purpose.

THE WASHINGTON MEETING AT
BELLINGHAM

The annual meeting of Washington State Medi-
cal Association will be held at Bellingham Sep-
tember 1-3. The first day, ^londay, will be de-
voted to a golf tournament which will be held in

the city. The program Tuesday and Wednesday is

scheduled to be held at Mount Baker Lodge, situ-

ated on famous Mount Baker, one of the noted
peaks of Western Washington. The hotel and
cabins will afford ample accommodations for all

who will attend the meeting. The hotel and grounds
will be devoted exclusively to this association

meeting. Thus two enjoyable days are in prospect
with opportunities for mountain climbing and
scenic snow views which are unrivaled in their

beauty and majesty.

There are two routes to Mount Baker. Driving
from the south one can leave the highway at Bur-
lington, passing through Sedro Woolley and Wick-
ersham, following through the valley. This is twen-
ty miles shorter than by Bellingham. The other

route passes through Bellingham by way of Chuck-
anut Drive, one of the most picturesque and noted

highways on the Sound. Both routes are over paved

highways and either will provide a very attractive

journey.

Immediately following this meeting will occur

the annual meeting of Pacific Coast Oto-Ophthal-

mological Society at Victoria. Dr. C. M. Erb, of

Bellingham, will take a group of twenty-five or

thirty guests on his launch for a trip among the

Islands and subsequent attendence at this meeting.

Under the auspices of the State Board of Health

the annual meeting of county and city health offi-

cers of Washington will be held at Bellingham,

September 4-5, immediately following the state as-

sociation meeting. It will be supervised by Dr.

A. E. Stuht, Seattle State Director of Health. An
interesting and profitable program has been pre-

pared.

PROGRAM

Monday, Sept. 1

Golf Tournament at Bellingham

Tuesday, Sept. 2

9;00 a.m. Meeting of Board of Trustees; House of Del-

egates.

10:00 a.m. “The Treatment of Acute Diffuse Septic Men-
ingitis by the Intramuscular Injection of .Auto-Cerebro-

spinal Fluid.” Preliminary Report. Dr. J. T. Rooks,

Walla Walla. Discussion by Dr. E. S. Lauzer, Rock
Springs, Wyo.

“Surgical Diseases of the Spleen.” Dr. Dean Lewis,

Johns Hopkins University, Baltimore.

12:00 a.m. Public Health League Luncheon.
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1:30 p.m. “Vomiting in Infancy.” Dr. E. J. Barnett,

Spokane.
“Separation of Upper Femoral Epiphysis.” Dr. J. P.

Le Coque, Seattle.

“Experience with Evaporated Milk in Infant Feeding.”

Dr. H. C. Olmsted, Seattle.

“Traumatic Injuries to the Brain.” Dr. George VV.

Swift, Seattle.

“Epithelioma of the Lip,” with lantern slides. Dr.

Charles B. Ward, Spokane.
“Harelip.” Dr. H. E. Coe, Seattle.

Moving pictures. Resuscitation from Electrical In-

juries.

“Hypertension.” Dr. John M. Blackford, Seattle.

6:30 p.m. Informal banquet.

Entertainment by Skagit and Whatcom County Socie-

ties.

“A Histor>' of Surgical Anesthesia.” Dr. Chauncey D.
Leake, San Francisco.

Wednesday, Sept. 3

9:00 a.m. House of Delegates, Election of Officers.

10:00 a.m. “The Lower Bowel.” Dr. Fred W. Rankin,

Mayo Clinic, Rochester, Minn.
“Medical Economics.” Dr. H. J. Whitacre, Tacoma.

12:00 Luncheon.

1:30 p.m. “Urolog>-.” Dr. F. Hinman, University of Cali-

fornia, San Francisco.

“Gallbladder Disease.” Dr. C. W. Sharpies, Seattle.

“Seventy-five Consecutive Gallbladder Cases.” Dr. J.

C. Lyman, Walla Walla.

“Further Studies in the Relationship of Gallbladder

and Liver Infections.” Drs. J. E. Else and Millard Rosen-

blatt, Portland, Ore.

“Recent Advances in Preanesthetic Medication.” Dr.

Chauncey D. Leake, San Francisco.

“Tumors of the Spinal Cord.” Dr. Darrel G. Dicker-

son, Seattle.

“Polyglandular Disease with Predominating Thyroid

Symptoms.” Dr. Ralph Loe, Seattle.

7:00 p.m. Dinner dance.

THE OREGON ANNUAL MEETING
The fifty-sixth annual meeting of Oregon State

Medical Society, to be held at the Society’s new

headquarters in the ^ledical-Dental building, Port-

land, September 18-20, promises to be the largest

gathering in the history of the society.

Prominent physicians from all parts of the state

will participate either as officers or delegates, or

in the presentment and discussion of scientific

papers. There will be a number of scientific ex-

hibits by members of the profession and institu-

tions engaged in medical work, as well as a large

number of technical exhibits, showing the latest

products for the use of the medical profession.

There will also be a special section on motion pic-

tures and other demonstrations, of which several

have been submitted for presentation.

The fourth annual Oregon Medical Golf Tour-

nament at Waverly Country Club is arousing much

interest among the medical golfers. The permanent

trophy will again be up for competition. Dr. E. C.

Joseph of Corvallis and Dr. L. S. Besson of Port-

land have each won a leg on the cup which must

be won three times to entitle the holder to its per-

manent ownership. Additional prizes for the low

gross score and the closest approach will be given.

The participants will be entertained after the tour-

nament with a dinner at Waverly Country Club.

The annual banquet will be held in Friday eve-

ning at the Portland Hotel. It is probable that

several prominent leaders of the California Medi-

cal Association will deliver addresses on certain of

the economic aspects of medical care.

Preceding the meeting, on September 16 and 17,

the annual conference of county health officers will

be held. The topics to be discussed at the confer-

ence will deal entirely with preventive medicine.

Physicians in private practice are cordially invited

to attend. All the large Portland hospitals are

arranging clinics for the morning and afternoon of

Wednesday, September 17, just prior to the open-

ing of the state session on Thursday.

A preliminary program of events and papers

follows. Preliminary Program

Thursday, September 18

Morning, Registration of Delegates and Members of

Scientific Session.

Afternoon, Luncheon Meeting of House of Delegates.

Meeting of Women’s Auxiliary.

Evening, Public Educational Meeting.

Friday, September 19

Morning, Breakfast Meeting of House of Delegates.

Afternoon, Business Session and Election of Officers,

Scientific Session.

Evening, .Auunal Banquet.

Saturday, September 20

Morning, Fourth .Annual Oregon Medical Golf Tourna-
ment.

Tentatixt: Program of Papers

The Abdominal Symptoms of Radiculitis, Wesley E.

Gatewood, Portland.

About the Clinic and Etiology of Myringitis Bullosa,

E. V. Ullman, Corvallis.

The Ascheim-Zondel Pregnancy Test, .Albert Mathieu,
Portland.

Congenital Obstruction of the Posterior Urethra in Chil-

dren, Charles D. Donahue, Eugene.
Errors Committed in Surgery of the Stomach, M. E.

Steinberg, Portland.

E.xperimental Focal Infection in Relation to Cardiac
Pathology, Noble Wiley Jones and S. J. Newsom, Port-

land.

Morphine-Scopolamine or Pantopon-Scopolamine in La-
bor, Grant S. Beardsley, Eugene.

.A New .Apparatus for Sinus Roentography, W. W.
Baum, Salem.

Nonsurgical Treatment of Piles: .A Simple Office Pro-

cedure, Banner R. Brooke, Portland.

Nutritional .Allergy in Children, Helen G. Dennis, Port-

land.

Primary Bronchogenic Carcinoma, a Clinical and Patho-

logic Study, Frank R. Menne, Marr Bisaillon, and Thomas
R. Robertson, Portland.

Pulmonary Tuberculosis, Marr Bisaillon, Portland.

Recent Contributions to the Study of Intestinal Obstruc-

tion, G. E. Burget, Portland.

.A Statistical Study of Cancer in Oregon, J. Earl Else

and Harry Watkins, Portland.

.A Study of the Clinical and Pathologic Criteria Differ-
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entiating Ulcerating Carcinoma of the Stomach from Car-

cinoma on Ulcer and Chronic Gastric Ulcer, W. H. Bueer-

mann, Portland.

A Study of Wound Healing Following the Employment
of Various Suture Methods in Gastrointestinal Anasto-

mosis, Karl H. Martzloff, Portland.

Surgery of the Sympathetic Nervous System, P. G. Flo-

thow, Seattle.

Troublesome Problems in Cleft Lip and Cleft Palate

Surgery, C. W. Brunkow, Portland.

Uterine Adenomyoma: A Clinical and Pathologic Study,

Warren C. Hunter and John C. Adams, Portland.

MEDICAL NOTES
Resignation of Editor’s Assistant. It is with regret

that announcement is made of the resignation of Dr. Harry

C. Olmsted of Seattle as Assistant to the Editor of North-

west Medicine. The necessary attention to private prac-

tice has required this action to be taken.

Interstate Postgraduate Medical Association of

North America will hold its annual meeting at Minne-

apolis, October 20-24. The preliminary program offers an

extensive array of papers. There is a list of ninety-six

physicians, each with the topic of his paper announced,

covering all phases of medical and surgical practice. These

men come from leading cities of the United States and

Canada with several included from Europe. The Pacific

Coast is represented by Drs. Robert C. Coffey of Portland

and William J. Kerr of San Francisco. Physicians from

the Pacific Northwest who contemplate an eastern trip in

the fall can profitably keep this great meeting in mind.

Further details of the organization are presented in the

advertisement appearing on page ??.

OREGON
Eastern Oregon District Medical Society will hold its

next annual meeting August 27, at Pendleton. An interest-

ing program has been arranged and a large attendance is

anticipated. It is requested that anybody attending the

meeting who desires to attend the Pendleton Roundup,

August 28-30, will notify Dr. J. P. Brennan, Pendleton,

in order that seat reservations and accommodation ar-

rangements can be made.

Following is the program;

“The Surgical Treatment of Infantile Paralysis,” Dr.
R. B. Dillehunt, Portland.

“Pulmonary Tuberculosis,” Dr. Marr Bisaillon, Port-
land.

“Occlusion of the Fallopian Tubes,” Dr. Frank R.

Menne, Portland.

“Irritable Colon,” Dr. John H. Fitzgibbon, Portland.

“Prolapse of the Uterus,” Dr. E. R. Watkins, Portland.

Drs. J. Tate Mason of Seattle and C. C. Sturgis of Ann
Arbor, Michigan, have signified their intention of attend-

ing but have not yet submitted their subjects.

Superintendent Resigns. Miss Emily L. Loveridge, who
has been superintendent for the last forty years at Good
Samaritan hospital, Portland, has resigned. She will be

succeeded by Miss Carolyn E. Davis, who has been super-

intendent of the Everett General hospital. Miss Loveridge

occupies a position of respect and affection in the hearts

of all Portland physicians. Her name is synonymous with

Good Samaritan hospital. She has had a prominent part

in the development and growth of this institution with

which her memory will be abiding.

New Hospital Annex. The new addition to the Dr.

Robert C. Coffey clinic and hospital at Portland was com-

pleted last month. It is a three story, fireproof building,

faced with brick to harmonize with the rest of the hos-

pital. It contains laboratories, x-ray and clinic rooms. The

additional beds provide total accommodations for one

hundred and twenty patients. The new building contains

many of the latest details of hospital construction, each

being radio-equipped and with dictograph boxes.

New Hospital to be Built. Plans have been accepted

for the new St. Mary’s hospital to be erected at Astoria.

It will be five stories and basement, of pressed brick con-

struction. It will contain the most modern equipment, with

accommodations for seventy patients.

Reelected Trustee. At the annual meeting of the

American Medical Association at Detroit, Dr. Joseph A.

Pettit was reelected trustee to serve for the ensuing five

years. There are seven trustees, representing all sections

of the country. Dr. Pettit is the representative of the

Pacific Coast.

Commissions in Medical Corps Reserve. The follow-

ing physicians have accepted commissions as first lieuten-

ants in the medical corps reserve: W. F. Beck, E. D. Pear-

son, D. N. Meinturff, Jr., H. C. Henton, Joyle Dahl of

Portland; H. A. Adix, Jr., of Gresham; R. D. Eby of Ore-

gon City.

New Radiologist Appointed. Dr. Wallace Haworth of

San Francisco has been engaged as full-time radiologist for

Good Samaritan hospital, Portland. He practiced surgery

in this city a number of years ago but during recent years

has been radiologist in San Francisco hospitals.

Change of Army Officers. Major H. C. Mallory, medi-

cal corps, who has served for some time at Portland head-

quarters, has been transferred to San Francisco. He will

be succeeded by Major Wm. H. Mitchell, now at Van-

couver barracks.

Benton County Medical Society. Last month a new

county society was organized in Benton county. Hereto-

fore physicians of this county have maintained member-

ship in Central Willamette Medical Society. Officers elect-

ed are Dr. W. T. Johnson, Corvallis, president, and Dr.

J. H. Garnjobst, Salem, secretary.

New Nurses’ Home. Pacific Christian Hospital of Eu-

gene has leased the property formerly owned by the Delta

Zeta sorority, which will be remodeled for a nurses’ home.

Visit from Vienna Surgeon. Dr. Lorenz Bohler, a

prominent surgeon of Vienna, visited Portland last month

as well as other cities of the Northwest. He is a leading

authority on the treatment of fractures, which he states

have increased more than 200 per cent during the last ten

years, owing chiefly to traffic accidents

Leprosy Declining. Dr. F. E. Trotter, president and

executive officer of Hawaii Territorial Board of Health,

visited Portland last month. Interesting work is being

done at the University of Hawaii in studying the derivi-

tives of chaulmoolgra oil and their application in the treat-

ment of disease. Leprosy is on the decline in Hawaii, due

to improvements in living conditions, sanitation and hy-

giene.
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Dr. Eugene W. Rockey of Portland has recently re-

turned from several months of travel and study in Italy

and France. He was much impressed with the militaristic

spirit in Italy. The army and militarism seem uppermost in

the minds of the people. It is suggestive of future possible

warfare.

Dr M. E. Corthell, who has practiced for some time

at Bandon, has accepted an appointment as physician for

the Federal Bureau of Education for the Copper River

\’alley region in Alaska. He wUl do both contract and

private practice.

Dr. D. N. McInturtf, jr., of Portland, who graduated

this year from Oregon University Medical School, has been

commissioned assistant surgeon of the navy and assigned

to the Mare Island yard.

Dr. R. G. McCall, a recent graduate of Rush Medical

College, Chicago, has located for practice at Hood Riv'er,

taking the place of Dr. J. W. Sifton who has moved to

San Diego, Calif.

Dr. R. H. Fields, who has practiced for a number of

years at Eugene, has located at Cottage Grove.

Wedding. Dr. Joseph P. Brennan of Pendleton and Miss

Willey C. Inge of Mobile, Ala., were married in the latter

city on June 18.

WASHINGTON
Basic Science Examination. The semiannual basic sci-

ence examination was held at Seattle, July 12. Licenses to

practice in their respective lines by all applicants were later

subjects to examinations before their respective examining

boards. The following table gives data from this exami-

nation.
Applicants Passed Failed

Medical 53 51 2

Osteopaths 4 13
Chiropractors 9 3 6

Drugless 2 11
Totals 68 56 12

Uni\-ersity Extension Lectures. The Medical Exten-

sion lectures of the University of Washington, held at Se-

attle last month, were universally considered to be of supe-

rior quality. Each lecturer delivered a consistent course of

addresses on prescribed subjects, much to the satisfaction

of the audiences. In the absence of Dr. Judd, lectures on

surgery- were delivered by Dr. Counsellor of the Mayo
Clinic. The attendance was about double that of last year,

about half the number being from the state outside of

Seattle.

The Goiter Meeting. The annual meeting of the Asso-

ciation for the Study of Goiter, held in Seattle last month,

brought together a laige group of physicians from all

parts of the country interested in the goiter problem.

Papers were presented dealing with medical and surgical

aspects of treatment, with citations and discussions of all

phases of complications. The large variety of papers pre-

sented, together with the attendance from such widespread

sections of the country, are an indication of the universal

interest in this subject.

Gradu.ate Nurses Convene, .-^t the University of Wash-

ington in Seattle last month was held the seventh annual

graduate nurses’ institute in cooperation with the Wash-

ington State Graduate Nurses Association, the State Public

Health Nursing Association and the League of Nursing

Education The two leading speakers were Miss Daisy
Dean Urch, superintendent of nurses at Highland Hos-
pital, Oakland, and Miss Amelia Grant, director of the

Bureau of Nursing in New York City. Many matters

were considered pertaining to the education of nurses,
n

hospital and public health administration and other sub- a

jects related to nursing.

Corner Stone of Hospit.al Laid. The corner stone of

Harborview hospital, Seattle, was formally laid July 10

under the direction of the county' commissioners. Dr. Wil-

lis H. Corson, superintendent of the hospital. Rev. Mark
A. Matthews and others. This new hospital is progressing j

rapidly, construction including the main building which i

will house about five hundred patients, the nurses’ home i

and the power house. It is anticipated that the hospital t

will be ready' for occupancy about March 1.

New Hospit.al Open-ed. The new Anacortes hospital |

Avas recently opened to the public. It is equipped to care i

for sixty-six patients. It is furnished with all the latest

appliances for a modern hospital and will meet a long-

felt want in that community'.

New' Head of Hospital Appointed. Dr. R. W. Brown,

who has been in charge of United States Veterans’ hos-

pital at Fort Bayard, N. M., has been appointed medical

officer in charge of Veterans’ hospital No. 85 at Walla

W’alla. Dr. W. E. Park, who has been in charge of the

Walla Walla hospital for the past six years, w-ill be located

at the Veterans’ hospital at Fort Bayard.

New' Hospital Building Completed. The recreation

building of the Veterans’ hospital, Walla Walla, has been i

completed at a cost of $100,000. This wiU add one hundred

beds to the capacity of the institution. It is of fireproof i

construction \A-ith brick exterior. It contains an audi-

torium, as well as other provisions for entertainment and

various diversions.

New Hospital Opened. The Yakima Surgical hospital

has been opened at Yakim a, a private residence having

been transformed for this institution. Dr. Henry' Stor-

gaard, city and county health officer, is one of the incor-

porators of the new hospital and will supervise it.

Neav City-County Health Program. Steps have been

taken toward the establishment of a model city and county

health program at Bellingham. Dr. Simpson, of the United

States Public Health Service, will direct the work for the

next six months as general supervisor of health enterprises

in the county and city, but will not supersede other physi-

cians now occupying health offices.

Anieric.an Public He.\lth Association meeting for next

year. The western branch of the American Public Health

Association will hold its annual meeting next year in Se-

attle. This location was decided upon through the efforts

of Dr. E. T. Hanley, Seattle commissioner of health, who

was chosen first vice-president of this organization at its

recent annual meeting at Salt Lake City.

Reelected President. At the meeting of the Washing-

ton Society for Mental Hygiene, held in Seattle last month,

Dr. Donald A. Nicholson of that city was reelected presi-

dent, Dr. C. W. Sharpies being chosen chairman of the

executive committee.

Appointed Vice-Chairman. Dr. C. F. Eikenbary of Se-

attle was appointed vice-chairman of the orthopedic section
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of the American Medical Association at its annual meet-

ing in Detroit. He will be in line of chairmanship the fol-

lowing year.

President of Tuberculosis League. Dr. W. B. Pen-

ney, Tacoma, was reelected president of Pierce County

Tuberculosis League at its annual meeting in Tacoma June

25. He has already served for seven years in this capacity.

Dr. George W. Overmeyer, who has for some time

been connected with Shipherd’s Springs on the Columbia

River, and has also practiced at Stevenson, has become

medical advisor for the Old Soldiers’ Home at Port Dr-

chard. This leaves Stevenson and the county without a

doctor.

Dr Jay I. Durand, Seattle, sailed last month for Europe

on a three months’ business and pleasure trip. He will at-

tend the International Congress of Child Specialists at

Stockholm.

Dr. Lewis J. Farrell, recent graduate of Rush Medi-

cal College, has located at Everett, where he will be asso-

ciated with Dr. J. Warren Bell.

Dr. Harmon A. Rhoades, of Everett, has sailed for

Europe where he will spend the next three months study-

ing eye, ear, nose and throat work at Paris and Vienna.

Dr. Norman Mace, a recent graduate of University of

Oregon Medical School, has located at Elma, where he

will be associated with Dr. A. A. Foote.

Dr. Halliday, who has recently completed service at

Deaconess hospital at Spokane, has located for practice

at Winchester. He will take over the practice of Dr. J. F.

Gist who will spend some time in eye, ear, nose and throat

study in New York and Vienna.

Dr. John W. Schori, who has recently completed an

internship at King County hospital, Seattle, has located

for practice at Spirit Lake. He will take over the prac-

tice of Dr. N. Hersey which he formerly conducted at

Spirit Lake hospital.

Dr. Paul Ellis, who has recently interned at St. Luke’s

hospital, Spokane, has located for practice at Wallace,

where he will be associated in practice with Dr. M. T.

Smith.

Dr. R. L. Arms, who has been the head of Bonneville

county health unit for the past six months, has left Idaho

Falls for Maine, where he will take up work of a similar

character.

Dr. F. L. Peterson, who has practiced at Salt Lake

City, has located at Cottonwood. He will be associated in

practice with Dr. Orr.

OBITUARIES

Dr. Wylie G. Woodruff, of Portland, Ore., died June 21,

aged 64 years. He was born in Tecumseh, Neb., in 1866.

He was a graduate of the University of Pennsylvania in

1897, where he attained eminence in athletics as well as

scholarship. He was distinguished as a football player,

oarsman, wrestler, hammer thrower and in track work. After

graduation he located at Lawrence, Kan., where, in addi-

tion to practice of medicine, he coached the football team
at the state university. He was also football coach at

Haskell Indian school for two years. During the Spanish-

American war he was in command at Fort Riley, Kan,

After termination of the war he located in Portland. In

1910 he organized the Oregon Sanatorium, which he con-

ducted at the time of his death.

Dr. John S. Kloeber died at Yakima, Wash., July IS,

after a long illness, aged 65 years. He was born in Balti-

more, Md., in 1865. He was a graduate of University of

Virginia and received his medical degree from University

of Maryland in 1888. He practiced at Kenosha, Wis., and

located in Seattle in 1890. Besides the practice of medicine,

he was active in civic affairs, serving a term as president

of the city council. For several years he owned and

managed a sanitarium at Green Rive'r Hot Springs near

Lester. For the past twenty years he has lived at Selah,

adjacent to Yakima. He was a leading orchardist, manag-

ing a fruit orchard of 100 acres, where he maintained a

beautiful, hospitable home. For two years he served as

president of the state fair commission.

Dr. George T. Penn, of Ritzville, Wash., died suddenly

from disease of the heart June 21, aged 66 years. He was

born in Marion county, Missouri, in 1864 and received

his early education in the public schools of Kansas. He
graduated from Northwestern University Medical School

in 1890 and immediately located for practice at Spokane.

While there he was active in civic affairs, serving as a

member of the school board from 1897 to 1904. In 1926

he located at Ritzville, where he was in general practice

until the time of his death.

Dr. Charles E. Linton died at Waldport, Ore., June

21, aged 65 years. He was born in Iowa in 1865. He had

resided in Oregon for forty-one years. In addition to medi-

cal practice he had for many years been proprietor of a

pharmacy. He was the author of a number of books of

fiction, by reason of which he gained the title, “The

Jules Verne of Oregon.”

Dr. Ross W. Weyer, of Orting, Wash., died at Puyallup

Valley hospital June 30 from pneumonia. He formerly

practiced for a number of years in Yakima and from

there located in Tacoma. For the past four years he has

been in general practice in Orting, beside acting as official

medical aid to the State Soldiers’ Home.

Dr. Alexander F. MacLeod died at Spokane, Wash.,

June 30 from pneumonia, aged 82 years. He was born

in Nova Scotia in 1848, where he received his early educa-

tion. He obtained his medical education at the University

of Michigan. In 1880 he located for practice at Spangle,

later moving to Farmington. He located at Spokane in

1893, where he was in active practice until four years ago.

Dr. a. M. Warren, of Bellingham, Wash., died July 4

as the result of prolonged exposure to roentgen rays, aged

48 years. He graduated from Sioux City College of Medi-

cine in 1902. Formerly he practiced in Montana and locat-

ed in Bellingham in 1925.

Dr. F. W. Comings died at Eugene, Ore., July 3, aged

73 years. He graduated from University of Vermont Medi-

cal College in 1886. He practiced in Vermont until 1908,

when he located at Eugene. He recently started East for a

visit in his Vermont birthplace but was taken seriously ill

on the train, later returning to Eugene.
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CORRESPONDENCE

KING COUNTY MEDIC.\L SOCIETY AND
CONTRACT PRACTICE

To the Editor;
Seattle, Wash., July 17, 1930.

Considerable misunderstanding prevails throughout the

state regarding the recent action by King County

Medical Society in relation to contract practice. The scope

of the investigation and action was limited to three

points: (1) The attack on present practices under the

contract alternative, provided by the present medical aid

law, as unsound financial and unsound health policy.

(2) .Attack on the “medical contract” executed by certain

contract doctors, supplementing their Medical Aid Law
contracts. (3) Attacking the practice of using hired lay

solicitors, or of physicians themselves indulging in com-

mercial solicitation to procure professional business, espe-

cially the contracts mentioned in items (1) and (2).

The contract alternative provided under the medical

aid law was declared unsound financial policy because all

moneys appropriated for actual care of the injured is placed

in the hands of the contract doctor. From the funds held

in trust by him he pays himself for his professional servi-

ces; also he acts as custodian, administrator and disburser

of funds appropriated for all supplementary services, hos-

pital, nurses, drugs, appliances and even for consultation

by specialists. This provision results in a health policy

of possible tragic detriment to the men engaged in hazard-

ous industry in the state of Washington. Men under con-

tract are treated inadequately and inefficiently in order

that the contract may be more profitable financially.

The “medical contract” written to supplement the medi-

cal aid law contract assumes for about seventy cents to one

dollar and twenty-five cents a day to cover all services and

all the expenses incurred in case of accident not covered

by the medical aid law, and in case of illness of every

kind with few specific limited exceptions. This contract is

in reality a limited health insurance policy. It is essen-

tially wild cat in character and constitutes poor health

policy. The contract doctor is the insurer. He is wholly

unsupervised. Legalized insurance carriers are supervised

by the Department of Insurance. He is not required to

show financial resources as are legalized insurance carriers,

nor is he under bond or authority which requires him to

fulfill the contract. These contracts are executed, not in

the interest of better health services to the insured but

solely as a scheme to increase clientele more rapidly or

in greater volume than is possible by legitimate means.

Inadequate or inefficient service is the rule under the

contract plan.

That these two types of contracts are valuable is

proved by the fact that the contract doctors hire lay

solicitors, paying them as much as twenty per cent of the

gross revenue, and in addition making large outlay in cash

or articles of value, such as automobiles promised to subor-

dinate executives for their services in securing the neces-

sary consent of the workmen. Thus considerable funds in-

tended for services to workmen are diverted to commercial

channels. Medical services become subject to barter and

sale.

The use of hired lay solicitors either direct or through

a company, agency or institution used to disguise the fact

is against public policy and is, therefore, condemned

unconditionally in the code of ethics of the American

Medical Assosciation. The code of ethics of the American

Bar Association is incorporated in the legal practice act in

this state, and lawyers are disbarred if convicted of using

paid lay solicitors. The Supreme Court has pronounced

the practice to be against public policy. It is equally

against public policy as related to the medical profession

and revocation of license should be the penalty paid by a

doctor guilty of that offense.

King County Medical Society passed resolutions, criti-

cizing practices under the contract alternative provided

by the medical aid law, and pledged itself to an effort to

correct the evdls flourishing thereunder. It condemned the

medical contract supplementing the medical aid law con-

tract as unsound health policy and will make an effort to

abolish the practice or to bring it under the supervision of

the insurance department, where it properly belongs if the

practice continues. The society condemned the practice of

using hired lay solicitors, or of physicians themselves in-

dulging in commercial solicitation to secure professional

business and will expel members found guilty of the

practice. H. T Davidson, M.D.

Tuberculous Pleurisy. Gerald B. Webb, Colorado

Colo. {Journal A. M. A., July 5, 1930), stresses the fact

that at adolescence a pleurisy will often have revealed the

impregnation of tubercle and it will only be a few years

later that the pulmonary localization will manifest itself.

In some cases pulmonary disease will light up ten to

twenty years later and subjects of pleurisy in youth may
not become phthisic until mature or old age. Tuberculous
pleurisy may be acute or chronic. The acute form may
be dry or accompanied by a serofibrinous and, at times,

hemorrhagic fluid. Pleurisy with effusion can persist, occa-

sionally, in spite of treatment, for a year or more. The
condition is not infrequently bilateral. It is a frequent

concomitant of artificial pneumothorax when the onset

may be accompanied by a high and lasting fever in some
patients. Tuberculous pleurisy in general arises from a

subpleural tubercle deposit, and the inflammatory condition

is a result of allergy. Following a pleurisy with effusion

the original lung focus may, by roentgen study, seem to

have disappeared. Acute tuberculous pleurisy may arise

insidiously in children and adults, without pain and at

times without apparent fever. In the majority of patients,

however, there is marked fever and definite pain. A simple

test, and at times useful, which Webb suggested for dia-

phragmatic pleurisy is to order the patient to lie on the

affected side. In such a position the recumbent diaphragm

at first makes an increased excursion and this intensifies

the pain of diaphragmatic pleurisy. In general, the symp-
toms of tuberculous pleurisy may simulate those of pul-

monary tuberculosis; namely, a dry unproductive cough,

malaise, fever, accelerated pulse and digestive disturbance.

The latter is at times most marked when pleurisy with

effusion occurs on the left side. Judging by the large num-
ber of pleuritic adhesions found at autopsies, pleurisy must

be overlooked often when it is present. All chest pain and

pain referred to the shoulders, arms and abdomen should

lead a physician to suspect pleurisy. Sometimes such pains

may originate from diseased tonsils and teeth. Cystic

breasts in women, certain heart conditions, herpes zoster,

gastric and spinal disease, and other possible causes may
produce chest pains. Percussion is of great service in de-

tecting change of resonance, and percussion with the tips

of all four fingers should be used over the lung bases.

Auscultation enables the physician to detect quiet breath-

ing and the pleuritic rub. Rest, by means of strapping and

posture, and heat, by means of an electric pad, are the

best symptomatic methods of treatment.
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reports of society meetings

IDAHO STATE MEDICAL ASSOCIATION

PROCEEDINGS OF THE THIRTY-EIGHTH ANNUAL
MEETING OF IDAHO STATE MEDICAL ASSOCIA-

TION, COEUR D’ALENE, IDA., JUNE 27-28, 1930.

HOUSE OF DELEGATES
First Session

July 26, 9 p.m.

Meeting called to order by the president. Dr. H. D.

Spencer.

Roll call. Members present as follows;

H. D. Spencer, President; D. E. Cornwall, President-

and Councilor North District; J. N. Davis, Secretary-

treasurer; J. L. Stewart, Councilor West District; W. A.

Koelsch, Delegate Southwestern Idaho Medical Society

;

Harold W. Stone, Delegate Southwestern Idaho Medical

Society; John F. Coughlin, Delegate South Side Medical

Society; H. E. Lamb, Delegate South Side Medical So-

ciety; S. A. Swayne, Delegate Canyon Medical Society;

Alexander Barclay, Delegate Kootenai Medical Society.

The following committees were appointed:

Credentials, Doctors Barclay, Stewart and Stone.

Resolutions, Doctors Swayne, Cornwall and Lamb.

Report of Secretary-treasurer

Report of Certified Accountant

June 23, 1930.

J. N. Davis, Secretary-treasurer,

Idaho State Medical Society,

Kimberly, Ida.

Dear Sir:

As requested by you I have audited the membership

dues as credited to the members on the cards and also as

to deposits in the bank. Dues of Howard Rouse $20 for

1930, and A. R. Cutter for 1929 were not entered on the

books but were deposited in the bank. H. P. Belknap was

credited twice in 1929. One of these was evidently dues of

Jos. E. Otte as the records show him to have paid, but

there is no entry on the books.

I have made a list of Delinquent Members but have

not set up any Membership Fees Receivable, as on the

previous report, for the reason that there is nothing com-

pulsory about the payment of dues and therefore they

constitute a very doubtful Asset.

The Statement of Receipts and Disbursements and the

Balance Sheet are made after taking into consideration

the above mentioned corrections and show a correct condi-

tion of the accounts as of this date.

Very truly yours,

J. C. Osgood.

Balance Sheet as of June 23, 1930

Assets

Cash in bank $3,427.75

Post Dated Checks 100.00

$3,527.75

Liabilities

Legal Reserve $ 151.90

County Societies Reserve 229.00

Medical Defense Reserve 315.75

Surplus $2,831.10

$3,527.75

Reconciliation of Surplus

Surplus as of June 30, 1929 $3,592.07

Deduct:
1928 Membership Fees $ 430.00

1929 Membership Fees 1,544.00

Paul Davis Account 200.00 2,174.00

1,418.07

Gain in Receipts over Disbursements 1,413.03

Surplus as of June 23, 1930 $2,831.10

Statement of Receipts and Disbursements
AS OF June 23, 1930

Receipts

On hand June 30, 1929 $1,188.22

1929 Dues Received 1,096.00

1930 Dues Received 3,967.00 $6,251.22

Membership by Counties
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Bonner County
Canyon County
Idaho Falls

Kootenai County
Nez Perce County
Pocatello

Shoshone County
Southwestern Idaho-
South Side
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Upper Snake River...
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* 47.92 per cent of total number of active physicians in the state.
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1 29 14 18 12 41.4 66.6 85.7

1 13 10 11 12 92.3 109 120

1 14 5 8 5 35 62.5 100

3 35 16 18 13 37 72 87.5

9 57 25 26 19 33.3 73 76

1 14 7 8 7 50 87.5 100

9 81 21 29 28 34.5 96.5 133.3

8 51 22 24 21 41.2 87.5 95.4

3 17 10 11 11 65 100 no
6 19 7 8 2 10.5 25 28.6

44 340 139 163* 131 38.5 80.4 94.2
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Disbursements
Salaries Payable $ 220.00

Rent Payable 30.00

Salaries 683.00
Printing 316.64

Traveling SS.SO

Rent 60.00
Periodicals 361.00

Office Expense...- 174.67
Telephone and Telegraph 59.43

Janitor 18.00

Emergency Fund 487.21
Refunds to County Societies $ 258.00 $2,723.47

Balance on Hand June 23, 1930 $3,527.75

Receipts Apportioned
General Fund $4,724.50
Local Societies 241.00
Medical Defense 97.50

$5,063.00

Bank Recoxcillatioxs as of June 23, 1930
Balance on Hand June 30, 1929 $1,188.22
Deposits - 4,963.00

$6,151.22
Disbursements 2,723.47

Balance per Books $3,427.75
Less Deposit not on Bank Statement 140.00

Checks Outstanding:
No. 80—J. O. Mellon 45.00
No. 140—Bonner Co. Med. Soc 2.00
No. 240—Bonner Co. Med. Soc 4.00 $ 11.00

Exchange and Telegram Charged by Bank
—not on books .73

$3,298.03

In addition to my report on membership and finances

I wish to call your attention to the following items:

1 . The report of the Tuberculosis Committee and the

urgent need of an active committee in this field during the

coming legislative year.

2 . The probable introduction of a bill in the coming leg-

islature to regulate the present nonlicensed healers and

quacks and the use of electrotherapeutic measures.

3. The need of an amendment to our by-laws regarding

the delinquency date, and such an amendment is herewith

made.

4. The need of graduate lecture work for the component

societies or districts.

Amendment No. 7. Sec. 14 of Chapter LX of the

By-laws of the Idaho State Medical .Association shall be

amended to read as follows:

.Any county society which fails to pay its assessment, or

make the report required, on or before the first day of

March shall be held as suspended and none of its dele-

gates or members shall be permitted to participate in any
of the business or proceedings of the Association or the

House of Delegates until such requirements have been

met, and its members shall be dropped from the roll of

the Association the first day of April following.

This constituted the first reading of the proposed amend-
ment.

.Adjourned to meet at the call of the Chair.

Second Session

June 28

Called to order by the president. Dr. Spencer.

Roll call. Members present:

H. D. Spencer, President; D. E. Cornwall, President-elect

and Councilor North District; J. N. Davis, Secretary-

treasurer; J. L. Stewart, Councilor West District; W. .A.

Koelsch, Delegate Southwestern Idaho Medical Society;

H. W. Stone, Delegate Southwestern Idaho Medical So-

ciety; H. E. Lamb, Delegate South Side Medical Society;

J. F. Coughlin, Delegate South Side Medical Society;

S. -A. Swayne, Delegate Canyon County Medical Society;

F. C. Gibson, Delegate Tri-county Medical Society; .A.

Barclay, Delegate Kootenai County Medical Society.

The Credentials Committee reported all delegates pres-

ent properly accredited.

Properly moved and seconded that the report of the

committee be accepted and the committee discharged. Car-

ried.

Report of Resolutions Committee

Resolution No. 1

Whereas, the .Antituberculosis .Association is maintain-

ing a very efficient health camp at Couer d’.Alene for the

care and education along the lines of better health of un-

dernourished and underprivileged children and has a def-

inite program for the establishment of similar campvs in

various parts of the state, now therefore be it

Resolved, that the Idaho State Medical Association show

its appreciation of these laudable efforts by urging the

public to support in every way and to its fullest extent the

aims and objects of the .Antituberculosis .Association to

the end that tuberculosis in this state be cut to the

minimum and the man-power of the state conserved to

the fullest extent.

Resolution No. 2

Whereas, it is our opinion after a careful study of the

situation extending over a period of more than ten years,

that the Harrison Narcotics .Act has failed of its purpose

in the following particulars:

I . It has not curtailed the improper use of narcotics to

any appreciable extent,

2. It has driven the habitue into the hands of the un-

scrupulous smuggler of these drugs,

3. The secrecy entailed by No. 2 defeats one of the

purposes of the .Act in that Government has now lost all

count and record of habitues except those few who are

undergoing systematic treatment or those who ha%'e fallen

into the hands of the law through crime or 'vagrancy,

4. The Harrison Narcotic .Act was conceived under a

misconception of actual conditions affecting the very people

whom it purposes to assist and instead of treating these

unfortunates in a humane and intelligent manner in the

effort to cure their disease, has attempted to remedy con-

ditions in a brutal and unscientific determination to control

a vice. Now therefore be it

Resolved, that the Idaho State Medical .Association,

at its 38th annual convention, express it strong condemna-

tion of this basically unsound and ignorantly conceived

illogical law, the Harrison Narcotic .Act; that we spread

these resolutions upon the minutes of our meeting and

that we send copies thereof to our representatives and

senators in Congress and ask their earnest activities to the

end that this .Act be repealed.
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Resolution No. 3

1
1. Where.\s, the members of the Idaho State Medical

: Society attending the 38th annual meeting in Coeur d’

^ Alene have greatly enjoyed the fine hospitality of the

i Kootenai Medical Society and the City of Couer d’Alene

;

I 2. Whereas, it has been noted by the members of the

Idaho State Medical Society that the physicians of this

city and surrounding territory are very actively -interested

!
in public health and other civic activities, particularly anti-

I tuberculosis work, Boy Scout and Girl Scout camps and

1 general community welfare;

3. Whereas, the ladies of the city of Coeur d’Alene,

i Kootenai County, and surrounding territory have magnifi-

cently entertained the ladies auxiliary of the Idaho State

Medical Association and contributed greatly to the pleasure

of the meeting of the Society in this city, therefore, be it

hereby

Resolved, that the Idaho State Medical Society expresses

its deepest appreciation of the hospitality and entertain-

ment afforded on this occasion and that the work of the

physicians in this county and surrounding territory in their

public and civic activities and their deep interest in

public welfare generally be most highly commended, and

that on behalf of our visiting ladies we extend our deepest

i appreciation to the ladies of Coeur d’Alene and Kootenai

[County for the charming manner in which we have all

! been received and entertained.

Moved by Dr. Barclay, seconded by Dr. Coughlin, that

the report of the Resolutions Committee be accepted and

the committee discharged, and the adoption of the resolu-

tions as read. Carried unanimously.

Signed, Resolutions Committee.

(

Dr. S. a. Swayne

Dr. D. E. Cornwall

Dr. H. E. Lamb

Report of Nominating Committee

I President-elect, Dr. J. N. Davis, Kimberly.

Secretary-treasurer, Dr. H. W. Stone, Boise.

Councilor North District, Dr. F. C. Gibson, Potlatch,

j

Standing Committees; Scientific, Dr. A. C. Jones, Boise;

^Dr. D. L. .Alexander, Twin Falls. Public Health and Leg-

l|islation. Dr. F. W. Almond, Boise; Dr. E. N. Roberts,

I

Pocatello; Dr. Alexander Barclay, Coeur d’Alene.

Moved by Dr. S. A. Swayne, seconded by Dr. A. Barclay,

jthat the rules be suspended and the report of the Com-
mitttee on Nominations be accepted, and the secretary be

instructed to cast the unanimous vote of the House of

[Delegates for the officers named therein. Carried.

Moved by Dr. H. W. Stone, seconded by Dr. H. E.

Lamb, that the dues for the coming year (1931) be

fixed at Twenty ($20) Dollars. Carried.

Dr. J. L. Stewart extended the invitation of Boise for

the 1931 conv'ention. Moved by Dr. Barclay, seconded by

Dr. Coughlin, that the invitation be accepted. Carried.

Second reading of Amendment No. 7. The Chairman

called for vote on this amendment. Passed without a dis-

senting vote. Adjourned sine die.

J. N. D.wis, M.D., Secretary-treasurer.

BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

The Chest. .Annals of Roentgenology. A Series of

Monographic Atlases. Edited by James T. Case, M.D.
Volume Eleven. By L. R. Sante, M.D., F.A.C.P. Pro-
fessor of Radiology and Director of Department, St.

Louis University Medical School, etc. 376 Roentgen-
ray Studies and 163 Clinical Illustrations. 561 pp. Cloth.

8^x11 inches. $20.00. Paul B. Hoeber, Inc., New York,
1930.

This volume is one of a series of monographic atlases

covering practically the whole body, so far as it is suscep-

tible to roentgenologic study. The series is unique and of

great permanent value and constitutes a veritable classic

in medical literature. Like anatomic treatises, this series

differs from most medical contributions in being good

for all time because roentgenograms represent actual pa-

thology which does not vary with the passing fads and

fashions of the period.

The volume under consideration is indeed a magnifi-

cent work and of absorbing interest to all those who con-

cern themselves with diagnosis of lung and heart diseases.

The book contains chapters on methods of roentgen-ray

examination, roentgen-ray anatomy of the chest, and on

principles of roentgenologic interpretation. Part II has

chapters on roentgen-ray evidences of disease in the bony

framework of the chest, in the mediastinum, in the hilum

shadow, peribronchial markings, in variations in density

in the lungs and in the diaphragmatic shadow.

Part III treats of roentgenologic evidences of diseases of

the larynx, trachea, bronchi, lungs, Including pneumonias,

tuberculosis in various forms, syphilis, pneumoconiosis,

atelectasis, new growths and injuries to chest with result-

ing lesions. Then follow diseases of the pleura, including

dry pleurisy, effusions, pneumothorax and new growths.

Next come diseases of the mediastinum, embracing medi-

astinitis, thymus, substernal goiter, aortitis, aneurysm, new

growths, esophageal disease, adenopathy, tuberculous ab-

scesses and free fluid. The book ends with roentgenologic

portrayal of diaphragmatic abnormalities, as eventration

and hernia, subdiaphragmatic abscess, adhesions and pa-

ralysis.

The use of a great number of diagrammatic pictures

of chest conditions in order to make clear the essential

points in roentgen-ray diagnosis cannot be too strongly

commended. These enable us to look at once for the patho-

gnomonic signs in the much more complicated roentgeno-

grams of the living pathology. For instance, no pulmonary

disease has perhaps attracted more attention of late than

atelectasis and diagnosis depends chiefly on roentgen-ray

findings. On page 129 will be found diagrams showing the

roentgenologic differential features between pneumonia,

pleurisy with effusion, atelectasis and new growths of the

lungs. The high diaphragm, the narrowed lung area and

the drawing of the heart and mediastinal structures toward

the collapsed lung are characteristic of ateclectasis and it is

surprising how many pneumonias have become atelectases

since roentgenology has determined the correct pathology.

Ateclectasis of a portion of a lung from total occlusion of

a bronchus, and emphysema of the lung from partial

obstruction of a bronchus are beautifully shown in roent-

genograms. The roentgen-ray study of bronchiectasis and

abscess is admirable, as also that of new growths.
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As a reference book this work is absolutely invaluable

for the roentgenologist, internist, lung specialist and for

those doing lung or chest surgen,-. The reproductions of

roentgenograms are excellent, and the descriptions and

differential diagnosis are masterly by one of the leading

authorities in the country. Altogether it is a splendid con-

tribution to clinical medicine and reflects great credit on

editor, author and publisher alike. Winslow.

Vexere.^l Disease. Its Prevention, Symptoms and Treat-

ment. By Hugh Wansey Bayly, M.C. Fourth (.Ameri-

can) edition with three colored plates and 74 illustrations

in the text. $3.50. F. A. Davis and Company, Phila-

delphia, 1930.

This small volume covers in a creditable manner the

prevention, symptoms and treatment of venereal diseases.

Section I is devoted to a discussion of the most effec-

tive methods of prevention, emphasis being made on imme-

diate self-disinfection since it was conclusively proven

during the World War that this will greatly diminish the

incidence of venereal disease. Section II covers briefly the

subject of syphilis with the author’s method of treatment.

Section III is concerned with gonorrhea in both male and

female. Sections IV and V are both quite short and in them

are taken up the nonspecific lesions and the author’s own

method of office treatment, case histories and so forth. By-

avoiding as much as possible all controversial matter and

theory, the author has succeeded in producing a small

volume containing no small amount of easily available in-

formation. It is a valuable book for anyone treating

venereal diseases. R. T. Scott.

Clixicai, Features of Heart Disease. An Interpreta-

tion of the Mechanics of Diagnosis for Practitioners.

By Leroy Crummer, M.D., Emeritus Professor of Medi-
cine, University of Nebraska. Introduction by Emanual
Libman, M.D., Professor of Clinical Medicine, Columbia
University. Second Edition Revised and Enlarged. 388

pp. $4.00. Paul B. Hoeber, Inc., New York, 1930.

An up-to-date, common sense book, written evidently

by an older clinician, containing much wisdom. The chap-

ter devoted to “Inspection” gives a wealth of informa-

tion, reminding one of the lectures of that master clinician

von Neusser of Vienna. .A few of the author’s ideas,

notably his warning against tonsillectomy during acute

endocarditis will be universally approved. The chapter

on treatment is excellent, and he entertains no delusions

regarding the numerous remedies to cure incurable heart

conditions. The book will be read with pleasure and profit

by both young and old physicians. vonPhul.

Physical Diagnosis. By Richard C. Cabot, M.D. Pro-
fessor of Clinical Medicine in Harvard University. For-

merly Chief of the West Medical Service at Massachu-
setts General Hospital. Tenth Edition. Revised and En-
larged, with 6 Plates and 279 Figures in the Text.

Cloth. 529 pp. $5.00. William Wood and Co., New York,
1930.

It is a great pleasure to see each new edition of this

work which has been a standard textbook on the subject

now for exactly a quarter century, during which time

Richard Cabot has been one of the greatest outstanding

teachers of clinical diagnosis in this country, and might be

called the great medical iconoclast, as he has been the

means of breaking down many medical images or false

beliefs. He achieved fame as an interne as an autopsy

hound in being able to retrieve any organ in the body,

except the brain, per rectum in cadavers when ordinary j

autopsy was refused. His book on microscopy of the blood J
was the first textbook in English on the subject. His two •!

volumes on “Differential Diagnosis” constituted our best

and most popular reference book on this subject until the *t

monumental work of Herbert French appeared.

Cabot has alw’ays taken the large clinical view in diag- .«

nosis and", although beginning as a technical laboratorian ;

himself in his blood work, he has in later years become

great through his broad clinical views. He shattered the

former narrow- microscopic diagnosis made from urinary

sediments by showing that many cells thought to be de-

rived only from certain parts of the urinary tract were >

found in many parts, as the cordate cells formerly sacred •'

to the pelvis of the kidney but present also in the deeper »

layers of the bladder mucous membrane. He w-ent farther u

and proclaimed that the chief points of diagnostic impor-

tance in the urine were color, amount and specific gravity, ;

ignoring all the finer, meticulous criteria built up by the i

moguls of urinary chemistry- and microscopy. Thus he

showed the enormous errors made by the best internists in

the diagnosis of interstitial nephritis before the days of

the sphygmomanometer and blood chemistry.

In his work on the heart he first simplified classification

and demonstrated the common error of attributing patho-

logic significance to systolic murmurs heard at the apex

in the absence of enlargement of the heart and a rheumatic

history, also the falsity of mitral insufficiency as a pure

clinical entity in the absence of stenosis. His book on

“Facts on the Heart” is the culmination of his great ex-

perience, clinical and pathologic. Cabot’s work can sel-

dom be gainsaid, since it is based on the incontrovertible

evidence of clinical and autopsy findings.

It is strange, since he was first in the field to emphasize

the importance of specific gravity in urinary examinations,

that he does not give the most valuable concentration test

in this book. Also, while admiring his broad clinical out-

look, he seems to go too far when he states on page 373,

“In my own practice I have nearly discarded test meals

and chemical analysis,” and again, “HCl is normal or sub-

normal in three-fourths of the cases of peptic ulcer.”

The great clinical significancd' of anacidity or hyperacidity

in digestive disorders cannot be denied, especially as re-

gards treatment. For instance, the diarrhea due to achlor-

hydria and clinical symptoms due to hyperacidity. Sippey

found that 50 per cent of cases of peptic ulcer had hyper-

acidity, while Rehfuss in 100 cases of duodenal ulcer dis-

covered 78 per cent hyperacidity; in gastric ulcer 57 per

cent had normal or subnormal acidity and 10 per cent had

achlorhydria. Hyperacidity seems, therefore, more charac-

teristic of duodenal ulcer and bears out Moynihan’s famous

dictum that “hyperacidity is duodenal ulcer.” More im-

pressive than true, however, as Sansum recently reported

fortj- cases of hyperacidity in w-hich there were only four

cases of ulcer.

This new edition is not changed in its general character

of teaching the fundamental matters relating to physical

diagnosis from the clinical standpoint. It emphasized the

essential and ignores the more meticulous and often mis-

leading laboratory findings that bulk so largely in most

other books on the subject. This very basal, clinical quality
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is what makes the book a classic and ensures its perma-

nency as the leading text book on the subject in its tenth

edition and quarter century of existence. The additions

are few, relating to coronar>- disease, electrocardiography,

cancer of the lung, cardiac asthma, encephalitis and toxic

hepatitis. The last must have been accidentally omitted,

since it is not to be found in the index or in the article

treating of jaundice and the liver. WrxsLOw.

XoRM-VL Facts in Diagnosis. By M. Coleman Harris,

M.D., Lecturer on Physical Diagnosis, New York Home-
opathic Medical College and Flower Hospital; and Ben-
jamin Finesilver, M.D., Lecturer on Diseases of the

Nervous System, New York Homeopathic Medical Col-

lege and Flower Hospital. 42 Engravings, some in Col-

ors. Cloth. 247 pp. $2.50. F. A. Daxds and Co., Phila-

delphia, 1930.

This little book attempts to separate the pathologic facts

from the normal in physical diagnosis and to present the

latter in their purity. The authors deplore the intermixture

of normal and abnormal facts in most books on physical

diagnosis, feeling that the student is thereby unable to

differentiate the normal from the abnormal. As a matter

of fact, normal and abnormal signs are so inextricably

bound together that it is impossible to teach one without

the other. For example bronchial, tracheal and broncho-

vesicular breathing are heard normally in some parts of

the chest, and yet what would be normal sounds heard

at the right apex would indicate patholog>' when found

at the left. It seems by long experience best to teach

normal as contrasted with abnormal physical signs, and

these fortunately are often found together in the same

indi\'idual in different parts of the body, as in the lungs

or abdomen. But the actual presentation of the normal

facts as found in this book is absurdly inadequate and

often wholly erroneous.

What can be taught of the normal heart sounds in four

pages with the informative comment that “any abnor-

mality in their sound, rate, rhythm or force indicates

a pathologic condition.” Some such partial knowledge was

responsible for the thousands of patriotic soldiers who

were found disabled by draft boards during the World

War, owing to the presence of heart murmurs w’hich in-

capacitated the possessors less than squeaks in the soles

of their boots.

The so-called “Normal Facts in Diagnosis” in this book

are in many cases abnormal or erroneous, as noted above.

Thus, in regard to cholecystography the writers show-

abysmal ignorance. It is stated that tetraiodophenolph-

thalein is used as a dye (presumably the sodium salt) and

that “one gram of the dye is necessary to yield a gall-

bladder shadow in a normal person. Where two grams is

required, one is probably dealing with a pathologic gall-

bladder.” We will not comment on the grammar, which

is reminiscent of the Amos and Andy “is been,” but

merely say that the standard dose of the dye for cholecys-

tography is composed of four grams of sodium tetraiodo-

phenolphthalein by the mouth. Then, “the normal gall-

bladder fills with the opaque dye and yields an even

shadow.” One receives the impression that the dye pours

into the gallbladder with the bile and thus gives us the

“even shadow.” Irregularities of contour arc of no signif-

icance, and the fact that the presence of the dye is

chiefly a measure of the concentrating ability of the

mucous membrane of the gallbladder is not noted, and

that it is a criterion of gallbladder function. ,\lso that in

twenty per cent of cases the function as measured by the

dye is normal when the gallbladder is diseased. Perhaps

this latter fact would be too inappropriate as confusing

the student with the usual perplexing mixture of normal

and abnormal facts in physical diagnosis.

To the reviewer there is no sufficient raison d’etre for

this would-be contribution to the literature of physical

diagnosis, when we have excellent standard works in ex-

istence which teach not only the normal but abnormal

facts in one volume and in a trustw-orthy manner, without

causing notable confusion in the minds of the average

medical student. VV'inslow.

The Medical Clinics of North America. (Issued se-

rially, one number every other month.) Volume 14,

Number 1. (University of California Number, July,

1930.) Octavo of 278 pages with 54 illustrations. Per
clinic year, July 1930 to May 1931. Paper, $12.00;

Cloth, $16.00 net. Philadelphia and London: W. B.

Saunders Company, 1930.

Lewellys F. Barker, of Johns Hopkins University, w-as

the first visiting lecturer at University of California

Medical School. During November and December, 1929,

he was an active member of the medical faculty, taking

part in ward rounds and clinicopathologic conferences and

giving amphitheater clinics. This volume comprises reports

of his clinics during that period. First is an address on

the “Dangers of Neglect of Accuracy in Physical Ex-

aminations,” which every physician could read with profit.

The amphitheater clinics cover a variety of diseases pre-

sented in a most attractive manner with abundant illus-

trations. The clinic reports include various phases of ane-

mia, several on amebic dysentery, cirrhosis of the Uver, dia-

betes and other subjects. The clinicopathologic conferences

also cover a great variety of diseases, the reading of which

is of interest and profit. The host of physicians who
have come in contact with Dr. Barker’s fascinating per-

sonality will read these reports with great interest and

profit.

The Surgical Clinics of North America. (Issued se-

rially, one number every other month.) V’olume 10,

Number 3. (New York Number—June 1930.) Octavo
of 265 pages with 123 illustrations. Per Clinic Year,

February 1930 to December 1930. Paper, $12.00; Cloth,

$16.00 net. Philadelphia and London: VV. B. Saunders

Company, 1930.

This volume features clinical reports from leading New
York surgeons. Lilienthal and Honan each discuss certain

phases of pulmonary surgerj'. There are interesting reports

of operations on the genitourinarx- tract, various condi-

tions of the intestinal tract and other abdominal organs.

Fractures also are considered by a number of writers.

Many other interesting discussions are presented in this

volume.

Inefficiency of Metaphen as Skin Disinfect.ant. The

recently published experiments of Raiziss, Severac and

Moetsch, showing that metaphen in strengths of from

1:500 to 1:2,500 invariably sterilizes inoculated rabbit skin,

are invalid because the amounts of drug transferred to the

subcultures have been shown to be sufficient to inhibit

bacterial growth. Metaphen 1:500, tested by a valid meth-

od, with exposure for five minutes and subsequent drying,

cannot, according to the experience of Edwin C. White

and Justina H. Hill, Baltimore {Journal A. M. A., July S,

1930), be relied on regularly to sterilize normal human skin.
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ORIGINAL CONTRIBUTIONS

A THIRD TYPE OF TOXIC THYROID,ISM *

C. A. Roeder, M.D.

OMAHA, NEB.

AND

W. A. Killins, M.D.

GREEN BAY, WIS.

In this paper we desire to use the term “toxic

thyroidism” in preference to the term “toxic goiter”

because of the confusion and disagreement relative

to our present knowledge of structural as well as

functional disturbances of the thyroid gland and to

the lack of a standard terminology. Relative to the

etiology of goiter, it appears that merely the lack

of sufficient iodine is not the only factor. This

thought is strengthened by the universal observa-

tion that, in most instances, only one is afflicted,

while other members of the same family with sim-

ilar food, water, geologic and climatic environ-

ments remain free. This suggests a change or error

in physiologic chemistry, preventing an absorption

and chemical modification of iodine or other essen-

tial substances; or a sustained demand upon an in-

dividual thyroid gland in excess of the amount it

can normally secrete.

In considering the subject of goiter, three prob-

lems immediately present themselves, viz: (1) the

structure of a normal as well as a goitrous thy-

roid; (2) the function of a normal and goitrous

• Read before the Annual Meeting of American Asso-
ciation for the Study of Goiter, Seattle, Wash., July
10-12, 1930.

thyroid; and (3) the resistance or reaction of the

organism to the goitrous products. Temporary func-

tional or compensatory enlargements of the thyroid

should not be considered under the term “goiter.”

THYROID STRUCTURE

The thyroid differs from all other glands of in-

ternal and external secretion in that it contains

four different types of normal parenchyma, main-

taining a portion of its embryonic structure in de-

creasing proportions throughout the life of the or-

ganism. The various internal and external, normal

and abnormal environments of the organism, in-

cluding age, geologic and climatic changes, may
have an effect upon the structure and function of

the gland. In considering the structure of an ab-

normal thyroid or goiter, the structure of the nor-

mal gland should first be taken under considera-

tion. The four different types of normal paren-

chyma may represent a succession of events in thy-

roid metaplasia. In genealogic order of structure,

we have (1) the interfollicular or embryonic cell,

which decreases in proportion as the organism

grows older; (2) the fetal follicle, formed from the

interfollicular embryonic cells, which decreases in

proportion as the organism grows older; (3) the

mature follicle, formed quite likely from the fetal

follicle, which increases in proportion as the or-

ganism grows older; and (4) the colloid follicle

which is a resting or inactive unit, having the

same life history as the mature follicle. It probably

originated from the mature and even from the fetal

follicle.
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It cannot be disputed at present that the amount

and type of structure of the normal thyroid deter-

mines the amount and type of secretion produced.

Quite likely the fetal follicles do not secrete in

the fetus. Do they secrete later when the fetus

changes from a parasitic to a nonparasitic organ-

ism? In what manner do the fetal follicles of toxic

adenomata secrete? The function, and perhaps the

structure, of the thyroid quite likely differs during

the various epochs of vertebrate life, viz: fetality,

childhood, puberty, adolescence, maturity, men-

struation, pregnancy, lactation, menopause, senil-

ity, abnormal remote physiologic chemistry, ab-

normal remote endocrinism, toxemia, physical and

mental activity and fatigue. With so many factors

influencing the thyroid, a gland of four types of

normal parenchyma, and each quite likely having

different degrees of susceptibility and response to

stimuli, a standardized classification of normal and

abnormal structure, as well as function, seems most

remote for the present.

In considering the structure of hyperfunctioning

or toxic goiters, over which there remains no little

dispute as to a clinical classification, two definite

types of parenchymatous changes are always found,

viz: (1) parenchymatous hyperplasia, and (2) par-

enchymatous hypertrophy. Parenchymatous hyper-

plasia is represented by: (a) an increase in num-

bers of interjoUicular or embryonic cells which pro-

duce no secretion; (b) an increase in numbers of

the intrajolUcular secretory cells; and (c) an in-

crease in numbers of fetal follicles, encapsulated or

nonencapsulated. It is not known if mature and

colloid follicles ever increase in numbers. Paren-

chymatous hvpertrophy is represented by an in-

crease in size of cells and of follicles. So far as is

known at present, the only cell which increases in

size is the intrafollicular secretory. Relative to an

increase in the size of the follicles, we have the

enlarged follicles seen in exophthalmic and colloid

goiters. The development of a fetal to a mature

folicle is probably of negative significance in the

structure of goitrous thyroids. An overdeposit of

colloid and a prolonged hyperplasia and hyper-

trophy of intrafollicular secretory cells result in a

compensatory hyperplasia of reserve thyroid struc-

ture, viz: the fetal follicle and the interstitial

embryonic cell.

If the terms “parenchymatous hypertrophy” and

“parenchymatous hyperplasia” are to endure, they

should designate to which type of parenchyma of

the thyroid they are applied; the difference be-

tween hypertrophy and hyperplasia should also be

better understood and more correctly used. All

toxic goiters are quite likely accompanied by an

enlargement of the thyroid from 1 to 1000 per

cent or more, due primarily to a hyperplasia and

hypertrophy of a varying amount of intrajolUcular

secretory cells and of fetal follicles, and due sec-

ondarily to a hyperplasia of interjoUicular cells

and to an abnormal deposit of colloid. .\n increase

in numbers of interjoUicular cells and even of non-

encapsulated fetal follicles may be a compensatory

reaction; and the deposit of colloid, a modifying

factor. An overdeposit of colloid in our part of

the country is often followed by a compensatory

hyperplasia of fetal follicles and of interjoUicular

or embryonic cells. Colloid goiters are rarely seen

without an increase in numbers of fetal follicles,

encapsulated or nonencapsulated. The encapsula-

tion of large amounts of fetal follicles is more likely

to be accompanied in time by hyperthyroidism

from the fetal follicle.

THE FUNCTION OF A NORMAL AND GOITROUS THYROID

The results of the functioning of a normal and

abnormal gland depend directly upon two factors:

( 1 )
the amount and type of secretion produced,

and (2) the reaction of the organism to the thyroid

products. The normal gland has four phases of ac-

tivity: (1) the fetal; (2) the development of re-

mote structures and the maintenance of specific

chemistry from infantile to mature life; (3) the

maintenance of structure and specific chemistry

during mature life, including the support of the

fetus in the female; and (4) a decreasing func-

tion in senility. The various epochs of life with

their varying stimuli and demands must call upon

thyroid function in significant amounts, later call-

ing upon reserve function which may, in turn, bring

about primary' followed by secondary metaplasia,

hyperplasia and hypertrophy of any or all of the

parenchymatous structures of the gland. A knowl-

edge of the factors producing hyperplasia and

hypertrophy of each parenchymatous structure

would help greatly to solve the goiter problem.

S. Burt Wolbach and Harvey Cushing, at the Peter

Bent Brigham Hospital, found a marked hyper-

plasia of intrajolUcular secretory cells in cases of

hyperpituitarism of the anterior lobe (personal

communication). We recently operated upon a wo-

man for intrajolUcular secretory cell hyperplasia

and hypertrophy (exophthalmic goiter) who was

an advanced acromegalic. It appears evident that

intrajolUcular secretory cell hyperplasia may occur

without exophthalmos, but exophthalmos rarely if

ever is found without this type of parenchymatous
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change somewhere in the gland. When a decreas-

ing activity of life occurs, we know that the or-

ganism may spare more of its thyroid function, a

significant factor in thyroid surgery.

The thyroid, in one of its roles, apparently main-

tains the upper 40 per cent of metabolism. When
the mechanism, which maintains the lower 60 per

cent fails, is there a possibility of that failure stim-

ulating the gland to an increase in function which,

if maintained, brings about an increased structure?

Many individuals have a thyroid which cannot

maintain the upper 40 per cent of metabolism and

other essential activities, while others must con-

tend with an overactive gland, an overabundance

of normal structure or a lack of a balancing mech-

anism which holds the catalystic and other activi-

ties of the thyroid secretion within normal bounds.

The various ages, epochs, abnormalities, varying

amounts and multiplicity of normal thyroid paren-

chyma, and the inconstant balancing mechanisms

for endocrinisms as a whole, with geologic and cli-

matic influences, indicate that we must give the

gland a constant changing consideration and that

we shall, perhaps, never know the normal and ab-

normal percentage of parenchymatous structure in

normal and goitrous thyroids.

THE RESISTANCE OR REACTION OF THE ORGANISM
TO GOITROUS PRODUCTS

The resistance or reaction of the organism to the

goitrous products seems inconstant. The size of the

thyroid does not necessarily indicate the amount of

secretion. Is the active parenchyma represented by

the mature follicle only? Why does the fetal folli-

cle seem so active in toxic adenomata? Small doses

of thyroxin or thyroid extract are very stimulating

to some individuals, while others may take 100

grains or more of the same desiccated extract and

show no response. Absorption from the alimentary

tract and liver action may have some bearing in

such instances. Can a thyroid gland constantly

hypersecrete without parenchymatous changes? Is

hyperplasia limited to fetal follicles and to the

cells lining all three types of follicles—fetal, mature

and colloid? Must a thyroid always be enlarged to

be toxic? Does a toxic goiter always mean hyper-

thyroidism? Are there different forms of hyperthy-

roidism or thyrotoxicosis? Is a toxic goiter or

hyperthyroidism always accompanied by hyper-

metabolism? The resistance of the organism to

hypersecretion of any product from the thyroid

determines the direct status of that individual to-

wards any type of constant hyperthyroidism.

THYROIDISM

The results of the activities of any thyroid gland

may be considered under the term “thyroidism,” of

which we have two types: (1) normal and (2)

abnormal. Under both forms of thyroidism the

various ages and epochs, together with the various

internal and external environments of the indi-

vidual, must be given due consideration as modify-

ing factors.

ABNORMAL THYROIDISM

Abnormal thyroidism occurs in three forms: (1)

a complete or incomplete decrease in normal prod-

ucts; (2) a complete or incomplete increase in

normal products; and (3) a complete or incom-

plete increase in abnormal products. It seems logi-

cal to assume that any gland may secrete an ab-

normal product. Overfeeding of desiccated thyroid

products produces hyperthyroidism without exoph-

thalmos. If we could feed specific normal or abnor-

mal parenchymatous tissue alone, more information

might be obtained. The production of the syn-

drome of exophthalmic goiter has never been pro-

duced artificially in man, one fact which made

Plummer feel that it represented a secretion of

an abnormal product which he modified by the

administration of iodine. An increase in the secre-

tion of normal and abnormal products results in

numerous phenomena which we have been accus-

tomed to consider as goitrous toxicity and for which

we may use the term “toxic thyroidism.”

TOXIC THYROIDISM

Toxic thyroidism occurs with or without an ap-

parent and palpable increase in the size of the thy-

roid gland. Since we do not know the normal size

of any individual’s gland, a moderate though defi-

nite increase can not always be determined. It is

not known, therefore, whether or not any form of

toxic thyroidism is ever unaccompanied by a hyper-

plasia of fetal follicles and a hyperplasia and hy-

pertrophy of intrajollicular secretory cells. From

accurate estimations of the average basal meta-

bolic rates of many normal individuals, it is known

that a minus 12 and a plus 12 are within the nor-

mal range and that such readings carry little clini-

cal significance. It must be kept in mind, however,

that in the former individual with an average nor-

mal basal metabolic rate of minus 12, a later ac-

curate average basal rate of plus 12 indicates an

increase of 24 and, if maintained, signifies hyperthy-

roidism in the absence of other influencing factors.

Toxic thyroidism is generally looked upon as

accompanied by an increase in the amount of the
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secretory parenchyma and in the secretion of the

thyroid gland. An increase above normal in a de-

posit of colloid or in a large number of interstitial

or embryonic cells has no direct bearing upon the

secretory or toxic properties of any goiter. Iodine

increases the colloid deposit in exophthalmic goi-

ters, but has the presence of colloid a direct bear-

ing upon lessening the toxicity of the gland? Col-

loid is practically absent in both types of toxic

follicles, the hyperplastic fetal and the more ma-

ture follicle with hyperplasia and hypertrophy of

its secretory cells.

The terms “primary and secondary toxic goiters”

are useful in that a so-called exophthalmic goiter

may originate in a normal gland and is then a pri-

mary exophthalmic, or it may originate in a colloid

or colloid adenomatous gland and is then a second-

ary exophthalmic. A standardization of termin-

ology is feasible and easily attained but is far from

a universal application. The exophthalmic goiter

may be called an intrafollicular secretory cell hy-

perplasia; the adenomatous, a fetal follicle hyper-

plasia
;
and there may also be a mixture of both.

In all instances, toxic thyroidism occurs: (1)

when the intrafollicular secretory cells of a normal

gland’s mature and colloid follicles increase in num-
bers and size—follicular cell hyperplasia and hy-

pertrophy—producing what is termed “an exoph-

thalmic goiter”; and (2) when fetal follicles in-

crease in numbers— encapsulated fetal follicle

hyperplasia—producing what is termed “an adeno-

matous goiter.” The small fetal follicle is always

present in great numbers in all goiters and may
be deceptive in the microscopic diagnosis. They
cause more confusion in structural classification

than all of the other parenchyma, particularly in

exophthalmic goiter when they are found in greatly

increased numbers and rarely encapsulated. Wilson

and Goetsch have designated this as adenomatosis

which, I think, may be a compensatory response in

the presence of an exhaustive h}^erplasia of cells

lining follicles. Interstitial or embryonic cells and

fetal follicles, from which other follicles arise, de-

crease in proportion as the normal gland increases

in age (fig. 1). If demands upon the gland occur

before senility, a compensatory hyperplasia occurs

which is normal and most confusing to a micro-

scopic study limited to one section.

Toxic thyroidism is considered as being accom-

panied by an enlargement of the thyroid and an

increase in metabolism. We see many individuals,

who have one or more fetal adenomata with an

average basal metabolic rate of around normal, who

gain in weight and lose their previous nervous and

cardiac irritability by removal of the adenomata. I

Their metabolic rates, under usual activity and

nourishment, must be well above the normal active

rate. Such cases represent adenomatous goiters

with an average normal basal metabolic rate, which

hypersecrete to a degree of toxicity under activity

and regular nourishment. We, therefore, must rec-

ognize two types of adenomatous goitrous toxemia:

one with an increase in basal metabolism, and one

without.

Practically all individuals with exophthalmos

and hyperplasia of the cells lining all three types

of follicles, which we term “exophthalmic goiter,”

have a marked increase in basal metabolism. In

fact, basal metabolic readings, when increased, are

generally assumed to be due to hyperthyroidism.

It is fully as illogical to assume that there is only

one form of thyroid secretion as to assume that

there are more. Does a toxic goiter always mean

hypermetabolism and hyperthyroidism? When a

hypersecretion of all thyroid products occurs, quite

likely hypermetabolism occurs. When a hypersecre-

tion of a portion of thyroid products occurs, hyper-

metabolism may not occur. This brings us to the

title of our paper “A Third Type of Toxic Thy-

roidism.” From our gross and microscopic studies

of all the goiters we have removed, the number of

which approaches 2,000, and from the studies of

many others, we have reached an unbiased inter-

pretation which agrees with that of H. S. Plummer

who feels that we have more than one type of toxic

thyroidism which, when occurring in pure forms,

emanates from two types of thyroid parenchyma,

e.g., ( 1 )
hyperfunctioning or toxic fetal adenomata

or fetal follicle hyperplasia; and (2) a toxic secre-

tion from hyperplastic and hypertrophic secretory

cells lining any type of follicle, known as exoph-

thalmic goiter. Both of these types are usually ac-

companied by hypermetabolism and other symp-

toms and signs of a systemic irritation. In pure

forms they are entirely different clinical syndromes.

Old hyperfunctioning toxic adenomatous goiters

often develop the syndrome of exophthalmic goiters,

due to an additional change in the intrafollicular

secretory cell which did not exist before.

We have a series of cases to report which, we

feel, represents a distinct form of toxic thyroidism

and which is closely related to the type known as

exophthalmic goiter. It is represented by exoph-

thalmos, with or mthout an increase in the size of

the thyroid gland, with average basal metabolic

readings around or below the normal point and ac-
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fetal follicle and interstitial cell reserve of thyroid Gland from

FETALlTY TO SENILITY

NORMAL THYROID

1

2

3

A
NORMAL THYROID STRUCTURE

EMBRYONIC OR INTERSTITIAL CELLS
FROM WHICH FETAL FOLLICLES ARISE?

©©©©oooo

fetal or reserve follicles from
WHICH mature follicles arise?

® ® ® ® ®

large fetal follicles or small
mature follicles?

MATURE follicles

B
abnormal thyroid structure

hyperplasia and metaplasia of
interstitial or embryonic cells

9

hyperplasia of fetal follicles

hypertrophy and hyperplasia of
CELLS LINING FETAL, MATURE AND
colloid follicles

colloid follicle

•i

Fig. 1. Shaded area represents roughly, in the normal
thyroid, the percentage of interstitial or embryonic
cells and fetal follicles from fetal life to senility.

Note the steady decrease as age increases. In goi-
trous thyroids, this change is less marked, indicat-
ing a hyperplastic compensating reserve of basic
thyroid parenchymatous structure, which may result
in fetal adenomata or more advanced metaplasia to
enlarged follicles, the secretory cells of which may

companied by a hyperplasia and hypertrophy of

the secretory cells lining the follicles. The micro-

scopic picture of the gland resembles that of exoph-

thalmic goiter. Its course is not influenced by the

administration of iodine, and the exophthalmos in-

become hyperplastic and hypertrophic. Under column
A, the normal structure is illustrated, all of which
is found in a varying proportion throughout life. If
any one of the structures greatly increases in vol-
ume, an enlarged thyroid or goiter results. Only two
types of hyperplasia result in toxic thyroidism, i.e.,

6 and 7. Number 6 results in hyperplastic fetal fol-

licular toxic thyroidism, and number 7 results in in-
trafollicular secretory cell toxic thyroidism. Hyper-
plasia of numbers 5 and 7 merely enlarge the gland.

creases or remains stationary. The administration

of minute doses of thyroid extract increases the

exophthalmos and produces marked stimulation

and an increase in the basal metabolic rate.

This type of toxic thyroidism occurs previous to
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any surgical interference with the thyroid and also

after 80 to 90 per cent of an exophthalmic goiter

of a pure type has been resected, with a resulting

basal metabolic rate of close to or far below nor-

mal. When following surgical resections, it has, in

my experience, been associated primarily with a

pure or primary exophthalmic goiter. By a pure or

primary exophthalmic goiter, we mean a hyper-

plastic and hypertrophic change of intrajollicular

cells occurring in a normal thyroid gland. This

type of thyroidism does not display in the patient

the stimulation seen in the normal toxic goiter

case. The patient is noticeably calm and even de-

pressed. The loss of weight is negative and the

heart rate is practically normal. They come to the

physician complaining of an exophthalmos and

weakness. The late Harold Gifford, who referred

two of these cases to us, termed the condition

“pseudo-Graves’ disease.”

Israel Bram {Endocrinology, vol. 13, pp. 164-

180, 1929) in a series of 4000 goiters found that .5

per cent occurred with low metabolic rates. It

would be interesting to know the type and size of

the thyroid, the degree of exophthalmos and the

final results in each of these cases. Margaret M.

Kunde {American Journal of Physiology, vol. 82,

pp. 195-215, 1927) reports the production of

exophthalmos in rabbits, whose thyroids were re-

moved and in a condition of myxedema, by the ad-

ministration of thyroid extract. In the human no

examples of exophthalmos have been produced by

the administration of thyroid extract to myxede-

matous patients. Leo M. Zimmerman {American

Journal of the Medical Sciences, July 1929) re-

ports eight cases of hyperthyroidism, in which the

exophthalmos became more marked after the pro-

cess had been modified by a partial thyroidectomy

and the basal metabolic rate had been brought to

normal. His series appears similar to our postopera-

tive cases. We have been unable to find a report of

cases similar to those we are now reporting which

have not been operated upon.

The only treatment we know of is as complete

removal of the thyroid as possible without injuring

adjacent important structures. This is based upon

the thought that, if iodine or thyroid extract does

not alleviate the exophthalmic condition, which has

been the result in this series of cases, the patient

is benefited by a complete removal of the offending

tissue and the administration of normal thyroid ex-

tract.

CONCLUSIONS

The thyroid gland in a normal structural and

functional state contains four types of parenchyma

which normally change in proportion to the indi-

vidual’s age and to internal and external environ-

mental stimuli. All types of goiters are due to a

hyperplasia of one or all of the different paren-

chyma. Those goiters which secrete a substance

sufficient to produce an increase in metabolism and

other toxic manifestations bring about this condi-

tion by one or two structural changes, viz: (1) a

hyperplasia of fetal follicles represented by encap-

sulated or nonencapsulated adenomata, and (2) a

hyperplasia and hypertrophy of cells lining fetal,

mature and colloid follicles, which generally pro-

duce in time the well-known clinical picture desig-

nated as exophthalmic goiter.

In many instances, hyperplasia of fetal follicles

produces sufficient secretion to bring about a car-

diovascular and nerve tissue irritability without an

increase in basal metabolic rates. Removal of these

adenomata restores the patient to satisfactory

health. The complete lack of a change in structure

of fetal follicles from the normal, when they are

h)T)ersecreting in a toxic adenoma, is confusing but

characteristic. Another puzzling condition with

fetal adenomata is the relief of hyperthyroidism

when these adenomata are removed after they are

more or less completely degenerated and structur-

ally present an appearance of lost function. In

practically all instances, hyperplasia and hyper-

trophy of the secretory cells lining follicles produce

the clinical picture of exophthalmic goiter, with a

var3dng degree of enlargement of the thyroid and

of exophthalmos. To date, no one has ever reported

a thoroughly studied case of exophthalmos, with

toxic thyroidism and hypermetabolism, without the

presence of hyperplasia and hypertrophy of the

cells lining many of the follicles. From a structural

viewpoint, a hyperplasia of fetal follicles is an en-

tirely different affair.

There is here reported a group of cases with or

without a palpably enlarged thyroid, with a normal

or subnormal basal metabolic rate, with progressive

exophthalmos, with no cardiovascular or nerve tis-

sue irritation, with the thyroid glands showing a

hyperplasia and hypertrophy of cells lining the fol-

licles and with no modification by the administra-

tion of iodine but with a marked susceptibility to

desiccated thyroid extract, particularly the exoph-

thalmos. In other words, we have a clinical condi-

tion represented only by a progressive exophthal-

mos, and a hyperplasia and hypertrophy of follicu-

lar cells occurring before a surgical resection or

after an extensive resection with very little func-
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)l tioning thyroid tissue remaining. ]\Iost of these

cases demonstrated a paralysis of the superior rec-

I tus muscle by inability to elevate the eyeball. As

t

l
the exophthalmos increased, the inability to elevate

I

the eye increased.

1
j

C.ASE REPORTS

I, Case 1. J. P. F., University Hospital 31949, male, age 39.

I For past two years, increasing unilateral left exophthalmos,

i
One year after onset, left orbit explored by ophthalmic sur-

I

geon for tumor, owing to marked and progressive unilateral

exophthalmos with no other symptoms or signs of any other

disease and no loss of weight or strength. Six months after

I operation, right-sided exophthalmos began and after anoth-

er six months he presented left exophthalmos * * + and

1
right * * * and B M R minus 2. About twenty-four months
after onset of left and six months after onset of right

exaphthalmos, first signs of hyperthyroidism began with

I ! Fig. 2, Case 1. Fniv. Hosp. 31949. Preoperative exoph-
i

thalmos. Right, grade 1-|- and left, grade 3-|-. Left
orbit explored by experienced ophthalmic surgeon for

; intraorbital tumor. Basal metabolic rate at this time
was minus 12; pulse rate of 72; thyroid gland barely
palpable and very hard. Exophthalmos increased for one
year: when reexamined, found a basal metabolic rate
of plus 17; a markedly enlarged thyroid, grade 2;
pulse rate of 100; and right exophthalmos, grade 2+;

,

left, grade 4 with advanced conjunctivitis. Bilateral

j

resection performed May 30, 1930.

increased appetite, tachycardia only on exertion, loss of

weight of ten pounds and slight nervous irritability. The
pulse rate averaged 78, and the blood pressure averaged

132/72. The average basal metabolic rate was plus 15,

and the thyroid gland was hard but palpably not enlarged.

Lugol’s solution, 10 drops t.i.d., in one month produced an

average basal metabolic rate of minus 12 which remained

thereabouts for the following year with a continuous in-

gestion of 10 drops t.i.d. During the last year, the exoph-

thalmos gradually increased with a resulting left con-

junctivitis owing to the exposed eyeball which could, at

no time, be covered by the eyelid (fig. 2). In May, 1930, I

removed practically all of the thyroid gland, leaving only
enough to protect the parathyroids and the recurrent
laryngeal nerves. The radical resection of the gland was
advised with the thought of removing all of the tissue pro-
ducing the progressive exophthalmos. The microscopic
sections revealed hyperplasia of the intrafollicular cells, in-

volving most of the mature-size follicles.

Case 2. L. Y., G-4716, male, age 57. This patient, a
traveling salesman, complained of weakness and tachy-
cardia for the past year, during which time he had drop-
ped in weight from 250 to 200 pounds. He had not no-
ticed any other symptoms until two months before exam-
ination, when a marked coarse tremor developed. He had
taken 10 drops of Lugol’s solution t.i.d. for two months
without benefit. His physical inspection revealed a man
greatly overweight after having lost fifty pounds, with a
pulse rate of 98, blood pressure 142/84 and a hard thyroid
gland barely palpable. There was no exophthalmos, stare

or lagging lids. Both upper and lower lids were puffy.

Fig. 3, Case 2, G-4716. Postoperative exophthalmos.
Note the puffy eyelids but no exophthalmos. Photo-
graph taken before operation. Typical case of exoph-
thalmic goiter sans goiter.

Two basal metabolic rates averaged plus 17. A bilateral

resection of a hard gland about one and one-half times

the normal size was performed, leaving about one-tenth

the amount of a normal gland. He immediately improved

to normal from all previous complaints, excepting his

strength which he has never fully regained. Nine months

later, he returned to us complaining of weakness and an

increasing exophthalmos which he first noticed three

months after the operation, when he consulted Dr. Ralph

Richards of Salt Lake City who found his basal metabolic

rate below normal. Our findings, nine months after the

operation, were: a basal metabolic rate of minus 14, a drop

of 31 from the reading just previous to his operation; a

right exophthalmos of grade 2 plus and left of grade 1.

The right superior rectus muscle was almost completely

paralyzed, and the only manner in which he could elevate
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his eye was to throw his head backward and contract his

orbicularis muscle. He was given thyroid extract and

Lugol’s solution with practically no improvement. In this

patient, the exophthalmos came on after the hyperthyroid-

ism disappeared and during a minus 14 metabolic rate

(figs. 3 and 4).

Case 3. M. B., G-4086, female, age 46. This patient was
a farmer’s wife, married 29 years with seven children.

.About four years before our consultation, she was sick for

one year with exhaustion. Since then, the patient has

never fully recovered in strength. Three and one-half years

after the above spell of exhaustion had receded, she first

noticed a goiter which enlarged steadily for six months,

during which time under her family physician’s care she

Fip. t, C.1 S8 G-4716. Fo.'^toperative exophthalmos.
Note same piiffiness of eyelicis and marked exoph-
thalmos. Right eye pade 3 plus; left eye grade t'.

Note paralysis superior rectus of right eye. Photo-
graph taken one year after operation with basal
metabolic rate of plus 1 and with normal weight, but
with marked weakness, general muscular asthenia;
all symptoms and signs developing soon after the
operation. Pulse rate. 70 to SO. Eugol’s solution
taken constantly.

lost thirty-two pounds and continued losing. During her

examination she remained listless, in marked contrast to

the typical exophthalmic goiter case. Her pulse rate varied

from 100 to 122, and the blood pressure was 133 '75. The

thyroid was firm and felt about two and one-half times

the normal size with no bruits or thrills. There was no

exophthalmos, stare or lagging lids. .An average basal

metabolic rate of plus 32 was found after twelve hours

of rest with no food. .A bilateral resection was done with

a rapid gain in weight and strength to normal, with a pulse

rate of 80 and a basal metabolism rate of minus 5 three

weeks after the operation. Six months later, the patient

returned with a bilateral exophthalmos, grade 2, and an

inability to raise the eyeballs. She had lost strength which.

Fig. 5 . Case 3. G-4086. Postoperative exophthalmos.
Previous to operation basal metabolic rate was plus
33; enlarged thyroid grade 2; pulse 132; and no exoph-
thalmos. Six months later, basal metabolic rate was
minus 21: no palpable thyroid tissue: pulse 72: and
marked e.xophthalmos grade 3. Bilateral paralysis
of superior recti muscles.

Fig. 6, Case 4, G-ri044. Postoperative increase in exoph-
thalmos. Previous to operation, bilateral exophthal-
mos grade 1. Si.x months later, grade 3. Basal meta-
bolic rate previous to operation was plus 33. Six
months later, basal metabolic rate was minus 16 and
no thyroid tissue palpable. Lugol’s solution taken
constantly.

however, was partly at least from worry. Her average

basal metabolic rate was minus 21. This patient was dif-

ficult to control, and she was given thyroid extract alone

elsewhere, which brought on symptoms of an exophthalmic
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Fig. 7. Case a, G42S3. Preoperative exophthalmos.
Progressive exophthalmos with paralysis of superior
recti muscle.s. Basal metabolic rate of minus 14, slow
hypometaholic activity; pulse of 78. No goiter, thy-
roid barely palpable and very hard. Operation refused.

goiter which brought her back to us again, when we found

her basal rate to be plus 25. There could not be palpated

any thyroid tissue and during this spell of hyperthyroidism,

under thyroid extract, she became more normal and felt

better in general, excepting for her eyes. She has consulted

numerous physicians since with no improvement in her

eyes. In this patient, the exophthalmos came on after

hyperthy roidism disappeared and during a minus 21 basal

metabolic rate (fig. 5).

Case 4. L. M., G-S044, female, age 54. This patient had
never married and was refeired to me by Dr. VV. J. Davies

of Fremont, Nebraska. She was always well until two and
one-half years before October 10, 1928, when she first no-

ticed bilateral exophthalmos soon followed by an enlarged

and noticeable thyroid, nervousness, tremor, loss of weight

and strength and edema of the ankles. Upon examination,

there was found an exophthalmic goiter with bruits and
thrills, about four times normal in size and firm in con-

sistency; a pulse rate of 124, a basal metabolic rate of

plus 33, and blood pressure 160/80, The bilateral exoph-

thalmos was considered minus 1. Two weeks later, a bi-

lateral resection was performed with a rapid return to nor-

mal health and a basal metabolic rate of minus 5. Two
months after the operation, the patient returned complain-

ing of an increasing bilateral exophthalmos and conjunc-

tivitis, due to the lids not covering the eyeballs while

winking and sleeping. The exophthalmos was then about

3 plus, the conjunctivae markedly congested, and an in-

ability to elevate the eyeballs was noticed. The pulse rate

averaged 70, the blood pressure was 122/82, and the basal

metabolic rate averaged minus 16. She had gained 30

Fig. 8, Case 6, G-5507. Preoperative exophthalmos;
basal metabolic rate, minus 16; pulse 80; and thyroid
hard but barely palpable. Exophthalmos bilateral,
grade 1 plus. Administration of 1 grain of thyroid
extract daily for 10 days increased the basal meta-
bolic rate to plus 8 with a pulse of 140 and exoph-
thalmos greatly increased. Six months after opera-
tion, a complete cure.

Fig. 9, Case 7, G 5898. Patient, age 10. Complaint, uni-
lateral exophthalmos and irritability for four weeks
past. For one year previous, suspicions of pulmonary
tuberculosis. No signs of stimulation or hyper-
metabolism but skin warm and moist. All other phys-
ical and laboratory tests negative. Surgery not ad-
vised and Lugol’s administered with negative results.
One year later, condition the same.
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Fig. 10, Ca.se S. G 2105. Preoperative bilateral exoph-
thalmos grade 1-f-; marked puffiness of eyelids. Basal
metabolic rate plus 2; pulse 76; thyroid gland barely
palpable only because of extreme hardness and esti-
mated to be normal in size. Bilateral resection per-
formed, leaving about one-tenth the size of a normal
gland. Photograph taken one week after operation.
Six months later, basal metabolic rate of minus 15:
exophthalmos receded about 75 per cent and general
feeling of good health with the exception of cold intol-
erance and mild aching of joints. Administration of
thyroid extract, grains 3 per diem for two weeks, re-
sulted in great increase in exophthalmos to grade
2-, pulse of 136 and basal metabolic rate of plus 22.
One month after cessation of thyroid extract, the
exophthalmos almost disappeared and pulse returned
to 82. A third basal metabolic rate was not taken but
easily estimated over 20.

pounds and felt perfectly well, excepting for the exoph-

thalmos. Lugol’s solution was prescribed, and one year

later the eyes were about the same (fig. 6).

Case 5. M. S., G-4283, male, age 47. This patient was
an eastern Nebraska farmer and was referred to me by the

late Harold Gifford as a case of “pseudo-Graves’ disease.”

He had been perfectly well until four months before June
14, 1927. -At that time the patient had the “flu,” during

which he had a tremor, palpitation, occipital headaches

and nervousness and a loss of ten pounds without gastro-

intestinal abnormalities. One month after attack of “flu,”

which debilitated him three weeks, his eyes began to pro-

trude with a constant feeling of irritation as though a

foreign body were within. The progressive exophthalmos

brought him to Dr. Harold Gifford. The superior recti

muscles were “paralyzed” as the patient was unable to

elevate the eyeballs. The usual laboratory data were nega-

tive, including a Wassermann. The basal metabolic rate

was minus 14, the blood pressure was 128/64, and the

pulse rate was 82. The thyroid was barely palpable but

firm in consistency, and there were no bruits or thrills.

The exophthalmos was graded 2 plus and the eyes had
the typical stare. The upper eyelids lagged a triflle, and

both lids were puffy. There was a very slight fine tremor

of the fingers. The patient acted “hypometabolically,”

sluggishly and indifferent, in marked contrast to the usual

activities of an exophthalmic goiter case. He refused sur-

gerx' and has not replied to inquiries. He was advised to

take iodine to reduce the interfollicular cell hyperplasia
and also thyroid extract to increase the basal metabolic

;

rate (fig. 7).

Case 6., G. W., G-5507, female. This patient, a married
woman with three children, came to the hospital com-
plaining of weakness and palpitation of two years’ dura- i

tion, and severe headaches, spells of vomiting and a loss '

of ten pounds in weight for seven weeks. For the past
'

three months, she noticed a progressive exophthalmos wdth
i

diplopia. At no time had she noticed a goiter. Her pulse
'

rate, 80; blood pressure, 100/92, and her average basal

metabolic rate was minus 17. Both eyes were equal with
an exophthalmos grade 1 plus. The thyroid was barely

|i

palpable with a noticeable isthmus. One-grain doses of

thyroid extract, within eight days’ time, increased her

pulse rate from 80 to 120, the exophthalmos to grade 2

and her basal metabolic rate to plus 8. Owing to her

gastrointestinal complaint and bilateral exophthalmos, in
;

spite of her minus 17 basal metabolic rate previous to

stimulation by thyroid extract, a bilateral resection of her

thyroid w'as performed with a disappearance of the gastro-
,

intestinal symptoms and a deep severe headache. There
is a greater degree of exophthalmos nine' months later

(fig. 8).

THE CL.ASSIFICATIOX OF GOITER*

S. D. Van Meter, M.D.

DENVER, COLO.

It has always been hard to understand why so

many members of the medical profession are poorly

informed about the few established facts concern-

ing goiter. This certainly cannot be the result of

lack of interest in a problem so vital to the health

and future of our race. We think it is due to be-

wilderment caused by present complicated and un-

satisfactory classifications of goiter. This is unfor-

tunate, since in studying any disease we must start

with a lucid definition and classification of that

disease.

The dictionary definitions are inaccurate since

they do not define the entity known as goiter.

Classifications in goiter literature confuse instead

of enlighten the reader. In many instances authors

have failed to realize the necessity of beginning

with a clear statement of their conception of goiter.

They have frequently disregarded the fact that

goiter, although the most common, is but one of

many diseases of the thyroid, and have included

other diseases in their classifications. Many have

made the mistake of selecting outstanding but in-

constant characteristics, such as exophthalmos, to

designate a type.

.Attempts at classification on a histopathologic

basis are to be commended. They are sure to fail,

* Read before the .Annual Meeting of -American .Asso-
ciation for the Study of Goiter, Seattle, Wash., July
10-12, 1930.
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however, as long as histopathologists hold their

present widely divergent views. This state of affairs

will continue until the basic cause of goiter is

known. The discovery of that cause will decide

whether or not there is more than one primary

type of goiter and make it possible to formulate

a classification upon an etiologic basis, the only

rational one.

In the meantime, however, we must have some

classification in order to be understood when writ-

ing and speaking on the subject of goiter. Let us

< avoid the aspects of the problem on which opinions

differ widely and found our classification on facts

and established hypotheses.

No one disputes the fact that man and many of

) the lower animals suffer from goiter; that its cause

j
is intimately associated with drinking water, food

I

I and sanitation; or that its first stage is a disturbed

function or physiology of the thyroid gland, espe-

cially that of iodine metabolism. Iodine is agreed

to be an efficient preventive, but many contest the

claim that goiter is caused solely by iodine de-

I

ficiency. All agree that children of goitrous par-

ents are susceptible to goiter, and that deafmutism,

' cretinism and other kindred conditions are often

, stigmata of the disease. When we try to move

further we meet disagreement. For example, there

is much to support the theory that there is more

than one primary type’ of goiter. The most ardent

partisan of the theory, however, does not pretend

II
that he can prove it.

We should always be willing to listen to new

C opinions on an unsettled question. Even though

j confident of our solution, we should not expect it

) to be accepted until it is sustained by scientific

q proof. LTntil we have proof to the contrary, it is

t safer to consider goiter as a single disease of many

phases. We would define goiter according to its

t definitely accepted characteristics as, a disease of

« unknown cause, the most common characteristics of

s which are disturbed function and enlargement of

the thyroid gland.

With this definition of goiter as a foundation we

r shall classify the types of the disease met with in

^ routine practice.

The most natural and practical division, on

• which there is no disagreement is that based upon

f physical characteristics. This principle gives us,

i first, the symmetrical; and, second, the nodular.

3 Each of these classes may in turn be divided, first,

t into nontoxic; and, second, into toxic, according to

r resulting constitutional symptoms.

These divisions are difficult to make in border-

1

line cases. The palpating hand may not be able to

feel a deep or small nodulation. The cardinal signs

of toxicity may be so slight that they are not

recognized. These two general divisions, however,

serve us well in classifying the common clinical

types seen in every day practice.

As a rule symmetrical goiters represent an early

stage, and nodular goiters a later stage of the dis-

ease which at the first was only a disturbed

physiology of the thyroid. We find that the large

majority of nontoxic symmetrical goiters occur in

the first and second decades of life.

The most common variety of toxic symmetrical

goiter is generally known as exophthalmic goiter.

Parry’s disease. Graves’ disease or primary Base-

dow. We prefer to designate this variety as toxic

hyperplastic goiter, since toxicity and hyperplasia

are constant clinical and histopathologic charac-

teristics, w’hile exophthalmos occurs in less than

fifty per cent of cases.

The majority of nontoxic nodular goiters occur in

the third and fourth decades of life. Together they

constitute that large class frequently called non-

toxic adenomata. Since the tumors are not adeno-

mata in the strict sense, we prefer to use the term

nontoxic nodular goiter. This term should always

be used with caution, since the activity or toxicity

of goiter may be so well masked that it deceives

the best clinician. The onset and progress of tox-

icity in the nontoxic nodular type are so insidious

that we must be very careful before giving an

opinion of nontoxicity.

Toxic nodular goiter is the most common type

of toxic goiter in the middle and later decades of

life. In all probability it occurs in three varieties.

The first is probably due to perversion of secre-

tion and to degenerative tissue changes in the nod-

ules. In the second there is an associated histo-

pathologic picture of the toxic hyperplastic variety.

In the third the toxicity is the result of a combina-

tion of toxic hyperplasia and degenerative changes

in the component tissue of the nodules.

To illustrate our conclusions we offer the follow-

ing graphic representation of this simple classifica-

tion, the same as has been agreed upon by the

Committee on Classification and Nomenclature of

this association.

GOITER

Symmetrical Goiter Nodular Goiter

1. Nontoxic symmetrical 3. Nontoxic nodular

2. Toxic symmetrical 4. Toxic nodular

While we are ready to admit that this classifica-

tion is not complete, we believe its simplicity alone
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commends it as practical until we are able to for-

mulate a classification on etiology. Unfortunately

this is impossible until the basic cause of goiter is

known.

The common error of confounding outstanding

symptoms, varieties and sequelae of goiter with

types of the disease has been responsible for much

of the confusion in goiter literature, and especially

in the classification of goiter. For e.xample, emi-

nent authorities have even gone so far as to desig-

nate cretinism and myxedema as types of goiter.

While these conditions are well recognized sequelae,

they certainly are not types of goiter. The indis-

criminate interchange of terms applied to symp-

toms, characteristics, sequelae and types must be

discontinued before we can hope for any clarifica-

tion of the present hodge-podge of classification.

Xo objection can be raised to the number of

varieties of goiter one may choose to enumerate so

long as the terms are descriptive of characteristics.

Duplication of the same entity under different

names is inexcusable. It should be discouraged.

To aid in making these points clear, the fol-

lowing tabulated resume of the most common va-

rieties of goiter seen in the four types of our classi-

fication is presented.

THE MOST COMMON CLINICAL V.ARIETIES OF GOITER*

Type I

Nontoxic Symmetrical Goiter

a. Congenital goiter (Varieties representing the large

b. Goiter of childhood majority of inactive (?) col-

c. Goiter of adolescence loid goiters of the early dec-

d. Goiter of pregnancy ades of life.)

Type II

Toxic Symmetrical Goiter

a. Toxic hyperplastic goiter (Exophthalmic goiter, Parry’s

disease, Graves’ disease, or

primary Basedow.)

b. Atypical varieties (Probably variations of a.)

Type III

Nontoxic Nodular Goiter

a. Nodular goiter without symptoms, other than hypo-

function. (Frequently designated as nontoxic adenoma-

tous goiter, fetal or adult.)

Type IV

Toxic Nodular Goiter

a. Nodular goiter with toxic symptoms, the result of per-

version of secretion and degenerative changes of com-

ponent tissue. (Frequently designated as toxic adeno-

matous goiter.)

b. Nodular goiter with toxic symptoms in which there

is an associated histopathology of toxic hyperplastic

goiter. (Secondary Basedow, adenomatous goiter with

hyperthyroidism.)

c. Nodular goiter with to.xic symptoms due to a combi-

nation of a and b. (Mixed type.)

* Malignancy may occur in any of these types and
should then be classified as malignant goiter of the
particular type in which malignancy has developed.
Deafmutism, cretinism and kindred conditions are se-

quelae and not types or varieties of goiter.

Xeoplasms of the thyroid, benign or malignant,

inflammatory conditions and tumors the result of

knowm infections and causes other than the goiter

noxa, are not goiter.

The term malignant goiter should be applied

only to malignancies which have developed in thy-

roid glands, where there is preexisting goiter. Such

terms as congenital, adolescent, colloid, cystic,

toxic, atheromatous, intrathoracic, malignant, sub-

sternal and exophthalmic should be used to desig-

nate varieties and not types of goiter. Unless this

principle is observed, the almost endless special

characteristics of the numerous phases of the dis-

ease w’ould so greatly increase the number of types

that simplicity in classification would be rendered

utterly impossible.

The partisans of the theory that there is more

than one primary t3qie of goiter, and especially

those who believe that the toxic hyperplastic va-

riety is a disease distinct from endemic goiter,

should consider other diseases which show- mani-

festly different clinical syndromes, but which arise

from a single cause.

It is a far cry from the clinical picture of the

Hunterian lesion to that of paretic dementia, but

not many years ago X'oguchi proved that they were

both caused by the treponema pallidum. Is it not

possible that the classical syndrome of toxic hyper-

plastic goiter is due to the same basic cause as

that responsible for other types of goiter, although

there is no recognizable similarity in their histo-

pathologic picture? May not the apparent differ-

ence in the syndrome of the acute form and that

seen in long standing cases be due to the peculiar

constitution of the patient, to his lack of resistance,

or to unknown factors and not to a different pri-

mary etiology?

This simple classification formulated upon the

undisputed characteristics of goiter is offered with

confidence that its adoption would accomplish

much in the simplification of the study of the

disease. This desideratum cannot be expected of

classifications formulated upon any basis, the essen-

tial features of which are not accepted as estab-

lished facts.

Reconstruction of Urethra and Penis Following Ex-

TENSWE G.xngrene. In this case R. S. Mallard, Forth

Worth, Texas (Journal A. M. A., .A.ug. 2, 1930), used a

skin flap from the abdomen because there was not enough

skin left on the penis following a gangrenous process to

be used as a flap. A free graft of full thickness of the

skin from the thigh w'as first used unsuccessfully. The final

result is not perfect, but the patient is able to have sexual

intercourse in some satisfactory manner and to void

through the newly constructed urethra.
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THYROTOXICOSIS AND NEUROSIS
THEIR DIFFERENTIAL DIAGNOSIS *

Lindon Seed, M.D.

CHICAGO, ill.

-Associate in Surgery, University of Illinois

For the purpose of determining criteria for the

differential diagnosis of thyrotoxicosis and neurosis,

thyrotoxicosis can be defined as a constitutional

disease, the symptoms of which are alleviated with-

in two weeks following a subtotal thyroidectomy.

Such a dogmatic definition is academically incor-

rect but in the final analysis of the border line

cases, after a careful consideration of all the data

including the basal metabolic rates and the patho-

logic findings, the decision is most frequently made
by answering the question, “Did the patient’s

symptoms disappear almost completely and imme-

diately following a thyroidectomy?’’ Judgment in

distinguishing between these two conditions is usu-

ally obtained by trial and error. A series of pa-

tients whose symptoms are not specifically charac-

teristic are operated upon for thyrotoxicosis. Some
promptly recover and thus justify the diagnosis;

others do not improve or, if they do, the improve-

ment is only temporary or occurs after months of

continuous complaining and thus does not justify

the diagnosis.

In a goitrous belt, of the patients who present

themselves for examination complaining of a goi-

ter or goiter trouble, only eighty-five per cent will

actually have either a goiter or goiter trouble.

Thirty per cent will have palpable goiters which

have no relation to the symptoms presented. Of

these two groups of patients, constituting about

half the total number, some may have organic dis-

ease other than in the thyroid gland, but if the

diagnostician is perfectly candid, his final diagno-

sis, after a thorough examination, in the vast ma-

jority of them is neurosis. This is a dangerous

diagnosis, an admission that he does not know any

organic cause for the symptoms. After having made

this diagnosis he can offer no specific treatment but

he can at least resist doing a thyroidectomy. .'\t

the present time, when a basal metabolic rate of

plus twenty is so easy to obtain, when thyroidecto-

mies are performed with greater safety and less

provocation than formerly, neurosis might be de-

fined as a symptom-complex which has no relation

to the thyroid gland and is not relieved by a sub-

total thyroidectomy.

* Read before the Annual Meeting of American Asso-
ciation for the Study of Goiter, Seattle, Wash., July
10 - 12

, 1929 .

The cardinal features of thyrotoxicosis are: (1)

A loss of w'eight and strength, (2) tachycardia,

(3) nervousness and tremor, (4) a goiter, (5)

exophthalmos, (6) an elevated basal metabolic

rate. After a consideration of these symptoms it

would seem comparatively easy unerringly to arrive

at the correct conclusion. It is unnecessary to call

your attention to the fact that all of these signs

and symptoms, except exophthalmos, may be pres-

ent in neurocirculatory asthenia, disordered heart

action, vagotonia, sympathetic imbalance, nervous

exhaustion, all of which are more elaborate syno-

nyms for neurosis. A careful consideration of the

character of these six symptoms is necessary for an

ultimate diagnosis.

1. A loss of weight and strength occurs in many
diseases, but in only two is it associated with a

normal or increased food intake, namely, diabetes

and thyrotoxicosis. The thyrotoxic patient loses

weight, but has a good if not an increased appetite

and rarely complains of stomach trouble. The neu-

rotic individual has a variable appetite and alv,-ays

while losing weight has a poor appetite. He often

complains of indigestion, constipation, belching,

flatulence and abdominal distress. He has a loss

of strength which can be described better as a con-

tinuous fatigue. He is tired upon rising in the

morning and continues tired until evening. Al-

though he cannot accomplish a day’s work, yet he

can perform a single act of strength rather easily.

A thyrotoxic patient feels better after rest and the

profound weakness in his muscles as well as the

difference in strength loss and his attitude can

often be demonstrated by Plummer’s method of

having the patient step up on a chair. The thyro-

toxic patient attempts it boldly and fails; the neu-

rotic patient attempts it apprehensively and suc-

ceeds.

2. The second of these symptoms, tachycardia,

when it is persistent and associated with an in-

creased pulse pressure is, in the absence of an

aortic regurgitation, pathognomonic of thyrotoxi-

cosis. The neurotic individual has an increased

pulse rate but it is not persistent. One day the rate

will be 120 per minute, on the next day 90, and

with even the small amount of rest necessary to do

a basal metabolic rate, it will often drop to 75 or

80. The characteristic blood pressure is 110 sys-

tolic and 80 diastolic, and from our e.xperiences

such a blood pressure is wholly incompatible with

a diagnosis of thyrotoxicosis. The av'erage blood

pressure with an exophthalmic goiter is about 150-
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75 ( Plummer and the pulse rate is constantly

fast, while awake and while asleep, day in and day

out, week in and week out.

3. Nervousness and tremor are found in so many
people as to be of little diagnostic importance. In

neurosis the nervousness has been present for many
years. The neurotic patient complains bitterly of

nervousness, but sits languidly in a chair, enumer-

ating a number of vague complaints. Among these

complaints are two which have seemed to me to

be proof of an existing neurosis. These are choking

in the throat and dizzy spells. Sudeck,^ in a discus-

sion of neurosis and thyrotoxicosis, has called at-

tention to the frequency, in neurotic patients, of

symptoms directed toward the neck, such as diffi-

culty in swallowing, choking, tightness and the like,

and the lack of these symptoms in true exophthal-

mic goiter. Goodwin^ classifies the symptoms of

thyrotoxicosis into two groups, those due to meta-

bolic causes, and those due to neurogenic causes.

Among the latter he includes tremor, sweating,

tachycardia and emotional irritability. This com-

mon assumption may lead one to believe that thy-

rotoxicosis may exist with only neurogenic symp-

toms and diagnosis made on this basis frequently

leads one into trouble.

Neurologists and psychiatrists often make the

statement that there is nothing to distinguish the

nervousness of thyrotoxicosis from any other type

of nervousness, yet one who is accustomed to ex-

amining numbers of patients with exophthalmic

goiter can tell, from a patient’s overactive behavior

alone with a remarkable degree of accuracy, wheth-

er he has or has not an elevated basal metabolic

rate. Nervousness is accompanied by a tremor of

the extended fingers. A tremor is usually present

in the neurotic patient, but is nearly always, if not

always, present in the thyrotoxic patient. In other

words, a diagnosis of thyrotoxicosis can rarely be

made in the absence of a tremor.

4. palpable goiter is present in ninety-five

per cent of cases of thyrotoxicosis. In the last

three hundred cases of thyrotoxicosis we could

find no goiter on palpation in only five of them.

Very often the goiter is not visible but it is rare,

indeed, that it cannot be felt. There are very few

diagnostic signs in any disease which occur in

ninetj'^-nve per cent of cases, and one is hardly

justified in making a diagnosis of thyrotoxicosis in

a border line case when he cannot feel a distinct

goiter. When a goiter is present, the patient may
or may not have thyrotoxicosis. Occasionally, the

character of the goiter will be of help. A small

diffuse soft thyroid rarely produces symptoms; a

diffusely enlarged goiter with the characteristic

granular surface and hard consistency is usually

toxic. A bruit over the superior thyroid vessels,

providing one is sure it is not a carotid bruit or

a venous hum, is evidence of a thyrotoxicosis. A
nodular goiter, on the other hand, on examination

in the office or in the pathologic laboratory, has

no charactersitics to indicate that it is toxic or

nontoxic. However, in spite of contrary statistical

evidence, most surgeons will agree that a nodule

no bigger than a walnut is unlikely to produce

symptoms. If in a questionable case with a diffuse

goiter one administers iodine for a few weeks and

the gland becomes a little larger and much firmer

in consistency, one can be sure that the thyroid is

hyperplastic and toxic. We have tried but have

never been able to produce this change in any ex-

cept exophthalmic goiter.

5.

Exophthalmos when it exists is a pathognomic

sign. However, as Plummer determined, it exists

in only one-third to one-half of the cases \^^th hy-

perplastic goiters. The greatest difficulty arises in

the border line cases in determining whether or

not exophthalmos is actually present. It is not in-

frequent that one physician is sure that the patient

has a definite exophthalmos or a definite stare, and

another one is sure that he has not. The various

eye signs. Von Graefe’s sign, Stellwag's sign, IMoe-

bius’ sign, Dalrymple’s sign, usually occur only in

the very obvious cases of exophthalmos and are of

little help. It may be because of a lack of careful

observation that I am unable to elicit these signs

with any degree of certainty or to place any diag-

nostic confidence in them. The stare, of course,

occurs before profusion and there is but one con-

stant characteristic of it. In a normal individual

the upper lid lies at a level between the upper bor-

der of the iris and the upper border of the pupil.

If in normal behavior the upper lid is retracted to

the upper level of the iris, showing more or less of

the white sclera, a stare certainly exists. Exposure

of the sclera below the iris is of no significance

because normal individuals show a variable amount

of sclera between the iris and the lower lid. In a

case of doubt it is easy to compare the patient

with a normal individual and actually measure the

distance of the upper lid from the pupil. Indi-

viduals with natural large or protruding eyes never

have the retraction of the upper lid. Zimmerman

has reported several cases of postoperative exoph-
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thalmic goiters, who developed an exophthalmos in

, spite of normal or decreased basal metabolic rates.

' 1 have seen one such case myself. However, one

, is more or less forced to accept the dictum that,

i when a stare or true exophthalmos exists, the pa-

I tient has a thyrotoxicosis.

I
6. Another diagnostic dictum is that thyrotoxi-

I cosis does not exist with a normal basal metabolic

f rate. Of late, Bauer^ in Germany and Brams® in

this country report cases of hyperthyroidism with

normal basal metabolic rates and emphasize that

other signs and symptoms must be used to arrive

at a diagnosis. In a little over a thousand thyroid-

ectomies we have had but one individual who had

;
symptoms suggestive of thyrotoxicosis and a nor-

mal basal metabolic rate and who obtained com-

plete cure immediately following a thyroidectomy.

In forty-four other similar cases, the operation was

followed by little, if any, improvement. So if the

patient has a normal basal metabolic rate, we do

not operate, and as a matter of safety we consider

a normal basal metabolic rate from minus five to

plus twenty per cent and even plus twenty-five

per cent. Unfortunately, the basal metabolic rate

I is often between plus twenty to plus thirty per cent

!

in ordinary neurosis, and the reading is of no defi-

nite diagnostic benefit, even when repeated a num-

f, ber of times.

j
The clinical evidence of an increased heat pro-

f duction in such a situation will be of more im-

||
portance than the laboratory findings of this con-

^
dition. Baldridge,® in an analysis of various symp-

l| toms in one hundred toxic goiters, one hundred

J

nontoxic goiters, and one hundred neurotic pa-

tients, found warm moist hands in ninety-one of

the one hundred toxic cases and in only thirty-two

I of the other two hundred. Conversely, none of the

I toxic goiters had cold clammy hands, while over

half of the others did. A history of definite heat

8 intolerance is found in about half of exophthalmic

^
goiters but is rarely found in the neurotic. Not

I only that, but the latter invariably has cold hands

(I
and cold feet, an incompatibility in the presence

i; of an increased heat production. Clinical deter-

ij mination of increased heat production is a matter

I of individual judgment but one can safely say that

l| any individual with suspected thyrotoxicosis who

(
uses a hot water bottle to keep his feet warm will

If not be benefited by a thyroidectomy. In fact one

1 can be reasonably sure that, if he has cold clammy
hands, irregardless of other symptoms, the result

will be bad.

The differentiation of these two conditions is so

difficult that no sign or symptom should be over-

looked, no matter how small nor how infrequent.

If still in doubt concerning the diagnosis and if the

patient has a small diffusely enlarged thyroid, one
can try the therapeutic test with iodine. If the

symptoms are relieved in two weeks of iodinization,

it is presumptive evidence of a thyrotoxicosis.

There are a few signs which are very nearly path-

ognomonic of thyrotoxicosis. Among these are two
which may settle the question. One is the typical

and pathognomonic finger nail changes, the other

the occasional peculiar orbital edema.

In the hands of the surgeon a diagnosis of a thy-

rotoxicosis is practically a recommendation of a

thyroidectomy and he must be extremely cautious

before making such a diagnosis. Although all of

the differential points are well known, each sur-

geon places his confidence in certain particular evi-

dence, much of which is a matter of individual

judgment. It is for this reason we have presented

the above criteria and have presented it in such a

dogmatic manner, in order to indicate those things

in which we place our confidence.

In conclusion: A girl, age twenty-seven, single,

a comptometer operator or a stenographer for the

past seven to ten years, presents herself to the

physician. She complains of nervousness for the

past two or three years, weakness, loss of weight

of twelve pounds in the past three months, palpi-

tation of the heart, difficulty in swallowing and

choking in the throat. Her appetite is variable,

she has more or less indigestion and constipation.

On examination her pulse rate is one hundred and

twenty per minute, her blood pressure 125 systolic

and 80 diastolic. She has a soft thyroid diffusely

enlarged to two times normal size; there is no bruit.

There is a definite fine tremor of the extended

fingers and the hands feel cold and clammy. The

basal metabolic rate is successively plus thirty per

cent, plus twenty-six per cent, plus eighteen per

cent, and the pulse rate during the last test is

eighty-five, the blood pressure 115 systolic and 85

diastolic. There are no other abnormal findings.

One can prove rather conclusively that this pa-

tient is suffering from a thyrotoxicosis but, accord-

ing to our observation, after a thyroidectomy is

performed she will not be well. There are left, then,

three alternatives; (1) The diagnosis is wrong. (2)

The operation is wrong, being either too conserva-

tive or too radical. (3) There are cases of thyro-

toxicosis which are not benefited by a thyroidec-
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tomy. The surgeon will naturally believe the first

one to be correct and recommend future thyroid-

ectomies according to his experience.
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ADENOMATOUS GOITER *

H. W. Riggs, M.D., C.M., F.R.C.S. (E.)

VANCOUVER, B. C.

A survey of the goiter work done in the \'an-

couver General Hospital during a period of four

years shows some interesting facts regarding the

types present. The figures deal only with goiters

coming to operation and the material was given by

one pathologist, Dr. H. H. Pitts, thus eliminating

the changing personal equation. It shows that of

the goiters, 36.9 per cent were adenomatous, and

that 66 per cent of these, or 24 per cent of the

total, were fetal adenomata. The figures in my

own series are a little higher, fetal adenomata being

33 per cent of the total.

In 50 per cent of these cases the goiter dates

back to adolescence, while in others it varies as to

time the goiter was noticed. In a great many,

swelling of gland was first noticed, following an

attack of some trouble like tonsillitis or influenza.

In some cases there was no noticeable enlargement

until premenopause disturbance occurred. [Marine

pointed out that fetal adenomata occur most fre-

quently in endemic goiter. However, in a large per-

centage of cases patients deny having had goiter

at that time.

AIcCarrison claims to have produced an increase

of round cells, presumably gland cells, by feeding

mice food mixed with fecal matter. This mass he

calls adenoma. Other authors have also stated the

fetal adenomata, so-called, are the result of the

* Read before the Annual Meeting of .American Asso-
ciation for the ritudy of Goiter, Seattle M ash.. Julj

10 - 12 , 1930 .

Stimulation and multiplication of gland cells and

are not the results of fetal rests.

Recently Rienhoft' has published the results of

an elaborate examination and reconstruction of the

thyroid gland, both in the normal condition and in

hyperplastic states. He stated definitely that he

did not find any trace of the so-called interstitial

cells or of fetal rests. This is rather upsetting to

the fetal rest theory of the origin of fetal adeno-

mata. However, it may be interesting to trace the

development of the thyroid through the vicissi-

tudes of its career in relationship to adenomatosis.

The fetal thyroid is a mass of cells with a

tendency to form, first, cords, later follicles, lined

with cubical epithelium. Early the epithelium se-

cretes colloid, while all that can be seen are tiny

dots in the follicle. As the gland matures, some of

the follicles increase in size, but in childhood the

larger number are still small and, if the presence of

colloid is any criterion of activity, they are rather

inactive. Apparently nature does not require the

full development of all the follicles, but as there is

call for secretion, or some stimulus chemical or bac-

terial, the reseiA’e acini are brought into function.

Thus even in colloid goiters we find areas where

there are small functioning acini. When under stim-

ulus, there is an increased activity of these reserve

cells generally; there is what is called an adeno-

matosis, the final stage of which is general colloid

formation.

Fetal adenomata must be accounted for by going

back to the fetal thyroid. For some unknown reason

a mass of the fetal cells does not go through the

usual stages of development, but under the same

stimulus as takes place in endemic goiter they

begin their growth, being found as small nodules

in the thyroid lobe. Further development of these

nodules may not occur until the fourth or fifth

decade, when under some form of stimulation, they

begin to grow. Then the cells of the follicle become

active, stain deeply and, passing from one stage to

another, contain more and more colloid. There is

evidence of interference with the circulation as the

interacinal tissue becomes edematous.

It has been stated that fetal adenomata do not

give rise to symptoms. But in my series, which

is chiefly of the intermediate type, there has been

definite toxicity. It is possible that conditions which

accounted for the growth of the adenomata also

meant increased activity in the other undeveloped

follicles of the gland. The chief symptom was lack

of energy, accompanied by tachycardia. In some
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long standing cases the heart had become irregular.

Excluding cases where there is hyperplasia of the

normal acini, the average pulse pressure was 49
I mm., only slightly above normal. This is in contrast

to the cases where hyperplasia has resulted in a

; I

more intensive type of toxicity. The metabolic rate

1

1

averaged plus 30. The nervous element, although

marked, is of a moderate type. In fact, the whole

j

of the picture is that of a moderate hyperthy-

:j
roidism.

The preoperative treatment of these cases con-

1 sists usually in a nerve sedative, some form of

bromide. I think it is a mistake to give iodine to

I these moderate hyperthyroids, as I have had some

cases in which it has intensified the symptoms.

Iodine should be reserved for those cases of a

mixed type, where an old adenoma shows marked
^ nervous symptoms, rapid heart and a high pulse

pressure indicative of hyperplasia.

As to operative procedures, only one or two

i points may be mentioned. Fetal adenomata may
be in both lobes and accompanied by considerable

colloid formation in the parenchyma of the gland.

1
It is necessary to save as much normal looking

t tissue as possible, in order to prevent postoperative

I

hypothyroidism. Usually this tissue is found to-

wards upper pole. If so, the superior thyroid artery

I

should not be ligated. The other point is that in

I

old adenomatosis cases prolonged drainage is neces-

I sary. Even then, a definite infection of the subcu-

taneous tissue may occur, giving support to the

finding of bacteria in the glands by Cantero and

I

Houda.

I All cases of adenomatosis should be watched for

' some time following operation, as hypothyroidism

may develop and small doses of thyroid may save

I

your reputation as a surgeon.

' Operative Mortality in Hyperthyroidism. Howard M.
^ Clute, Boston {Journal A. M. A., Au^. 9, 1930), discusses

I the mortality in a large series of cases operated on in a

well known Eastern clinic. During a five year interval,

2,128 patients have been operated on for primary hyper-

thyroidism, with fourteen deaths, a mortality rate of 0.6S

per cent. In the same five years 641 patients with toxic

' adenomatous goiter have been operated on with twelve

deaths, a mortality rate of 1.87 per cent. The total number
of patients during these five years who have been operated

on for hyperthyroidism is, therefore, 2,769. Of this num-
I ber twenty-six died, a mortality rate for all patients with
' hyperthyroidism during the five year interval of 0.93 per

cent. Further reduction of the operative mortality in

hyperthyroidism below its present low figure can be ac-

complished by the recognition of the fact that most unex-
pected mortality arises in patients (1) of 40 years and
over; (2) weighing in the neighborhood of 100 pounds,
or having large losses in weight and (3) having had well

marked hyperthyroidism for more than a year. Thyroidec-
tomy in these patients should in most instances be divided

into stages, even though the patient’s course on the table

seems to warrant the complete procedure.

HYPERTHYROIDISM
REMARKS ON ITS MAN.4GEMENT *

LeRoy Long, M.D., F.A.C.S.

OKLAHOMA CITY, OKLA.

The term “hyperthyroidism” is employed to in-

dicate a condition that is characterized pathologic-

ally by hyperplasia of the thyroid gland, with dis-

appearance of its colloid and reduction of its iodine

content, together with tissue waste. It is charac-

terized symptomatically by rapid heart, weakness,

tremor, restlessness, with or without exophthalmos
and demonstrable enlargement of the thyroid gland.

In hyperthyroidism there is hyperfunction of an

abnormal gland, through which the normal and
useful secretion gives place to an abnormal and
highly toxic secretion.

Notwithstanding the doubtful etiology, we are

now able to say that the management of the pa-

tient who has toxic goiter has been systematized

so that, by bearing in mind the pathology and the

altered physiology, and by giving the proper rela-

tive values to clinical signs and symptoms, it is

usually possible to carry out therapeutic proced-

ures that bring definite and satisfactory relief.

In the present state of our knowledge, there

would seem to be good warrant for the statement

that toxic goiter is cured by the surgical removal

of the greater part of the abnormal thyroid gland,

and by measures directed to. the restoration of nor-

mal function in the part of the gland that remains.

Other proposed procedures, such as treatment by

roentgen-ray and the injection of chemical agents

into the gland are uncertain, misleading and dan-

gerous. But the success of the surgical operation

depends very largely upon the adequate prepara-

tion of the patient before operation, and definite

management after operation.

preoperative management

In our work we have found it helpful to talk to

the patient with frankness. We are not able to

see either the necessity or the wisdom of mysterious

and clandestine procedures. The average patient

wishes to know about the disease and what the sur-

geon intends to do. When a definite plan is out-

lined, there is peace of mind and cooperation that

we are not able to secure in any other way.

In the preoperative management of toxic goiter

there are five essential requirements. They are rest

(including the ability to sleep), an adequate

* Read before the Annual Meeting of American Asso-
ciation for the Study of Goiter, Seattle, Wash., July
10 - 12 , 1930 .
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amount of water, sufficient and proper food, fresh

air and iodine.

Water, food and fresh air are essentials about

which there is no controversy. Their importance is

of a primary and basic character. This is particu-

larly true in the case of the patient whose tissues

are burning up as a result of the relentless activity

of hyperplastic thyroid disease. It is so true that

in order for the patient to have sufficient water,

sufficient and proper food, sufficient fresh air, ex-

plicit orders must be given and carried out.

Here we wish to make some remarks about the

use of iodine, the means to secure rest and sleep,

and the value of water.

As we see it, iodine is an agent of great value

that has distinct limitations. It is an agent, more-

over, that is not always employed with wisdom and

discretion.

There is general agreement about the value of io-

dine in preparing a patient who has a toxic goiter

for operation, but there is still some difference of

opinion about the harm that it may do, if given

over a long period of time before operation. We
are convinced that it does do harm. When a pa-

tient comes to us without previous iodine treat-

ment, it is given with the greatest confidence, for

almost invariably its administration assists in re-

lieving the toxemia. When a patient comes who

has had iodine over a long period of time, we give

it with a feeling of doubt, exasperation and un-

certainty, because it has been our experience that

it is impossible to secure a satisfactory response in

such a patient. Practically the only patients upon

whom we now find it advisable to perform partial

and multiple operations are those whom we are

unable to prepare because of previous unwise ad-

ministration of iodine.

It has been shown that certain definite changes

take place in the hyperplastic thyroid when iodine

is administered. The first effect is the stimulation

of the cells through which colloid is produced. The

acini become filled with colloid. This is the typi-

cal favorable response to iodine. If its administra-

tion is continued, there follows exhaustion of the

gland, and the temporary supply of colloid dis-

appears.

The administration of iodine is not for the pur-

pose of simply and directly making up the iodine

deficit. If that were true, it would only be neces-

sary to determine the amount required in the in-

dividual case and continue it in order for the pa-

tient to be relieved. It is employed on the theory

that it assists temporarily in modifying the toxicity

of the abnormal thyroid secretion.

While it has been clearly proven that iodine is a

most valuable agent for the modification of the

toxemia resulting from the abnormal function of

the hyperplastic thyroid, it must not be looked

upon as a panacea. Coincident with its employ-

ment, other essential measures ought to be carried

out. Indeed, there are occasional situations where

iodine distinctly occupies a place of secondary im-

portance. The patient with vicious disturbance of

the gastrointestinal tract is an example. There is

acidosis with persistent vomiting, diarrhea, insom-

nia, emaciation. Here the acidosis must first be

relieved.

A woman, 46 years of age, never pregnant, the wife of

a banker who was carrying a pretty heavy load during a

critical period, and who took his business worries home
with him, developed a rapid heart, tremor, loss of weight

and strength. About the same time she went through a

strenuous period of house cleaning. This was followed by
nausea, vomiting, great weakness, insomnia, emaciation.

She was taken to a hospital, where many things were

done in an effort to find out what was the matter with

her. Attention seemed to have been centered on the gas-

trointestinal tract. There were analyses of the stomach con-

tents, roentgen-ray examinations of the gastrointestinal

tract and other more or less elaborate procedures. Among
other things, there was a recorded basal metabolic rate of

plus 70, but it seemed that nobody paid any attention to

it, because there was no demonstrable enlargement of the

thyroid and there were no eye symptoms. ,

Here was a situation where iodine had to take

second place. It was obviously necessary to first

relieve the acidosis. Glucose intravenously, water

under the skin, morphine as necessary for sleep and

rest were followed by relief of the gastrointestinal

symptoms. Then iodine was added, and the patient

was satisfactorily prepared for a thyroidectomy.

In the management of thyroid crises nothing is

of more importance than the employment of means

to produce rest, that includes the ability to sleep.

The patient, who is able to lie quietly in bed with-

out worry, and to sleep long hours without inter-

ruption, occupies a position of tremendous advan-

tage. If the toxic patient is strong enough, he is

constantly moving about. If he is too weak to

move about, he lies wide awake in bed. He has

no rest.

In this condition there is too great a tendency

to use makeshift procedures. The bromides are

given, but they do no good. The barbital prepara-

tions are no better. We believe that the exigencies

of the situation demand agents of unquestioned

and effective potency. Morphine meets that re-

quirement and we give it without hesitation.
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POSTOPERATIVE MANAGEMENT

In the case of the average patient, where it has

' been possible to carry out a more or less ideal pre-

operative management, and where the operation

has been properly done, the postoperative manage-

ii ment is relatively simple.

. But there are at least a few patients where, be-

cause of previous unwise medication over a long

j
period of time, or because of unusual toxemia, it

:i is impossible to adequately and ideally prepare

them for operative procedure:.. In an effort to save

life it is necessary to operate upon an occasional

patient who is still struggling against a vicious

toxemia. In such a situation the management after

operation is an acute problem, the successful solu-

tion of which requires definite and ceaseless care.

The battle is not long, but it is furious while it

I

lasts. Watever is done must be done quickly.

In such a patient the narrow margin of safety

I
has been encroached upon by the necessary opera-

I tive procedure. There is usually pronounced acido-

i sis. There is practically always a temporary hypo-

I glycemia. There is always superlative sensorial ir-

f ritation with unstable control through the nervous

{ system.

Here stimulation of the exhausted thyroid gland

r will not help. One must fall back upon the use of

I means to relieve the acidosis, means to make up

I the sugar deficit, means for the amelioration of sen-

' sorial irritability, and for the support and strength-

I ening of control through the nervous system.

With acidosis there is an absence of the required

' water supply. The cells of the body, of all the

f vital organs of the body, in which reside ultimately

I the powers of recuperation, strength and function,

) cease to function, and myriads die because they

1 have been bereft of an agent that, next to oxygen,

i is the most indispensable to life and function. The

I
patient, then, in the crisis after operation should

I have water, and it should be given by a route that

t will insure its absorption. Normal saline solution

; under the skin is effective. From 1000 to 1500 c.c.

^ should be given every four to six hours until there

i is improvement, and the patient is able to drink

/ water freely and with comfort.

If there is vomiting with acetonuria, glucose is

I given by intravenous infusion. If enough water is

^ given in the proper way, and if proper means are

1 employed to relieve sensorial irritation, it is not

I usually necessary to repeat the infusion of glucose.

But even with a sufficient amount of water, the

I
patient will not do well unless the irritability of

i the nervous system is relieved. For this purpose,

I

just as in the crisis before operation, we believe

that morphine is the most appropriate agent. In

the postoperative crisis its free employment is often

a matter of urgent necessity. We know of nothing

else that so effectively meets the requirements. We
know of no other drug or procedure that so surely

and harmlessly gives peace and rest, comfort and

sleep. No argument can be brought against it ex-

cept the danger of addiction, and when that slight

danger is weighed on one side, and the danger of

the crisis that threatens life is weighed on the other

side, it shrinks into insignificance.

In the management of the thyroid crisis, it is

unwise to resort to a multiplicity of procedures

without clear discrimination based upon relative

values. While it may be necessary, in order to

meet specific indications, occasionally to employ

other means temporarily, our faith rests in the

main upon what we believe to be two indispensable

agents—water and morphine.

COMPLICATIONS FOLLOWING
THYROIDECTOMY*

Norris W. Gillette, A.B., M.D., F.A.C.S.

TOLEDO, OHIO

It is my opinion that the better the manage-

ment of patients suffering with thyroid disease

both before and during the operation, the fewer

will be the postoperative complications. A large

percentage of postoperative complications can be

avoided by proper preparation and good surgery.

So many thyroidectomies have been done that it is

now possible and better to compute results from

many hundreds rather than from a few cases.

The mortality rate in the best surgical clinics

is as low as it can be made with the present state

of our knowledge, when we consider the multitude

of possible causes of death beyond our control.

This death rate has rather evenly diminished

throughout the country in the last fifteen years in

the hands of the best operators, as a result of de-

veloping better preoperative treatment and a some-

what standardized thyroidectomy. But the operator

who is performing a few thyroidectomies a year is

not approaching this low death rate of the larger

clinics because of the lack of necessary e.xperience

and the tendency to hurry the operation before the

patient is properly prepared.

There are certain complications following thy-

roidectomy that fall to the lot of every goiter

Read before the .Annual Meeting of American Asso-
ciation for the iStiuly of Goiter. Seattle, Wash., July
lO-m, 1930.
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operator. The first one that shows itself postopera-

tively is the reaction from the operation. The bet-

ter prepared the patient has been for operation the

less severe will be this reaction. It is with great

difficulty that some patients are brought wdthin the

range of operability, and it can confidently be pre-

dicted that trouble will ensue. The height of the

reaction does not seem to come until thirty-six to

forty-eight hours after the goiter has been removed

and in the next two days the danger from this

cause is the greatest. The temperature rises and

the pulse accelerates occasionally to 160 or even

more. Three things are important at this time.

First, morphine is given to keep the patient rest-

ing; second, Lugol’s solution is administered and,

third, large quantities of cold water are forced.

Enough morphine is administered to quiet the

patient and this is sometimes very large. These

patients tolerate morphine well. .A quarter grain

of morphine every hour or two may, if the patient

is verv toxic, make her sleep but still be restless.

This drug should be continued until the pulse

comes down and the restlessness disappears.

Lugol’s solution has the same effect postopera-

tively as it had before the operation. It is given in

very large doses and aids materially in reducing

the postoperative toxicosis. Thirty minims every

three hours by mouth is taken by the patient and

1 dram of Lugol’s every twelve hours in six ounces

of mineral oil injected per rectum. In addition it

is at times added to the hypodermoclysis.

.\t least one hundred ounces of cold water every

twelve hours by mouth is required. With the pa-

tient asleep from morphine it is often difficult to

give this amount of liquids by mouth, and we have

the additional trouble of difficulty in swallowing.

Frequently a nasal catheter passed into the esopha-

gus and left in position is used with the advantage

that as much water as is desired can be introduced

into the stomach and as often as necessary. This

is not particularly annoying to the patient and can

be left for forty-eight hours or more if necessary.

Paralysis of one or both of the recurrent laryn-

geal nerves may be very troublesome. Complete

loss of voice may occur that has lasted in different

instances from three weeks to a number of months,

but if the nerve has not been severed the voice

will become normal. Very rarely there may be a

paralysis of one vocal cord before the operation

and this should be searched for preoperatively in

husky voiced people. Pressure of the goiter on the

recurrent laryngeal nerve has caused paralysis of

it. I do not believe that at operation the recurrent

laryngeal nerve is cut frequently, but due to its

position and to its short attachment to the cap-

sule, it is frequently partially paralyzed by the too

much rotation of the gland in exposing it for re-

moval. Many more nerves are paralyzed than are

cut.

In those cases in which one or both of the recur-

rent laryngeals have been cut, there is no regenera-

tion and we can expect no improvement in the

voice whatsoever. In addition there is difficulty in

breathing which becomes worse rather than better

and it becomes necessary to open up the air pas-

sage. A portion of the vocal cord has been re-

moved by bronchoscopic surgeons, and nerve trans-

plantation which again gives tonicity to the cords

has been tried, but the ultimate results have not

been good. So-called collapsed trachea is in reality

a severing of both laryngeals with a closure of the

air passage.

In removing the gland the general condition of

the patient must be the deciding factor as to the

amount of tissue that should be left for the best

results. In the main, I believe that the patient with

severe thyrotoxicosis should have a subtotal thy-

roidectomy performed. Failure to remove enough

gland often exposes the operation of thyroidectomy

to criticism by both patient and practitioner. For

a time the patient may do well, due to the disturb-

ance in the blood supply and a temporary inactiv-

ity of the thyroid cells. If too much tissue has been

left, within a few months the gland resumes its

activity and the patient’s metabolism increases

with all the previous symptoms of goiter activity.

The patient must then again come to operation to

relieve the distress. It is not particularly difficult

to remove the anterior portion of the gland, but to

properly perform a subtotal thyroidectomy necessi-

tates an exact anatomic knowledge in careful dis-

section to avoid trouble on the posterior capsule.

In large goiters with a relatively low toxicity, a

good portion of the thyroid can be left without

danger. But with small and extremely active goi-

ters it is almost impossible to remove too much of

the gland as the few cells that are left on the pos-

terior capsule and in the sutures and ligatures will

carry the patient along without hypothyroidism.

Secondary operation is more difficult than pri-

mary because the planes of cleavage have disap-

peared and adhesions distort the normal anatomy,

so that in attempting to do secondary subtotal thy-

roidectomy it is not difficult to go through the pos-

terior capsule. The metabolism in these cases, no

matter what it has been previous to operation, does
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not go usually as high as it originally was, due to

the fact that a part of the gland has been removed

and the blood supply to the remainder has been

interfered with. However, it remains constant and

keeps the individual in an invalid condition.

Hypothyroidism following thyroidectomy is of

various grades. The moderate degree of cachexia

strumapriva, in which the patient puts on a few

pounds extra weight, is not important. It is only

important when, in those cases in which a great

deal of weight is put on, the patient becomes slug-

gish and the mentality dull. Thyroid extract, three

or four grains a day, generally controls these pa-

tients well, and makes the removal of too much

gland of less importance.

After a great many thyroidectomies there re-

mains for a period of time some nervousness, irri-

tability and a feeling that the operation was not

a complete success. This is due to an imbalance

of the endocrines. The glands of internal secretion

being dependent upon each other, the sudden re-

moval of the thyroid leaves a condition which takes

a period of time to cure. But the time is shortened

by the giving of sodium iodide intravenously once

or twice a week. The patients recover very rapidly.

At times the skin becomes adherent to the sub-

jacent tissues. This is particularly ugly in appear-

ance and is very annoying to the patient. Occasion-

ally the patient feels as if there was a tight band

around the trachea when this condition is present.

This is generally due to improper suturing of the

prethyroid muscles and facia. Frequently after a

period of time the condition improves with the aid

of massage. Very seldom will it be found necessary

to again raise the skin flap and loosen the adhe-

sions.

In removing the thyroid care must be taken as

to what portion is left. The remains of the thyroid

hypertrophies and, if a portion of the isthmus is

left, an ugly lump in the midline may ensue. It is,

therefore, better to leave whatever must be re-

served on the posterior capsule, where the hyper-

trophy will not show. Also a pyramidal lobe which

has not been removed will cause this same condi-

tion.

Tetany following thyroidectomy has been the

subject of a great deal of study. I have had three

cases in my practice, one of six years standing, one

of three years and one of three months. The first

case became symptomatically free with the use of

calcium lactate in about three months. She had

occasional light recurrences of her symptoms, how-

ever, for a period of two years, especially at men-
strual periods or if she had a severe cold. These

symptoms then disappeared entirely and her blood

calcium was normal until about five years after

the incidence, when she became pregnant with a

recurrence of her symptoms. She needed very little

parathyroid-hormone, however, to bring her back

to normal and her blood calcium is now normal.

A large parathyroid was found buried in the thy-

roid tissue.

The second case has lasted three years. Her
blood calcium can be brought up to ten mg. per

100 c.c. of whole blood by intravenous calcium and

hormone. But the treatment must be continued.

She is now being given viosterol in milk, with the

expectation of eventually eliminating the hormone,

and calcium. Her parathyroid was on the anterior

surface of the trachea just above the isthmus and

was removed with it. It was not recognized as a

parathyroid until the tetany developed and it was

searched for.

In the third case, three months ago, the patient

developed tetany within a few hours after the op-

eration. The gland was carefully searched for para-

thyroid tissue but none was found. She was given

hormone daily for a week and then once a week

for four weeks. No treatment has been given since.

Her blood calcium is normal. Evidently the opera-

tive procedure had temporarily disturbed the blood

supply to a large parathyroid and tetany was pres-

ent until this blood supply was reestablished. In

some cases tetany eventually takes care of itself,

because the remaining parathyroid tissue which is

distributed in this area hypertrophies and assumes

the burden of the missing parathyroid tissue. The

technic of leaving as large a portion of lateral cap-

sule as possible prevents damage to most para-

thyroids.

Mental aberrations due to thyrotoxicosis are fre-

quently present in cases of long standing both be-

fore and after operation. The patient may be on

the verge of developing a mania at the time of

operation which develops in full force a few days

postoperatively. The patients not only become

wildly excited, but become confused. Frequently

the condition simulates paranoia. There are delu-

sions of persecution but not often disorientation.

If the condition has not been of long standing, the

improvement is rapid. The peak of the severity

comes a few days after operation and is followed

by improvement. If the patients have had mental

disturbances before operation we cannot expect
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much immediate improvement postoperatively.

Some of them will need confinement in an asylum

for a period of time. In the main, after a period

of months they improve and are able to resume

their normal existence. Occasionally the mania is

permanent, however. The treatment is rest and con-

finement and large amounts of iodine. After an un-

fortunate experience or two, in which patients have

attempted suicide, at the first sign of mania loose

anklets and wristlets are applied to keep the pa-

tient in a prone position.

Brain embolism can and does occur. I have had

one case, in which four hours after the uneventful

removal of a large nontoxic adenoma the patient

suddenly expired from this cause. In other cases

of this nature which I have been able to trace the

embolism has occurred three to six days postop-

eratively.

Tracheitis in greater or lesser degree is a very

common postoperative complication. The close ad-

herence of the gland to the trachea makes it diffi-

cult to remove without tracheal irritation. There

develops an edema of the lining mucosa with in-

flammation. In severe cases the edema is great

enough to endanger life through obstruction and

the epiglottis may be edematous. The best treat-

ment is a steam inhalation tent with compound

tincture of benzoin or hydriotic acid. The very rare

postoperative pneumonia that may occur may be

treated in the same way. The use of nitrous oxide

and o.xygen gas and novocaine or ethylene have

practically eliminated pneumonias following thy-

roidectomy.

Postoperative hemorrhage occurs from the cut

surface of the gland from a slipped ligature, or

from a vessel that has been clamped and not li-

gated but opens up when the patient awakens

after operation. It is important to leave the opera-

tive field dry, as hemorrhage does not readily take

care of itself. The method of bringing the patient

out of the anesthetic partly so that she may cough

and bring to light a temporarily stopped hemor-

rhage may obviate the necessity of a secondary op-

eration later for hemostasis.

Keloids occur in the scar in those individuals

who are susceptible to keloid formation, and be-

cause of the location of the growth is particu-

larly unsightly, even if not harmful. To obviate the

likelihood of this keloid growth it is a routine

to expose each patient on the fourth day after

operation to one-half an erythema dose of roent-

gen ray. This prevents the exuberant fibrous growth

and makes a clean scar without keloid formation.

PREVENTION OF POSTOPERATIVE
RECURRENCE IN THYROIDECTOMY*

J. Earl Else, M.D.
PORTLAND, ORE.

Clinical Professor and Chairman, Department
of Surgery, University of Oregon Medical School

The responsibility of the physician in the treat-

ment of goiter does not end with the relief of the

patient of the disease which is present at the time

of treatment, but includes protection as far as pos-

sible from a recurrence of that disease at some later

time. To do this means, first, that the disease must

be eradicated and the patient given a normal thy-

roid gland; and, second, the gland must be kept

normal.

If restoration of the thyroid gland to normal is

the first step in the establishment of a permanent

cure, it is quite obvious that any measure which

merely checks the excessive secretion of thyroxin

or which leaves a considerable portion of diseased

gland will not meet the requirements. It is for

this reason that rest and drugs, roentgen therapy,

and incomplete surgical procedures have been fol-

lowed by such a high percentage of recurrences.

All three of these methods are followed by imme-

diate relief in a majority of cases, a cure in some,

but recurrence in too high a percentage. Likewise,

in patients who have had a perfect operation but

without adequate preoperative and postoperative

care, the percentage is higher than need be.

The reduction of recurrences to the irreducible

minimum depends upon (1) careful preparation,

(2) adequate removal of diseased thyroid tissue,

and (3) proper postoperative treatment and super-

vision.

In the preparation of a patient for a goiter op-

eration, two factors must be considered; first, re-

duction of the mortality and morbidity hazard;

and, second, preparing the gland for regeneration.

Owing to limited time the former will not be con-

sidered in this paper. The latter was studied a few

years ago in conjunction with postoperative treat-

ment upon dogs and rabbits in the Department of

Surgery in the L^niversity of Oregon Medical

School. As the result of that work, we concluded

that for the most satisfactory regeneration, the thy-

roid should be saturated with iodine at the time

of operation. The amount of iodine to be given

and the length of time over which it should be

given were not worked out. Empirically we have

* Read before the Annual Meeting- of American Asso-

ciation for the Study of Goiter. Seattle Wash., July

13 - 12
,
1930 .
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fixed upon ten minims of Lugol’s solution three

times a day for not less than two days in patients

in good physical condition with nontoxic goiters.

In patients with toxic goiter, it is given in such

amounts and for such a time as the degree of tox-

icity indicates.

The amount of thyroid tissue to be removed at

operation has been the subject of much discussion.

This problem was also studied and we found that

the thyroid has such a marked reserve that it is

possible to remove a considerable portion of it

without any or only a very limited regeneration.

This means that, so long as enough thyroid sub-

stance is left to easily produce the necessary thy-

roxin, there will be either no or only a very limited

regeneration. When the amount left is less than

the amount needed to produce the necessary thy-

roxin, regeneration always takes place. Not ex-

actly, but in a more or less general way, regenera-

tion was found to vary inversely as the amount of

gland left.

.\fter having studied the effect of operation upon

the thyroid without iodine administration, we stud-

ied the effect of operation upon animals given io-

dine and found that, when it was given, a larger

portion of gland could be removed without regen-

eration than when the animals were upon an iodine-

free diet. We found, further, like those on the

iodine-free diet, that when the amount left was

Fig:. 3. Fig. i.

Fig. 3. Dog’s thyroid at the time tlie major portion of
the gland was removed.

Fig. 4. Section from the same dog’s thyroid as in fig. 3.

thirty-five days after removal of the major portion of
the gland, showing marked Increase in colloid, hyper-
plasia and formation of new acini.

Fig. 1. Fig. 2.

Fig. 1. Dog’s thyroid at the time of removal of tlie
greater portion of the thyroid gland.

Fig. 2. Section from the same dog’s thyroid as fig. 1
twenty days later, showing hypertrophy and hyper-
plasia. This dog was given no iodine. In the dog that
was given iodine, the reaction was usually complete
between three and four weeks.

less than the amount needed to produce the neces-

sary thyroxin, regeneration occurred and this

roughly varied inversely to the amount left.

We studied the effect of iodine upon the rate

and duration of the regeneration and found that

in the animals receiving iodine, regeneration was

usually complete in three weeks and with one ex-

ception was always complete in four weeks; while

in the animals not receiving iodine, it was usually

very active in four weeks (figs 1 and 2), and in

two dogs the regenerated thyroid became larger

than the original thyroid (figs. 3, 4, and 5) or, in

Fig. r>.

Fig. 5. A higher power of the same as fig. 4, sliowiiig

hyperplasia and hypertrophy of the cells. This dog

received no iodine. At the end of thirty-five days this

dog’s thyroid was considerably larger than at the

time of operation.
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Fig. C. Drawing from thyroid removed at operation showing (1) retro-
tracheal extension completely encircling the trachea. The superior poles
lay posterior to the trachea. (2) The superior thyroid artery entered
the lobes at nearly the level of the isthmus instead of at the superoir
poles. (3) Pyramidal lobe, (i) Thickened Isthmus.

Other words, because of the iodine deficiency, there

was such excessive hyperplasia that goiters devel-

oped. We also studied the amount that could be

removed and found that, as long as any appreci-

able amount of thyroid was left, regeneration al-

ways took place.

In applying the results of our studies to the

treatment of goiter, we concluded, first, that it was

safe to remove practically all of the goiter, leaving

only a thin layer of the gland upon the posterior

portion of the capsule on each side. We believe it

best to remove all but this thin layer as otherwise

too much diseased gland would be left. Second,

iodine should be given during the regenerative pe-

riod to prevent excessive regeneration. As regenera-

tion was not complete in one dog receiving iodine

in four weeks, we are giving it for eight weeks.

The amount of iodine needed is not known. We
give ten minims three times daily the first month

and once daily the second. This amount we have

found to be enough. It may be too much but as

it does no harm we believe it better to give too

much than run the risk of too little and get a re-

current goiter.

Anatomic variations should always be looked for,

as they may be responsible for a failure to secure

a cure of the disease, the development of unpleas-

ant regenerative masses or recurrence. We have

found five congenital anomalies: superior acces-

sory thyroids, persistent pyramidal lobes, thick

isthmuses, retrotracheal extension and projections

from the inferior poles or isthmus; and two ac-

quired anomalies, extensions and extrusions.

Superior accessory thyroids may lie anywhere

between the isthmus and the base of the tongue

and externally as far as the ramus of the lower

maxilla. When present they should

be removed in their entirety when

there is no other thyroid tissue

present.

Pyramidal lobes (fig. 6) should

be completely removed, as regen-

eration in this location may pro-

duce an unsightly mass. The isth-

mus should also be completely re-

moved for the same reason. The

posterior capsule of the isthmus

should be removed, leaving the

trachea bare, for if left, traction

from scar tissue of the regenera-

tive lobes may take place, giving an

unpleasant sense of constriction.

Before the beginning of the subtotal lobectomy,

the lobe should be seized with vulsellum forceps

and rotated toward the midline, thus pulling out

and exposing retrotracheal extensions (fig. 7). As

the subtotal lobectomy is being done, these can

be inverted into the lobe and the greater portion of

the thyroid substance removed without endanger-

ing the recurrent laryngeal nerve or parathyroid

bodies. Inferior projections are removed with the

lobe or isthmus to which they are attached.

Extensions and extrusions are acquired varia-

tions, due to the expulsion by compression of aden-

omas developing just below the surface of the thy-

roid, much the same as a subserous fibroid is pro-

truded from the uterus. If the protruded mass is

attached to the thyroid by thyroid substance, we

Fig. 7. Retrotracheal extension. The rubber tube marks
tlie site of the trachea.
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Fig. 8.

Fig. 8. Lobe of thyroid showing extension at
lower pole.

Fig. 9. Fig. 10.

Fig. 9. Lobe of thyroid with an extrusion at ttie
the lower pole.

Fig. 10. Extrusion on the side of the lobe.

have called them extensions (fig. 8), but if held

only by the capsule, extrusions (figs. 9 and 10).

The capsule may give way, leaving them free.

This is, I believe, the origin of the so-called infe-

rior accessory thyroids that are not malignant.

They should always be searched for and removed.

Reference has already been made to the neces-

sity of giving Lugol’s solution during the regenera-

tive period, but the supervision of patients operated

upon must not stop with the completion of the re-

generation of a normal gland. A deficiency in the

iodine intake may result in the development of a

subsequent goiter in just the same manner as a

deficiency results in the development of the original

goiter. After the regenerative period, the patient

should be instructed either to use iodized salt for

both table and cooking use, or to take a ten milli-

gram iodine tablet weekly.

The careful preparation of the patient before

operation, giving sufficient iodine to have the thy-

roid saturated at the time of operation, the removal

of all of the thyroid substance except a thin layer

on the posterior of the capsule, the search for ana-

tomic variations and their removal, the giving of

iodine during the regenerative period, and the in-

clusion of a sufficient iodine intake in the diet

thereafter will give the thyroid gland the best op-

portunity to undergo a normal regeneration and to

remain normal thereafter and thus prevent recur-

rences.

Ureteroperitoneal Fistula, with Urinary Ascites

AND Chronic Peritonitis. Guy L. Hunner and Houston

S. Everett, Baltimore (.Journal A. M. A., Aug. 2, 1930),

report a case of a nulliparous colored woman, aged 34,

who entered the clinic because of pelvic discomfort chiefly

on the left side, menorrhagia during the two previous

monthly periods and moderate leukorrhea. Clinical and

operative examination revealed multiple uterine fibroids

and chronic pelvic inflammatory disease as the evident

cause of the patient’s complaints. There had been no symp-
toms referable to the urinary tract, but subsequent events

showed that the patient had probably had bilateral ure-

teral stricture previous to admission of long duration

which had given rise to the gastrointestinal symptoms. An
operative injury to the right ureter was apparently due
to the passage of the needle and a catgut suture through
the lateral wall of the ureter in the act of tying off the

right ovarian vessels near the pelvic brim. This suture

gradually sloughed through the ureteral wall and resulted

in urinary leakage, which on the eleventh day found its

way extraperitoneally to and out through the cervical

stump, giving rise to incontinence, which was interpreted

as being of urethral origin. At the same time there was
probably some leakage directly from the ureteral fistula

into the peritoneal cavity, as indicated by the high tem-
perature and general symptoms. About seven weeks after

the operation and three weeks after the patient’s dis-

charge, the ureteral-extraperitoneal-cervical fistula ceased

functioning, and the urine was shunted into the peritoneal

cavity, as evidenced by cessation of the incontinence for

one day and the development for several days of all the

signs and symptoms of a severe peritonitis. About three

weeks later the cervical urinarj- drainage ceased perma-
nently and the abdominal symptoms returned, and when
the patient presented herself a week later she had the

marked abdominal distention for which the authors subse-

quently operated. At a repair operation three months
after the primary operation they found the fistula near

the pelvic brim, involving the outer wall of the slightly

dilated ureter; and on attempting to pass dilators from
the fistulous opening to the bladder they were surprised

to encounter a dense annular stricture about IS mm. below

the traumatic fistulous opening. Had this stricture not been

present with urinary stasis and tension above it, it is

quite possible that the ureteral lumen would have con-

tinued to drain with sufficient volume to allow the natural

forces of repair to take care of the later ureteral injury

without the formation of a fistula. Experience has shown
that ureteral stricture is practically always bilateral, and

it was this knowledge that later, during the patient’s con-

valescence, led them to investigate the left ureter. The
discovery of bilateral stricture placed them in a position

to hasten not a little the patient’s recovery to complete

health, including the cessation of previous annoying diges-

tive disturbances.
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hyperthyroidis:m and hypo-
thyroidism AFTER 2,500

THYROIDECTOMIES*

Addison G. Brenizer, IVI.D.

CHARLOTTE, N. C.

This series of 2,500 thyroidectomies includes

unilateral and bilateral lobectomies in 1,482 cases

of exophthalmic goiter, and enucleations, unilateral

and bilateral resections and dissections in 1,018

adenomata, cysts, simple goiter and thyroiditis.

Females predominated in the proportion of 2,238

to 262 males.

Deaths occurred in 12 cases, 10 of exophthalmic

goiter and 2 of adenoma. There were 3 late deaths

in cases of recurrent carcinoma, which has made up

about 1 per cent of the group of 1,018 cases.

There were 47 cases operated on elsewhere in

the whole series of 2,500, requiring a second opera-

tion by us. Of the 2,500 cases operated on by us

13 cases, 9 of exophthalmic goiter and 3 of ade-

noma, have required reoperation, and 2 of these

were reoperated on twice on account of hyperthy-

roidism. The metabolic rate in all of these cases

was above plus 40.

\Ve have found but one case of permanent hypo-

thyroidism following all operations for exophthalmic

goiter and toxic adenoma and certainly no case of

myxedema. There have been, however, a number of

cases of transitory hypothyroidism which have final-

ly stabilized by withdrawal of postoperative iodine

administration or the taking of thyroxin over a

short period of time. There has been one death

from severe and persistent hypoparathyroidism and

tetany, and three cases who showed mild transitory

symptoms of hypoparathyroidism. There is no case

of permanent aphonia. There are, however, four

cases with alterated voices and lameness or paraly-

sis of one vocal cord.

In the 13 cases where second or third operations

were done and 2 operated on twice, making 17 sec-

ond or third operations on 13 cases, all but one

have returned to a satisfactory state of thyroid

stabilization, judged by clinical symptoms and

metabolic rate. There is no evidence of hypo-

thyroidism, nor hypoparathyroidism, nor alteration

of voice after these 17 secondary thyroidectomies.

The one case, after three thyroidectomies, is still

mildly hyperthyroid with metabolic rate of plus

24, but her clinical improvement is altogether sat-

isfactory.

* Read before the .Annual Meetins of .American A.sso-
elation for the Study of Goiter. Seattle, Wash., Julv
10-12. 1930.

Our operation in cases of exophthalmic goiter for

the last fifteen years, has been almost invariably

as follows. Usual collar incision, dissection of flapj

between platysma and underlying muscles, incision

up and down between muscles, rarely with trans-

verse cutting, gland exposed. The isthmus is blunt-

ly elevated from trachea, when possible caught
with two clamps and cut. The two lobes are im-

mediately begun to be undercut, leaving a thin

wedge of gland on either side of the trachea. Then
working outward and from the lower pole upward,
each lobe is raised from its capsule, the superior

vessels easily recognized and by still undercutting

and elevating all gland is removed except the

wedge-shaped strips along the trachea and a piece

of the upper pole, the size of the first joint of the

little finger.

At the second or third operation, the wedge-
shaped strip and portion of the upper pole have

been found much enlarged on one or the other or

on both sides, the size of the gland at many pri-

mary operations. After separation of the sterno-

thyroid muscles from the front of the trachea and

gland, mostly by sharp dissection, the lobes are

again undercut from the midline outward and ele-

vated from the lower pole upward and outward to

the upper pole, with difficulty on account of adhe-

sions, but in the same way as at the primary op-

eration. We have but one case of postoperative

hyperthyroidism and no other particular disturb-

ance in the postoperative course of these thirteen

reoperated on cases, in spite of the fact that meta-

bolic rates ranged between plus 42 and 65.

At all operations for adenoma we have inspected,

palpated and even incised every portion of the

gland left behind for additional smaller adenomata,

and in spite of this diligent search have had three

cases of growth of an adenoma evidently left be-

hind. In one of these we operated on three times,

at each time removing additional adenomata. This

was not carcinoma as we first feared and proved

not to be by pathologic section and confirmed by

the fact that the man is living and in good health

eight years since the last operation. These cases

of adenoma were not reoperated on because of re-

current masses in the neck but on account of ele-

vation of metabolic rates above plus 30.

It is made clear from the above report and de-

scription of operation that the number of cases

of both recurrent hyperthyroidism and hypothy-

roidism have been comparatively few, that the

chances of hyperthyroidism are about four to one

over hypothyroidism, in spite of the fact that the
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operation is radical, leaving a minimum quantity

of the gland behind. This procedure at first, sec-

ond and third operation has been safe and has

given almost absolute protection to the recurrent

laryngeal nerves and parathyroids.

Pemberton^ reported a series of 1,683 patients

with exophthalmic goiter operated on at the Mayo
Clinic in 1920, 1921 and 1922, out of which num-

ber 50 had returned up to September 1, 1929 on

account of symptoms that merited further surgical

treatment. He described the standard operation of

bilateral resection with the removal of the isthmus;

an amount of glandular tissue was preserved on

either side of the trachea that is equivalent to a

sixth to two-thirds of the amount of tissue in a

lobe of normal size.

Pemberton^ argues that, if a function of read-

justment were not possessed by the thyroid gland

after operation, there would be a far greater num-

ber of patients with postoperative myxedema or

persistent hypothyroidism; also the high propor-

tion of patients who are entirely and permanently

relieved of their symptoms, when a varying amount

of thyroid tissue is left, is sufficient clinical evi-

dence to indicate that the remaining portion of the

gland regains its power of regulating its function

to meet varying demands. He further cites three

cases of hypothyroidism and myxedema following

subtotal thyroidectomy for exophthalmic goiter,

where this condition recurred and in one case a

second operation was done.

Whatever the exact amount of gland left behind

in resections of the thyroid, it should be the mini-

mum for the sure relief of exophthalmic goiter, but

also an amount sufficient to cover and protect the

recurrent laryngeal nerves and parathyroids; and

with these far more important factors kept firmly

in mind, the question of hypothyroidism is not to

be considered at the time of the operation.

Gillespie- gives the essential literature and re-

ports a group of 209 cases, in which subtotal thy-

roidectomy had been performed from one to seven

years previously. Of this number, twenty-five or

approximately 8 per cent, had a definite hypothy-

roidism or myxedema. In this group the basal

metabolism ranged from minus IS to minus 44.

Comparing our recurrences of hyperthyroidism

with those reported by Pemberton and of hypo-

thyroidism reported by Gillespie, one might well

conclude that there were other cases in our series

not seen or unknown to us and that the fault lay

in our lacking of a proper follow up system to

bring these cases back. To a certain extent this

criticism is true, but considering our policy of in-

sisting on frequent visits by our goiter cases to be

sure that they are well and will remain so, their

anxiety lest the goiter return and even the calling

to our attention on a special visit of the turning of

the line of scar a little this way or that way, we
believe that we have been kept aware of most real

complaints of these patients and we believe that

they would return to us.

In exophthalmic goiter, if not likewise in toxic

adenoma, there is an intense stimulation of thyroid

tissue, altering the tissue itself to a hypertrophy

and hj’perplasia of the cells, with a decrease of the

normal colloid and an oversecretion and altered se-

cretion of these cells.

The occurrence of goiter in our series is about

10 to 1 in the woman. In a paper by Brenizer,®

the following conclusions were drawn
: ( 1 ) Cystic,

fibrocystic ovaries and ovarian cysts are not infre-

quently found in association with hyperthyroidism.

(2) At puberty, menstruation, the menopause and

during pregnancy, the thyroid works parallel with

the corpus luteum. When the corpus luteum is ade-

quate, there is little or no enlargement of the thy-

roid.

During the war we observed a sequence of effort

syndrome, shell shock and exophthalmic goiter and

fourteen of these cases demanded operation, al-

though our attitude was not to operate on such

cases during the period of war activities but to

retire them as unfit for further service.

The use of iodine in adolescent goiter, in exoph-

thalmic goiter, in toxic adenoma and as a post-

operative protection against regeneration of thyroid

tissue and recurrence of hyperthyroidism, is ton

well known for remarks beyond the comment that

iodine is also a two edged blade, frequently arous-

ing nontoxic adenoma to activity and when pro-

longed bringing about exophthalmic goiter, as we

have observed several times in simple adolescent

goiter.

Thompson and others,^ after considering the

question of prolonged treatment of exophthalmic

goiter in twenty-four cases by iodine alone, for a

year or more in thirteen cases, conclude that the

patients with moderately severe or severe exoph-

thalmic goiter rarely show more than temporary

improvement and frequently the disease becomes

more severe, but the mild cases often respond satis-

factorily and in some patients it terminates. The

response of patients appears to be determined more

by what is happening to the disease spontaneously

than by the iodine itself. In the cases showing sat-
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isfactoty results, iodine may have merely held the

disease in check, while it was pursuing its natural

course. These results in mild exophthalmic goiter

are about what we have found to be true both be-

fore and after operation. In the severe cases we

have found the prolonged use of iodine to make

the cases much worse after the initial beneficial

effect, and have advised that severe cases not be

given iodine until on the way to operation.

The question of infection in exophthalmic goiter

has been dealt with by various authors, toxic thy-

roiditis has been discussed. Brenizer® has reviewed

the subject of thyroiditis accompanied by hyper-

thyroidism, with these conclusions: Thyroiditis

probably makes up J/2 to 1 per cent of all operative

material and J4 to per cent of all observed

clinical cases. The two most frequently proven

types of inflammation are tuberculous and woody

thyroiditis. Syphilitic thyroiditis certainly occurs.

Nonspecific thyroiditis has shown its bacterial

cause in some suppurating cases. Hyperthyroidism

may accompany any type of thyroiditis at any

stage, usually the subacute. The relation in tuber-

culous thyroiditis is striking. IMost cases of non-

specific and woody th}Toiditis finally become h}po-

thyroid, whether operated on or not. Cases of

tuberculous thyroiditis operated on have given the

best functional lasting results. Syphilitic thyroiditis

has been relieved with appropriate treatment.

Therefore, the more slowly progressive and de-

structive type of inflammation is more apt to be

accompanied pathologically by hyperplasia and

symptoms of exophthalmic goiter and is more apt

to give better functional results after operation.

The usual amount of thyroid should likely not be

removed, even in tuberculous thyroiditis, for at

least one case out of thirteen has resulted in myx-

edema.

Crile'’ finally resolves exophthalmic goiter into

a dual disease of hvperthyroidism and hyperadren-

alism, both factors playing necessary roles. The

only factors known to him clinically that can pre-

cipitate a thyroid crisis are: (a) pain, (b) emo,-

tional excitement, (c) foreign proteins, autointoxi-

cation, wound secretion, focal infections, infectious

diseases, (d) asphyxia, (e) inhalation anesthesia,

(f) hemorrhage, and (g) the injection of adrenalin.

The common factor in these conditions is adrenalin

and, moreover, no other recognized clinical condi-

tion causes an increased output of adrenalin.

The prevention of recurrence of exophthalmic

goiter can not, therefore, be accomplished by radi-

cal removal of the thyroid gland alone, in the pres-

ence and persistence of the above factors influenc-

ing or exciting thyroid activity. On the other hand,

with our present knowledge, the cases of severe re-

currence are to be reoperated on as many times as

necessary to bring the metabolic rate within normal

limits. Repeated thyroidectomies can be accom-

plished without undue risk to the recurrent laryn-

geal nerves, the parathyroids and the production of

hypothyroidism.
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Studies of Female Genital Hypoplasia. Samuel R.
Meeker, Boston {Journal A. M. A., August 16, 1930), as-

serts that female genital hypoplasia is a common condi-

tion and a major factor in the causation of sterility.

The immediate cause of such hypoplasia is most commonly
a conpubertal insufficiency of the anterior lobe of the

pituitary. The diagnosis of estabUshed hypoplasia in adult

women depends mainly on pelvic examination and the rec-

ognition of characteristic stigmas in the uterus. Treatment
of established genital hypoplasia is at the present time
wholly ineffectual. The diagnosis of incipient or threatened

hypoplasia in adolescent girls depends, first, on the recog-

nition of abnormal menstrual behavior, and, secondly, on
the identification of depressing constitutional factors, both
endocrine and nonendocrine. The treatment of incipient

or threatened hypoplasia consists in the elimination of all

depressing constitutional factors, and is a hopeful under-

taking. In the management of the adolescent cases there

exists a new and important opportunity for the practice

of prev'entive gynecology. Both nonendocrine and endo-

crine abnormalities require to be corrected. The general

hygiene of the modem girl leaves much to be desired.

Milder grades of anemia are frequent and appear to have
a particularly depressing effect on the reproductive system.

Chronic focal infection contributes demonstrably to dis-

turbance of the endocrine functions. In occasional cases

congenital syphilis, rickets, lesions of the central nervou.'

system, and other disease entities require treatment on the

ground of their harmful influence on the metabolic level,

as well as on their own merits. The mechanism of endo-

crine treatment in the adolescent patient is primarily

substitution, w'ith an excellent chance of secondary homo-
stimulation. Monoglandular therapy gives better results

than pluriglandular; if the primary focus of failure is nor-

malized, responsive disturbances in other glands tend to

regulate themselves. The gland required is usually the an-

terior lobe of the pituitary, occasionally the thyroid, and

never the ovary. Success depends on the use of potent

preparations in adequate dosage.
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VARIATIONS IN THE NORM.VL POSITIONS
OF THE PARATHYROIDS*

Raymund J. Millzner, M.D.

SAN FRANCISCO, CALIF.

The parathyroids were first described by Sand-

I; Strom in 1880 and later by Baber in 1881. The

, importance of these glands was not recognized at

I the time and they remained almost unknown until

1 rediscovered by Gley in 1890. The physiologic im-

< portance of the parathyroids remained in doubt

I until Gley, followed by Vassale and Generali,

( proved by animal experimentation that total thy-

I roidectomy produced cachexia strumipriva but not

t tetany, providing the parathyroids were left intact,

C but removal of all the parathyroids was invariably

i followed by fatal tetany. They also showed that

I the intensity of the tetany varied in an inverse

5 ratio to the amount of parathyroid tissue left.

The parathyroids arise by means of the differ-

S entiation of the dorsal diverticula of the third and

1 fourth pharyngeal pouches. The epithelial bodies

1 from these pouches separate early and migrate

1 caudally; those from the third pharyngeal pouch

1 become the inferior parathyroids, those from the

i fourth pouch, the superior parathyroids.

Normally four parathyroids are present, divided

i according to their location into a superior and an

i inferior pair. Supernumerary or accessory parathy-

! roid glands are rather common, and, as might be

j expected from the relation of the parathyroids to

the thymic anlage and the marked migration of the

parathyroid anlagen, may be encountered any-

where in the neck and upper thorax. These super-

numerary parathyroids are, however, usually quite

small and probably play very little part in the pre-

vention of postoperative tetany. Ordinarily the

superior parathyroids lie on the posteromedial sur-

face of the thyroid at about the level of the junc-

tion of the upper and middle thirds, and adjacent

to the anastomotic branches between the superior

and inferior thyroid arteries. The inferior para-

thyroids are less constant in position but usually

lie on the lower third of the thyroid gland near the

terminal branches of the inferior thyroid artery.

Variations from the usual arrangement are com-

mon. These variations are of position rather than

number and occur in a fairly constant percentage

of cases. In 1927 I^' reported the result of a study

• From the Department of Surgery, University of
' California Medical School.

Read before the Annual Meeting of .American .Asso-
ciation for the Study of Goiter, Seattle. Wash., July
10 - 12

,
1930 .

I

of the location of parathyroids removed during

thyroidectomies at the University of California

Hospital. This showed that, in approximately 10

per cent of all cases, one or more parathyroids lay

on the true anterior capsule of the thyroid gland

and that in appro.ximately 30 per cent of all cases

one or more lay on either the anterior or the lateral

thyroid capsule. These percentages remained con-

stant, regardless of the type or size of the goiter,

thus eliminating as a factor in their position, dis-

placement of the parathyroids by an asymmetrical

enlargement of the thyroid.

The question naturally arose as to whether these

parathyroids which were removed represented ac-

cessory glands or whether they were normally lo-

cated or atypically located parathyroid glands. In

1929 Wellbrock^ reported the finding of one or

more parathyroids on the anterolateral surface in

approximately 8 per cent of 1056 thyroid glands

examined at the Mayo Clinic. He considered these

as accessory rather than atypically placed parathy-

roids, because of their variable location and the

absence of postoperative tetany after their removal.

I have always felt that these glands cannot be dis-

missed as accessory parathyroids because they are'^

typical in size, in shape and in their relationship

to the thyroid vessels. The absence of postopera-

tive tetany does not prove these to be accessory

parathyroids, as it has been repeatedly shown that

tetany does not occur if one or two parathyroids

are intact and capable of functioning.

Dissection of autopsy and anatomic material

during the last three years has included in forty-

two cases a careful search of the thyroid region for

parathyroids. This study was undertaken with the

primary purpose of determining whether these an-

teriorly placed parathyroids could be considered as

normal variations or whether they represented ac-

cessory islands of parathyroid tissue. In this series,

on two occasions, we found fewer than four para-

thyroids. In one case a double or paired structure

replaced an inferior parathyroid on one side, evi-

dently arising by a fission of the parathyroid an-

lage. Fifteen parathyroids were found on the an-

terior and lateral thyroid capsule and of these four

lay on the true anterior capsule. These parathy-

roids were all typical in size and in relation to the

thyroid vessels and capsule, and appeared to repre-

sent true anterior displacements. In this series of

forty-two cases, therefore, one or more parathyroids

lay anterior or lateral in 35.9 per cent and one or

more lay on the true anterior thyroid capsule in
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9.5 per cent. These figures approximate very closely

those derived from the study of operative speci-

mens.

The importance of preserving parathyroid tissue

is self-evident to anyone who has seen a case of

severe tetany develop after thyroidectomy. One pa-

tient at the^ University of California Hospital

(1925) developed tetany following thyroidectomy

and later study of the tissue removed at operation

demonstrated three parathyroids on the anterolat-

eral surface of the thyroid gland. This patient was

treated by Collip’s parathormone and calcium and,

although her tetany was kept under control, event-

ually died a little over a year later of a terminal

bronchopneumonia which developed while she was

undergoing hospitalization for an attack of tetany.

At autopsy a very careful search of the neck struc-

tures revealed no tissue recognizable as parathyroid

either grossly or microscopically.

Parathyroids may be damaged during thyroid-

ectomy in three ways. (1) They may be, and as

has been shown, are frequently removed with the

thyroid gland.
(
2

)
Necrosis or temporary nonfunc-

tion may occur as the result of interference with

their blood supply. The parathyroid arteries are

unbranched vessels arising from either one of the

main branches of the inferior thyroid artery or

from one of the anastomotic vessels between the

superior and inferior thyroid arteries. Ligation of

the thyroid vessels is well borne because of an

abundant collateral circulation with the tracheal,

esophageal and pharyngeal vessels. Ligation of the

parathyroid vessels is almost certain to result in

severe damage or even in necrosis, because of the

almost entire absence of connecting vessels between

the thyroid and the parathyroids through the para-

thyroid capsule.

(3) Parathyroid injury may easily result from

crushing, by the application of hemostats to the

thyroid capsule during the course of the thyroid-

ectomy. Many of the transient cases of postopera-

tive tetany undoubtedly result from such damage

or from interference wdth the parathyroid arteries.

Recovery in these cases depends upon the regenera-

tion of fhe damaged parathyroid tissue or on com-

pensatory hypertrophy of the remaining uninjured

parathyroids.

modified technic has been developed at this

clinic, under the guidance of Dr. W. I. Terry,^ in

order to obviate parathyroid damage as far as pos-

sible. The essential feature of this modified technic

i: the preservation of the entire lateral thyroid cap-

sule, as well as the posteromedial, by the applica-

tion of clamps so as to strip the capsule of each

lobe from the front backward. A thyroidectomy

performed with this technic is really an intracap-

sular resection.

A second less important feature is the transec-

tion of the superior pole by clamps rather than the

more usual extracapsular ligation of the superior

thyroid vessels. It is interesting to note that, in

1907 Halstead advocated a very similar procedure

in order to obviate interference with the blood sup-

ply of the parathyroids. Only the anterior capsule

is present on specimens removed in this manner.

This anterior capsule is easily examined for para-

thyroids before the resection is begun and, if any

are found, special modifications may be instituted

for their protection or they may be removed and

reimplanted. The adoption of this modified technic

has reduced the number of parathyroids removed

at this clinic from approximately 35 per cent in

1925 to less than 5 per cent during the past year.

This decrease has been paralleled clinically by the

smaller number of patients showing even mild evi-

dence of postoperative parathyroid deficiency.

SUMMARY

1. Parathyroids are present on the anterior sur-

face of the thyroid gland in approximately 10 per

cent of all cases and on either the lateral or an-

terior surface in approximately 30 per cent.

2. These anteriorly and laterally placed parathy-

roids are not accessory parathyroids but represent

normal variations in position.

3. The modification of the standard operation of

subtotal thyroidectomy so as to preserve the lateral

as well as the posteromedial capsule of the thyroid

will preserve the majority of these anteriorly placed

parathyroids.

4. Although one or two parathyroids may be re-

moved without permanent evidence of parathyroid

deficiency, parathyroid tissue is of extreme value to

the patient and should not be unnecessarily re-

moved or damaged.
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EFFECTS OF THYROID ACTIVITY ON THE
FEMALE ORGANIS:\I *

Ralph R. Wilson, M.D.

KANSAS CITY, MO.

The original concept of primacy of the ovary has

been enlarged by brilliant researches to include

that extensive apparatus designated by Falta^ as

the “hormonopoetic system.” This group is dom-

inated by the thyroid-ovary-pituitary triad, with

sufficient evidence at hand to consider the thyroid

the pace-maker of the lot. “The relation of the

thyroid gland to the sex organs is the most ancient

and classical interrelation of the functions of the

glands of internal secretion” (Marine-). The span

of woman’s sex life is characterized by a series of

physiologic epochs, but she remains strikingly fem-

inine throughout, due chiefly to the phenomenal

interplay of this endocrine group.

NORMAL FUNCTIONS

In the embryologic stage the origin and develop-

ment of both primitive thyroid and primordal gen-

erative cells are carefully observed individually

(Starling,^ Keibel and Mall,^ Mcllroy®), yet it has

been impossible to recognize functional significance

prior to removal from intrauterine influences.

Throughout infancy and childhood the proper

balance between these systems is manifested most

strikingly by the departures from the normal. Ab-

sence of the gonad hormone contributes to a char-

acteristic lengthening of the long bones, while these

same bones show an excessive shortening in absent

or deficient thyroid secretion (Falta, Myersi'’). The

period of adolescence has a distinct tendency to-

wards an increase in rrietabolism and particularly

so immediately preceding puberty (Gbttche,^ Du-

bois*’). That there is a state of hypersecretion of

the thyroid at puberty has been repeatedly ob-

served, being suggested both by enlargement of the

gland and increased metabolism, which is consid-

ered physiologic with doubtful relationship to later

life (Talbot,® Janet^®). During the age range of

adult life of the woman, metabolism is obviously

affected by certain episodes but the rate of change

is essentially uniform (Harris and Benedict^"*).

With the onset of the menstrual epoch there is

a significant number of women who show visible

thyroid enlargement in the early stage, which Hy-

man and KesseT^ consider to be purely physio-

logic, representing a cyclic hyperplasia rather than

Read before the Annual Meeting of American Asso-
ciation for the Study of Goiter, Seattle, Wash., Julv
10 -12

, 1930 .

a pure hyperemia. In light of the observations to

date, it would seem that the individuals with the

greatest degree of dysmenorrhea have greatest in-

creases in metabolism, inferring that a factor there-
in may be irritability and general restlessness from
the pain. Even though there is no evidence at hand
to show that substituted concentrations of either
the whole ovary or follicle extract have appreciable
effect upon the metabolism, it is a well known fact

that castration in the young adult practically al-

wa}'^s leads to some degree of hypothyroidism. In
later life, however, the artificial menopause seems
to cause less diminution in the oxidative processes
and of only transient nature (King.i^ King and
Patterson^). Young women previously presenting
suspicious signs of hyperthyroidism have been ob-
served to develop enlargements rapidly during pre-

nuptial engagements (Bram^^). Graves^® calls at-

tention to cases presenting swelling of the gland as

a result of excessive intercourse which subsided
after a period of continence. As to the glandular

enlargements of the above types, opinions are still

at variance as to whether these individuals are

more likely to develop goiter in later life, probably
depending considerably upon the efficiency of io-

dine metabolism.

During normal pregnancy the activity of the

thyroid has been mapped out only indefinitely.

The early weeks are characterized by a lowered

metabolism, which after about the fourth month
begins to rise, returning to normal at least by
the seventh month. Thereafter it continues to rise

until at term it may reach 30 per cent increase,

which is attributed to the added protoplasmic

mass of the fetus rather than to intoxication (Root
and Root,^' Sandiford and Wheeler^*). One set of

twins was studied by Plass and Yoakum^® who
found the expected rise in metabolism in pro-

portion.

Clinically, the condition of these patients closely

reflects the indication of the basal metabolic rate.

Coincident with the decreased rate in early gesta-

tion is the feeling of profound lassitude; and, as

the nausea and vomiting of pregnancy tend toward

the pernicious type, the greater the decrease in

metabolism. In an occasional instance it requires

the keenest diagnostic acumen to differentiate be-

tween true hyperemesis gravidarum and an early

pregnancy in a thyrotoxic case with marked gas-

trointestinal symptoms. That the gland itself fre-

quently enlarges during pregnancy is a matter of

common knowledge, and the significant observa-
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tion is offered that cases of toxic albuminuria do

not show gestational hypertrophy and are frequent-

ly hypothyroid (Davis^).

Upon expulsion of the fetus, whether at term or

premature, the metabolic rate rapidly returns to

normal. The period of lactation, however, is charac-

terized by lessened thyroid activity, as indicated

by the patient’s gain in weight together with a

lowered metabolic reading (Sandiford and Wheel-

er,-^ Plass and Yoakum-^).

During the menopause and the span thereafter,

the thyroid plays a minor role as compared to the

child bearing period (O’Keefe-^), coincident with

tendencies toward hypoactivity of most of the re-

maining endocrine group. Therefore, it is evident

in summarizing the life cycle of a normal woman

that the degree of thyroid efficiency is directly

proportional to its inconspicuousness.

ABNORMAL FUNCTIONS

For purposes of discussion, which are subject to

criticism and offered with no claim for perfec-

tion, certain precepts are proposed:

1. Thyroid disease is a continuous series of

variegated manifestations, notably subject to spon-

taneous remissions and a tendency to chronicity

( Hertzler Aschoff-’ )

.

2. So far as is actually known, the sole func-

tion of the thyroid gland is to produce thyroxin

which is not a detoxifier.

3. The ideal treatment is prevention, beginning

in uterine life.

4. General anesthesia is preferred to local in

women when operation is indicated.

5. Goiters are not to be considered “inno-

cent” (Hertzler^s)^ particularly in women with

menstrual irregularities.

In a gynecologic clinic it has been found neces-

sary to classify abnormal thyroid function rather

comprehensively and the following discussion is

related to the reproductive phenomena observed

in each such group:

GROUP I. CONGENITAL THYROID DISEASE

1.

Hyperthyroidism in the newborn. Toxicity is

relatively rare, in spite of the rather frequent oc-

currence of generalized thyroid enlargement at

birth, which varies from eleven per cent in a non-

goitrous to sixty per cent in recognized goitrous

areas (Yoakum-'). Upon being removed from the

intrauterine influences the symptoms usually sub-

side in a few weeks, due to the transiency of the

hyperplasia and the total prognosis is good (Di-

ven-®). The nearer puberty the enlargement per-

sists, the more grave the prognosis, particularly

with respect to recurrence in later life. In fact,

many showing persistent enlargement before pu-

berty without subsequent exacerbations are prob-

ably not true hyperplasias originally. Offspring of

the same parents may show goiter with hypothy-

roidism or with hyperthyroidism ( Bram-®) . In those

cases manifesting precocious puberty, changes often

attributed to the pineal body, the thyroid must

come in for consideration, because in such children

the association of definitely perceptible enlarge-

ment is more than coincident.

2. .Adenomata at birth. Such cases are rarely

reported. Williams mentions their possibility as a

cause of dystocia and still-birth. Others die soon

after birth, usually from pressure causes in the

establishment of respiration, and a remaining few

survive surgery. In any event the course is such

that no effect upon the reproductive system is rec-

ognized and in no way are they to be confused

with the histologic group of “fetal adenomata.”

3. Cretinism. This condition affects the whole

reproductive life of the individual. The true cretin

is not the menace to society as the modified or

milder types which are recognized late in child-

hood, thereby being deprived of the advantages of

thyroid therapy (Sloan®®). Treatment in any case,

for that matter, usually falls short of full antici-

pation. Nor is prevention always possible, for

Talbot®^ has studied the metabolism of a series

of mothers of sporadic cretins and found no evi-

dence of thyroid abnormality. It is essential, how-

ever, to administer small doses of iodine to every

pregnant woman presenting thyroid fullness, inas-

much as it has no effect upon simple gestational

hypertrophy. Menstruation in cretinism develops

late or not at all, and there may be long periods

of amenorrhea. Painful disorders are not so com-

mon as oligomenorrhea, frigidity and dyspareunia.

There are usually infantile genitalia with the ex-

pected low fertility. Pregnancy may occur, and by

treatment be carried to full term, but the bony

pelvis usually precludes birth by natural channels.

Inasmuch as their children are subject to the stig-

mata of constitutional inferiority, sterilization

should be considered in the event of cesarean sec-

tion. Lactation is scanty. The menopause regularly

occurs early and is generally free of associated

distress, probably due to the thyroid therapy, as

bj' this time in life most of them realize the bene-
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fits of regular dosage. This assumption is justi-

fied by reason of the fact that in normal individu-

als thyroid therapy is beneficial in certain disor-

ders of the menopause (O’Keefe^-).

GROUP II. ADOLESCENT OR COLLOID GOITER

Thyroid enlargement during the adolescent period

forbodes evil. For years there may be little evidence

of activity further than vasomotor instability and

short periods of amenorrhea but they surely pro-

gress into one of three classes: first, by way of

the route of adenoma they advance into toxic

states; second, through gradual colloid deposition

and the tendency to natural remission, they reach

a stage of definite hypoactivity. Furthermore, these

two conditions frequently alternate in the same

individual, and sometimes overlap so closely that

suggestions of both subnormal activity and ex-

cessive secretion may be found at the same time,

requiring several years study before they can be

properly classified. Gardiner-Hill and Smith®^ add

the significant observation that the menstrual flow

“is often diminished or absent when hyperthy-

roidism is present, and excessive when thyroid ac-

tivity is below normal.’’

The third terminal stage of adolescent goiter

may be malignancy which, however, is too rapid

in course for appreciable effects upon reproduction.

GROUP III. THYROTOXICOSIS AND HYPERTHROIDISM

1. Primary thyrotoxicosis exerts vicious influ-

ences upon the reproductive system. Onset before

puberty, unrelieved, delays this epoch and contri-

butes to amenorrheic tendencies thereafter, an ob-

servation emphasized by Basedow in his original

contribution. Underdevelopment of the generative

tract and “juvenilism” are unusually frequent in

individuals quite normal appearing in other re-

spects. In those cases of Graves’ disease complain-

ing of menorrhagia and metrorrhagia, nearly always

sufficient cause can be found in the generative

tract alone. Numerous are the references to the

high frequency of associated chronic pelvic and

thyroid disease (Hertzler,^^ Bram,^® W. P.

Graves®®), beginning with Freund as early as 1891

who observed the frequency of uterine fibroids and

disturbed thyroid function. In a general way thy-

roid intoxication affects the reproductive system in

a similar way to any prolonged systemic poison-

ing, manifesting itself according to the particular

decade in life at which its onset occurs. On the

other hand, there is a small percentage of cases, by

some peculiar virtue, to whom excess thyroid secre-

tion is a powerful stimulant for a time, but they
eventually exhaust physical limits and their subse-
quent crash is violent and tragic.

Parturition and thyrotoxicosis are infrequently

associated. Fortunately, the higher the degree of

toxicity the greater the incidence of sterility but,

unfortunately, not sufficiently so as to avoid a
large number of abortions and miscarriages. Gardi-
ner-Hill®' reviews a large series and reports that

fifty per cent of the cases in exophthalmic goiter

terminate in premature emptying of the uterus in

various stages of gestation.

Successful management of these cases depends
upon early recognition. The greater the clinical

signs of intoxication before pregnancy, the more
serious the outlook upon its supervention. The ad-

vent of intoxication may be explosive, particularly

during the first four months. There is a small per-

centage of cases who pass through pregnancy and
parturition with comparative success without assist-

ance (Mussey et al.,®® Hyman and Kessel®®). There
are a larger number of cases who do so successfully

as a result of diligent care (Falls^), but there is

another group who meet disaster unless more than

conservative methods are adopted. Thyroidectomy
during pregnancy is advisable, but not without

hesitation and carefully executed preparation

(Clute and Daniels”). The amount of tissue to be

removed under such circumstances is decidedly a

problem.

Upon the onset of labor in this condition the

following points should govern its conduct:

a. There is a peculiar susceptibility to congestive

heart failure.

b. Violent straining with uterine contractions

may cause blood extravasation in the thyroid tis-

sues.

c. Postpartum hemorrhage is very frequent, the

decreased clotting time being one recognized factor.

d. Their labor is characterized by vigor and

violence with subsequent birth-injuries to both

mother and child.

In the few instances of primary thyrotoxicosis

and pregnancy reaching a crisis, usually sufficient

arrest from iodine glucose and sedatives can be se-

cured to permit surgical relief. Even in that event

it is probably better to empty the uterus first, inas-

much as thyrotoxicosis is sufficiently difficult to

cure under the best of circumstances (Judd^®).

Following the emptying of the uterus thyroidec-

tomy may be postponed weeks or months, due to

the removal of pelvic aggravation (Hertzler,^®
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Bartlett^*), permitting observation of a more nor-

mal state. In those rare cases resisting arrest from

preliminary medication little is to be expected from

life-saving procedures of any type. Hertzler^’ has

notably stressed the dangers of operations, while the

toxicity is on the upgrade. Lactation may be abun-

dant but it is an additional burden to an already

sick indivndual, and toxic milk is questionable food

for the infant (Berard and Dunet^*'). Following

thyroidectomy, subsequent pregnancies should be

avoided for a period of two years at least (William-

son^') and, should there be two or more living

children, it is wise to advise against future child-

bearing.

The menopause in this group is passed earlier

in life than the average woman and is character-

ized by short duration and comparative ease. Occa-

sionally there is such improvement thereafter that

well-advised thyroidectomy is postponed.

2. Toxic adenoma is more clearly associated with

the female reproductive system than primary thy-

rotoxicosis but less dangerously so, because a small

percentage tend to become less toxic after succeed-

ing epochs; and, furthermore, heart complications

therein tend toward arrhythmias rather than myo-

cardial weaknesses. They may have extensively

nodular goiters, associating specifically certain no-

dules with puberty or certain pregnancies and yet

for several years remain fairly symptom-free. If

there is an appreciable degree of subnormal activ-

ity, they complain of menorrhagia, metorrhagia,

frigidity and often sterility.

Then, there is that group that advances into

toxicity, presenting certain analagous situations to

primary thyrotoxicosis and yet different in some

respects. The intoxication is usually more insidi-

ous, giving better opportunities for estimating its

severity; so that, in the event of pregnancy, care-

ful observation usually wards off crises. Their

power of recovery is generally greater than in the

primary type, unless by the years of wear and

tear the general body resistance be impaired; and

there is less susceptibility to postoperative meta-

bolic storms. Furthermore, Plummer^® has pointed

out their lack of adaptability to iodine therapy.

Therefore, should a toxic adenoma associated with

pregnancy reach a critical stage, it is logical to at-

tack the goiter first, in contrast to the management

of true primary toxic cases. Likewise the danger

of recurrence is less from subsequent pregnancies.

At the time of delivery, in addition to those dan-

gers peculiar to cases of primary hyperthyroidism.

there is the factor of mechanical pressure and anes-

thetic difficulties.

Lactation is nearly always a failure, resulting in

production of abundant body fat and a scarcity of

milk fat. The menopause may be imitative of pri-

mary toxic t}^pes on one hand, or myxedema types

on the other, depending upon the activity of the

adenomatous gland at that particular decade.

GROUP IV. HYPOMETABOLISM AND MYXEDEMA

Subnormal activity of the thyroid gland mani-

fests itself in two particular types of cases; those

that are classical myxedema and those that are

hypothyroid among a group of other symptoms,

better known as “polyglandular disturbances.”

1. The hypothyroid or h>pometabolism

(IMeans^®) cases are footballs of medicine. In clin-

ics they are shifted from one department to anoth-

er because of the vagueness of their complaints,

and are frequently labelled hypochondriacs. They

do not stand pain well, and later in life suffer from

headaches frequently (Stevens^). Their age of pu-

berty may be within normal limits but their men-

strual life is characterized by scanty flow, irregu-

larities and cramps. The breasts are often enor-

mous, with small nipples and areolae. The pelvic

organs are practically always juvenile. Marriages

are usuall}'^ sterile, often unhappy because of sex-

ual incompatibility, but some may have small fami-

lies through duty, before the condition produces

absolute sterility (Litzenberg-^^). Their pregnancies

and labors are difficult and fraught with complica

tions. They have less tendency to abort than thyro-

toxic cases, but their children are oversize. IMilk

production is small. The menopause often precedes

the normal by a full decade, and is featured by

menorrhagia and vasomotor disturbances. The span

of life is shortened perceptibly; if not by intercur-

rent infection, to which they are notoriously sus-

ceptible, it is by incompetency of the cardiorenal

system.

The outstanding features presented in the basal

metabolism of these cases is that, although the

reading may be only slightly below normal limits,

their rates are strikingly consistent on repeated ob-

servations.

?ilarine and Lenhart’- have pointed out that thy-

roxin was not the only hormone affecting the basal

metabolism; therefore, a combination of extracts

is usually more effective than thyroid alone in their

treatment.

2. IMyxedema usually comes late in the repro-

ductive period of a woman, but its onset may have
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a very definite relationship to any epoch in her

sex life (Krantz^^). Comparatively few have an

early climacteric, but menorrhagia (Gardiner-

Hill^-) and the associated phenomena of the meno-

pause are severe unless rescued by thyroid therapy.

Too often these patients are submitted to pelvic

surgery; and likewise, the diagnosis may be con-

fused with pernicious anemia, chronic nephritis or

heart disease (Reed and Kenna)?^®). In those cases

developing true myxedema after an early artificial

menopause, it is highly probable that a decreased

rate existed before castration.

The treatment of these cases is little less than

spectacular. To Schiff®® goes credit for pioneer work

in 1884. In spite of the brilliant researches on thy-

roxin, the dried extract remains as the most suit-

able for use (Oswald®^). Being indicated at an age

wherein there is a frequency of cardiorenal disease,

the dosage is better started low and increased

gradually (Christian®*). Plummer has made a valu-

able observation that iodine does not affect thyroid

intoxication, resulting from overingestion of the

substance. Furthermore, large initial doses seem

to depress natural immunity to infection. As yet

no one has been able to reduce thyroid therapy

to a mathematical formula (Thompson®®). Clinical

observation is a better indication than the basal

metabolic rate, and occasionally Reed’s®^ formula

(B.M.R. 0.683 (P.R.-f0.9 P.P.)—71.5) may be

used advantageously. In a few cases of myxedema

there is an associated albuminuria or even hyper-

tension which does not contraindicate the treat-

ment but indicates caution in its application.

Neither obesity nor low metabolic readings per se

are indications for thyroid therapy.

BIBLIOGRAPHY
1. Falta, Myers: The Ductless Glandular Diseases, P.

Blakiston’s Son & Co., Philadelphia, S. 1915.

2. Marine: Physiolog. Rev., 2, 536. 1922.

3. Starling: Human Physiology, Lea & Febiger, Phila-

delphia, 3rd Ed., 1238. 1920.

4. Keibel and Mall: Human Embryology, J. B. Lip-

pincott Co., Philadelphia, 2, 453. 1910.

5. Mcllroj’: Proc. Royal Soc. of Medicine, Obst. &
Gynec. Sect. Longmans, Green & Co., London, 226. 1911.

6. Falta, Myers: The Ductless Glandular Diseases, P.

Blakiston’s Son & Co., Philadelphia, 13. 1915.

7. Gottche: Klin. Wchnschr., 4, 2062. 1925.

8. DuBois: Basal Metabolism in Health and Disease,

Lea & Febiger, Philadelphia, 2nd Ed., 147. 1927.

9. Talbot: Physiolog. Rev., 5, 477. 1925.

10. Janet: Jour. Med. Fr., 12, 254. 1923.

11. Harris and Benedict: Carnegie Inst, of Wash. Pub.,

279, 241. 1919.

12. Hyman and Kessel: Jr. A. M. A., 88, 2033. 1927.

13. King: Bull. Johns Hopkins Hosp., 39, 302. 1926.

14. King and Patterson: Jr. A. M. A., 91, 1423. 1928.

15. Bram: Am. Jour. Obst. and Gyn., 3, 352. 1922.

16. Graves, W. P.: Gynecology, W. B. Saunders Co.,
Philadelphia, 3rd. Ed., 83. 1923.

17. Root and Root: Arch. Int. Med., 32, 411. 1923.

18. Sandiford and Wheeler: Jour. Biolog. Chem., 62,

329. 1924.

19. Plass and Yoakum: Trans. .Am. Gvnec. Soc., 54, 170.

1930.

20. Davis: Jr. A. M. A., 87, 1004. 1926.

21. Sandiford and Wheeler: Jour. Biolog. Chem., 62.

329. 1924.

22. Plass and Yoakum: Trans. Am. Gyn. Soc., 54, 166.

1930.

23. O’Keefe: South. Med. Jour., 20, 375. 1927.

24. Hertzler: Diseases of the Thyroid Gland, C. V. Mos-
by Co., St. Louis, 2nd Ed., 62. 1929.

25. Aschoff: Report of International Conference on Goi-
ter, Hans Huber, Berne, 32. 1927.

26. Hertzler: Diseases of the Thyroid Gland. C. V. Mos-
by Co., St. Louis, 2nd Ed., 17. 1929.

27. Yoakum: Am. Jour. Obst. and Gyn., 15, 617. 1928.

28. Diven. Abt’s Pediarics, W. B. Saunders Co., Phila-

delphia, 2, 240. 1923.

29. Bram: Goiter; Norn-Surgical Types and Treatment,
The McMillan Co., New York, 204. 1924.

30. Sloan: Am. Jour. Obst. and Gyn., 19, 235. 1930.

31. Talbot: Quoted by Means, Oxford Monographs, Ox-
ford Univ. Press, New York, 4, 316. 1929.

32. O’Keefe: South. Med. Jour., 20, 375. 1927.

33. Gardiner-Hill and Smith: The Lancet, 1, 862. 1927.

34. Hertzler: Am. Jour. Surg., 37, 274. 1923.

35. Bram: Goiter: Non-Surgical Types and Treatment,
205. 1924.

36. Graves, W. P.: Gynecology, 3rd Ed., 83. 1923.

37. Gardiner-Hill: The Lancet, 1, 123. 1929.

38. Mussey, Plummer and Boothby: J. A. M. A., 87,

1009. 1926.

39. Hyman and Kessel: J. A. M. A. 88, 2032. 1927.

40. Falls: North. Med., 28, 391. 1929.

41. Clute and Daniels: .Am. Jour. Med. Sc., 179, 491.

1930.

42. Judd: .Ann. Surg., 72, 145. 1920.

43. Hertzler: Am. Jour. Surg., 37, 274. 1923.

44. Bartlett: Surgical Treatment of Goiter, C. V. Mos-
by Co., St. Louis, 94. 1926.

45. Hertzler: Diseases of the Thyroid Gland, C. V. Mos-
by Co., St. Louis, 2nd Ed., 131. 1929.

46. Berard and Dunst: Report of Internat. Conference

on Goiter, Hans Huber, Berne, 265. 1927.

47. Williamson: .Am. Jour. Obst. and Gyn., 14, 196. 1927.

48. Plummer: Oxford Medicine, 3, 858. 1921.

49. Means: Oxford Monographs, Oxford Univ. Press,

New York, 4, 229. 1929.

50. Stevens: New Eng. Jour. Med., 201, 169. 1929.

51. Litzenberg: Am. Jour. Obst. and Gyn., 17, 550. 1929.

52. Marine and Lenhart: Am. Jour. Phys., 54, 248. 1920.

53. Krantz: Quoted by Means, Oxford Monographs,
Oxford Univ. Press, New A^ork, 4, 289. 1929.

54. Gardiner-Hill and Smith: The Lancet, 1, 862. 1927.

55. Reed and Kennay: Endocrinology, 13, 191. 1929.

56. Schiff: Arch. f. exper. Path. u. Pharmakol, Liepsiz,

18, 25. 1884.

57. Oswald: Report Internat. Conference on Goiter,

Hans Huber, Berne, 228. 1927.

58. Christian: Rhode Island Med. Jour., 8, 109. 1925.

59. Means: Oxford Monographs, Oxford Univ. Press,

New A’ork, 4, 152. 1929.

60. Thompson et al.: Jour. Clin. Invest. 7, 462. 1929.

61. Reed. Quoted by Stitt: Practical Bacteriology, Blood

Work and Animal Parasitology. P. Blakiston’s Son & Co.,

Philadelphia, 8th Ed., 810. 1927.



430 NECROSIS IN THYROTOXICOSIS KERR Vol. XXIX. Xo. 9

NECROSIS OF THE HEART AND LIVER
IN THYROTOXICOSIS

WITH SOME NOTES ON THE POSSIBLE
CHANGES IN OTHERORGANS* *

William J. Kerr, M.D.
SAN FRANCISCO, CALIF.

Although many writers have suggested that h}--

perplastic goiter is a general and not a primary

thyroid disease, very little evidence of structural

change has been found in such cases in other or-

gans than the thyroid. In 1916, Fahr^ called atten-

tion to histologic changes in the heart muscle, con-

sisting of interstitial myocarditis with round-cell

infiltration between muscle fibers and around ves-

sels, with fragmentation and destruction of muscle

fibers. Goodpasture,- in 1921, described two cases

of hyperthyroidism with extensive diffuse myocar-

dial necrosis in one case, and focal necrosis in the

other. Goodpasture’ also found slight but definite

lesions in the myocardium of rabbits after the ad-

ministration of large doses of dried thyroid gland

and thyro.xin. Hashimoto,®- in 1921, reproduced the

lesions described by Fahr after e.xperimental hyper-

thyroidism in albino rats. Parenchymatous degen-

eration and round-cell infiltration was found in the

liver, heart and other organs.

In September, 1922, the author, with G. Y.

Rusk,^ reported a remar.kable case of hyperthyroid-

ism with hyperplastic goiter showing extensive de-

struction of the liver resembling acute yellow atro-

phy. After a stormy postoperative course with

gastrointestinal symptoms and terminal jaundice,

he died on the fifteenth day. The liver was only

slightly decreased in size. The surface was roughly

granular and of light brownish-red color. On sec-

tion the normal markings were obscured; the color

was reddish-brown and opaque with numerous

scattered deeply hemorrhagic blotches, varying in

size from mere points up to irregular areas roughly

1 cm. in diameter. After fixation in Jore’s solution

the tissue showed an irregular green discoloration

due to the jaundice, and also tiny translucent gray

sports, apparently the center of the lobules, with

opaque tissues about the portal regions.

The histologic picture of the liver also was re-

markable. The architecture was almost completely

lost. The portal regions presented a marked and

irregular infiltration with lymphocytes and some

plasma cells. Xo exudate was seen in the bile ducts.

• From ihe Department of Medicine. University of
California Medical School.

* Read before the Annual Meeting- of American Asso-
ciation for the Studv of Goiter. Seattle Wash.. Julv
1 ?- 12 , 1930 .

Within, but principally just beyond, these lympha-
tic masses were irregular strands of liver cells sepa-

rated by irregular groups of deeply pigmented cells,

lymphocytes, remnants of necrotic cells, and scat-

tered polymorphonuclear neutrophils and eosino-

phils. In some areas hemorrhage occurred. A num-
ber of cells showed vacuolated cytoplasm; but no

definite nuclear damage could be demonstrated.

There was no evidence of fibroblastic reaction.

The several sections of heart muscle examined

showed but one focus of marked perivascular lym-

phocytic infiltration, and one small focus of chronic

fibrosis. The pancreas showed scattered foci of

necrosis interpreted as due to postmortem change

(autopsy, two hours after death). The kidneys

showed marked parenchymatous degeneration with

an occasional small focus of fibrosis and lympho-

cytic infiltration. The thymus and thyroid showed

the usual changes found in hyperplastic goiter. The
other organs showed no definite histologic changes.

Since this case was reported, several others have

been obsert'ed in our clinic where the clinical pic-

ture has been quite similar. The course is usually

a stormy one, with tachycardia, pyrexia, restless-

ness, nausea, vomiting, and tov.ard the end in those

who died, jaundice and the syndrome of cholemia.

In most instances the patients have recovered, but

in those who died changes have been found in the

liver similar to those described above. Extensive

parenchymatous degeneration has also been found

in the kidneys, but we have not found extensive ne-

crosis in the heart in any of our cases. In long-

standing untreated cases of hN'perplastic goiter we

have observed extensive fibrosis in the liver which,

may represent the end-stages of the condition we

have described.

In a recent report before the Association of

American Physicians Weller'’ reported changes in

the liver in the Graves’ constitution similar to those

we have described, consisting chieflj' of round-cell

infiltration and fibrosis.

It is not unlikely that further study will show

that other organs aside from the liver and heart

will show analogous changes. The parenchymatous

degeneration of the kidney may be due to the same

toxic influence. The pancreas may be similarly

affected, giving rise to disturbances in the function

of the islands of Langerhans, and resulting in the

reduced carbohydrate tolerance seen in some cases.

The diabetic state may also be induced by carbo-

hydrate dysfunction in the liver or skeletal muscles.

The gain in weight seen in some cases of thyroid

hyperplasia may be due to lesions in the ovary or
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brain. The skeletel muscles may themselves be the

seat of structural changes, although in a limited

study we have not found confirming evidence. The

nuclei at the base of the brain and the sympathetic

ganglia may also show histologic changes to explain

the mental and neurologic symptoms.

Recent studies on experimental thyrotoxicosis by

Andrus,^ presented before the Society for Clinical

Investigation, showed that the glycogen content of

skeletal muscle was greatly decreased and the lactic

acid content increased. It is of interest that it is

in those organs where the glycogen content is nor-

mally highest that histologic changes have been most

frequently described in this disease.

Further studies are being undertaken to deter-

mine the extent of the histologic changes and their

Present Status of Nonspecific Therapy. Joseph L.

Miller, Chicago (Journal A. AI. A., Aug. 16, 1930), asserts

that protein therapy has been employed in nearly all

acute and chronic diseases of supposed bacterial origin.

At present it is used especially in acute polyarthritis, gon-

orrheal arthritis, the infectious type of chronic arthritis

during the period of more or less active inflammation,

acute iritis, corneal ulcer, thrombo-argiitis obliterans, bacil-

lary dysentery, dementia paralytica, and multiple sclerosis.

Probably the most dramatic results are observed in acute

polyarthritis, and it is safe to say this is the only method
of treatment that can immediately terminate this disease;

at least 50 per cent of patients can be promptly relieved

of their discomfort. About one-half of them are cured;

the others, after a few days or occasionally a week or

more, have a recurrence. In the others the immunity is

complete. In the early stages of chronic atrophic arthritis,

in which there is marked evidence of inflammation, this

treatment will occasionally give gratifying results, termi-

nating the disease, occasionally permanently, more fre-

quently for a few months, after which it again becomes
active but will usually yield to a second course of treat-

ment. It is highly improbable that protein therapy is of

permanent value in osteartliritis, as mechanical irritation,

rather than bacterial infection, is the important etiologic

factor. As thrombo-angiitis obliterans is due to an in-

flammatory reaction, probably of bacterial origin, it offers

a field for protein therapy. If this treatment is begun early

in the course of the disease, the results may be most grati-

fying. Not only is its progress stopped, but the patient

may show great improvement in his ability to walk with-

out discomfort; in fact, the pain may entirely disappear.

In southeastern Europe, protein therapy has been used

quite extensively in the treatment of bacillary dysentery

and is reported to be much more efficient than the dys-

entery serum. Miller has used immunized chicken serum,

normal chicken serum and immunized sheep serum in the

treatment of pneumonia. These serums frequently, but not

always, gave a chill. It was noted that when the patient

failed to react by a rise in temperature there was no
change in the course of the disease. Occasionally, after a

violent reaction, the disease would terminate by crisis. The
immunized chicken serum, after the fibrin was removed,
would no longer cause a marked change in temperature
and failed to modify the course of the disease. He thought
it might be of interest to determine whether a single small

dose of typhoid vaccine intravenously, sufficient to give

a moderate reaction, would modify the course of pneu-
monia. Fifteen patients with lobar pneumonia were so

treated within forty-eight hours of the onset of the dis-

ease. Three of these, or 20 per cent, had an immediate
and lasting crisis with disappearance of all symptoms. The
lung, however, failed to undergo resolution until the regu-

possible relationship to disturbances of carbohy-

drate metabolism.
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lar time for the crisis The greatest interest in protein
therapy is now centered in its use in the treatment of de-
mentia paralytica. The number of recoveries reported
from malarial treatment varies from 30 to 40 per cent;
that is, patients who are able to return to their previous
occupations. Multiple sclerosis is another disease in which
protein therapy is being used extensively. This new field

for nonspecific therapy deserves continued trial. If the
treatment is begun early, before irreparable tissue changes
have taken place, complete recovery may be possible. It is

too early to predict the permanence of the improvement.

Pharmacology and Medical Schools. Charles W. Ed-
munds, .Ann Arbor, Mich. (Journal A. M. A., Aug. 9,

1930), reviews the status of pharmacology in the curricu-

lum of the medical school and its influence on the prac-
tice of medicine. He says : Imagine a physician with a
training covering four years, such as is given in a modern
medical school, followed by one or two years’ internship,

receiving a letter from a pharmaceutic firm telling him
that “he should refer his medical problems to them.” Who
are the members of the staff of the firm who shall settle

the problems of the physician for him? How reliable and
how unbiased will be the therapeutic advice which he will

receive? Such a letter is an insult to the profession, but
physicians are so used to them that they fait to arouse
even a mild state of irritation. The Council on Pharmacy
and Chemistry tries to insure that the advertising matter
of its accepted products shall contain no incorrect or false

information; but who act as critics of the great mass of

medical advertising literature which daily floods the mail?
And yet it is from such sources that the average physi-

cian takes his graduate training in therapeutics. If per-

chance he is a visiting physician in a hospital or a teacher

of medical students, he hands on this commercial thera-

peutic misinformation with the result indicated in the

state board comments which have been quoted. Another
effect of this flood of advertising matter which daily clut-

ters the physician’s mail, and an effect which is largely

overlooked, is the influence which it has on the physician

himself. He is trying to the best of his ability to practice

scientific medicine and he wants to employ the best and
most reliable remedies obtainable. He must therefore try

to appraise the value of these remedies by daily experience

with them in his practice; but even before he has learned

the advantages or drawbacks of one of the hypnotics, let

us say, along comes a circular describing another with a

different side chain which, it is claimed in a loud tone,

gives the compound greatly increased efficiency with les-

sened toxicity and absence of side effects. What is the

physician to do? He must keep abreast of the times, so

at the expense of his own independence and of his scien-

tific training he must use the new compound.
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EDITORIAL

THIS GOITER ISSUE

The meeting of American Association for the

Study of Goiter, which was held in Seattle in July,

offered a program of great interest to all students

of the goiter problem. It was believed that an issue

of this journal, devoted to papers read at that meet-

ing, would prove of interest and value to the read-

ers in the Northwest. Since it was manifestly im-

possible to present all of the papers in one number,

a selection was made of topics which it is consid-

ered will aid in solving some of the questions aris-

ing in consideration of the goiter problem. This

issue, confined to papers dealing with a single

type of disease, is presented with the hope that

it may provide profitable reading.

THE NEW PANCREAS
We are pleased to think we have “the goods” on

the appendix. Its vagaries have entertained us long

enough. !Many recall the days in which it wore the

mask of peritonitis, intestinal obstruction or the

foul collection of pus. These were presented as

clinical entities. We know their origin now. Since

then we have seen it disguised as ureteral colic

with microscopic hematuria or a lumbar ache; it

has hung itself from the gallbladder, or in the

pelvic cavity has urged the rectum or bladder to

conceal its presence. But we know its tricks and

are on the lookout.

Will it be the same with the pancreas? With a

mortality in the past of 50 per cent, a diagnostic

batting average of 10 per cent and a hazy knowl-

edge of causation and terminal forms of its acute

infection, are we not at least penetrating the fog

and interpreting the language of an organ that

has heretofore bewildered us? The deep, boring,

often agonizing pain beginning in the epigastrium

and extending along the left costal border or

through to the back is the sign board to successful

investigation. Early shock and urgent vomiting are

characteristic in the acute form and the depressed

temperature with normal pulse rate should not mis-

lead one. Examination of the abdomen will disclose

tenderness in the pancreatic zone and a rough out-

line of the organ will often be obtained by thumb
pressure, working toward the pancreas from the

parts beyond. IMuscular rigidity is occasionally en-

tirely absent, although a moderate degree of spas-

ticity with increased resistance is the common find-

ing. Rarely is the rigidity of board-like hardness.

With biliary disease the tenderness early moves

toward the right.

The pathology is interesting. Whereas the acute

hemorrhagic or necrotic have been the old familiar

forms, we now recognize a subacute stage charac-

terized by edema alone. In certain cases the dis-

ease may progress no further, although in others,

again like the appendix, it may advance to the

acutest degree. Early surgery means early cure in

the subacute type and recognition of its presence is

vital to avoid the mistake, not uncommon in the

past, of closing the abdomen without investigating

the region of the lesser sac. A diagnosis of biliary

disease has led the surgeon to conclude that an

apparently normal biliary tract meant an extra-

abdominal source of the pain.

Laboratory tests are almost conclusive in the

acute infection. Diastase and amylase are increased

in the blood and urine, while later sugar may be

increased in the blood and sometimes appear in

the urine. In chronic pancreatitis the amylase con-

tent of the blood has been increased in a great ma-

jority of instances.

Excessive activity of the islands of Langerhans

has given us a new disease, “hyperinsulinism.” Its

manifestations are usually through the central ner-

vous system. Early morning drowsiness or deliri-

ous mutterings, going on in some eases to a stage

of excitement akin to mania, often send these pa-

tients to the psychopathic ward. Quick relief fol-

lows the administration of orange juice, toast or

other sweets and, per contra, an injection of insulin

will precipitate an attack. The low blood sugar

proves the diagnosis. A few patients have been sub-

jected to the operation of partial pancreatectomy

with encouraging results. Has not the pancreas been

long enough a challenge to our diagnostic sagacity

and our therapeutic efficacy?
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ESTABLISHED FACTS ABOUT CANCER

During recent years many theories have been

offered concerning the cause of malignant disease,

some based on scientific facts, others representing

fantastic imaginations. Conclusions derived from

a careful study of a large collection of clinical

cases present information that is trustworthy and

of value. When theories are excluded and atten-

tion is paid only to established facts, the investi-

gator is in a position to assemble information of

commanding importance. Park and LeFevre* have

published results of an intensive study of more

than 19,000 neoplastic diseases treated at Mem-

orial Hospital, New York City. Especial attention

was paid to age, sex distribution and incidence of

these cases. The authors have summarized the re-

sults of their studies which contain so many im-

portant conclusions that it seems worthwhile to

quote them in toto.

SUMMARY

1. During a 12 year period, 19,129 tumors were studied

at the Memorial Hospital; of these tumors, 16,565 were

malignant.

2. Malignant epithelial tumors comprised 89.6 per cent

of this number; 10.4 per cent were sarcomas.

3. The average age of all the patients with carcinomas

was 53.9 years. The average age of all the patients with

sarcomas was 38.2 years.

4. During the last 75 years, there has been no appre-

ciable change in the average ages of occurrence of the

more common malignant neoplasms.

5. The deccnnium 40 to 50 marks the period where can-

cer frequency makes its first tremendous increase.

6. Cancers developing in such organs as the breast, thy-

mus, uterus and prostate, which undergo physiologic atro-

phy at definite periods in the life history of the individual,

have specific relationship to age. The majority of the re-

maining malignant ephithelial tumors are not related to

age except that the passing years afford sufficient time for

the causative agents to induce degenerations, tissue over-

growth and even cancer.

7. There was evidence to prove that chronologic age

is not so important as anatomic and physiologic age as an

etiologic factor in cancer.

8. The five most common malignant tumors in infants

and children were Wilms’ adenomyosarcoma of the kid-

ney, ocular glioma, teratoma testis, endothelial myeloma

and thymoma.

9. The age of incidence of certain cancers increase each

year until the normal span of human life is reached.

These cancers were melanomas, basal-cell epitheliomas,

squamous carcinomas of the skin, carcinomas of the lip,

penis, floor of mouth, buccal mucosa and inferior alveolus.

10. When percentage corrections are made for the in-

cidence of the various sarcomas on the basis of the pro-

portionate number of persons living during the age periods,

* Park, G. T. and LeFevre, R. G.: The Age and Sex
Distribution and Incidence of Neoplastic Diseases at
the Memorial Hospital, New York City. Jour, of Cancer
Research, XIV, 2, June, 1930.

it is seen that the incidence of these malignant connective

tissue tumors varies only slightly from age 20 to age 80.

11. The benign papillomas of many organs always oc-

cur at younger average ages than the carcinomas of the

same organ e.g., the age variance of 22 years for the

larynx, 17 years for the vulva, 7 years for the urinary

bladder.

12. The tumors which occurred predominantly in females

were: mammary adenofibroma, lipoma, giant-cell tumor

of bone, thyroid adenoma, neurofibroma, carcinomas of

the breast, thyroid, urethra, appendix and gallbladder.

13. The tumors which occurred predominantly in males

were: chondroma, laryngeal papilloma, papilloma of urin-

ary bladder, thymoma, lymphosarcoma, neurogenic sar-

coma, bone sarcoma, multiple myeloma, hypernephroma,

squamous carcinoma of skin, basal-cell epithelioma, carci-

nomas of lip, larynx, tonsil, tongue, buccal mucosa, esopha-

gus, stomach, rectum, liver, pancreas and urinary bladder.

14. There was a constant age difference of 2 to 4

years for the average age of male and female patients with

the same regional and histologic types of cancers; the fe-

males were younger than the males.

15. The liability of epidermoid carcinomas of the skin

was greater after the age of a century was reached.

16. Thirty per cent of all malignant tumors in patients

over 74 years were basal-cell epitheliomas.

17. Brain tumors were uncommon in old people; none

occurred in patients over 70 years. Fifty per cent of the

gliomas were in subjects younger than 25 years.

18. Chondrosarcoma was the only malignant connective

tissue tumor which did not appear in children
;
the young-

est patient was aged 22.

19. Giant-cell tumors of bone were the only bone tumors

which occurred with greater frequency in females. Con-

trary to general opinion, bone sarcomas were relatively as

frequent at ages 60 to 64 as at ages 15 to 19 years.

20. The average age of persons with Ewing’s endothelial

myeloma was 22 years; the average age of persons with

multiple myeloma was 42 years.

21. Cancer of the alimentary tract was four times as

frequent in men as in women. .\s the ratio of sex was

considered, the major liability of the male to cancer of

the alimentary tract seemed uniformly and gradually to

approach the female liability from the mouth downward

through the digestive tube. Forty-eight per cent of the

cancers in males were in the alimentary tract and accessory

organs.

22. The adenoid cystic epithelioma of mucous mem-

branes is explained by the Durante-Cohnheim embryonal

theory of tumor origin.

23. In subjects younger than 25 years, carcinoma of the

tonsil was 13 times as frequent as carcinoma of the tongue.

24. -4t age 75, carcinoma of the larynx was 32 times as

frequent as at age 25. For papillomas of the larynx, the

male preponderance w'as 2 to 1 ;
for carcinomas of the

larynx, the male preponderance was 10 to 1.

25. There was evidence to prove the existence of a defi-

nite group of carcinomas of the nasal mucosa in children.

26. The average age of patients with carcinoma of the

parotid gland was 10 years older than for patients with

mixed tumors of the parotid.

27. Carcinoma of the esophagus was very rare in young

people. Carcinoma of the stomach was quite infrequent in

elderly people.

28. Of all cancers of the gastrointestinal tract, carcinoma

of the appendix occurred at the earliest average age,

namely 32 years.

29. One of every 25 patients admitted to the hospital

had carcinoma of the rectum. Epidermoid carcinoma of
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the anus occurred at the youngest average age, of all the

regional location of this histologic type of cancer.

30. Among 100 regional and histologic varieties of can-

cer, carcinoma of the prostate gland occurred in patients

of the oldest average age, namely 63 years, yet the inci-

dence for this carcinoma did not increase with advancing

age.

31. Teratoma testis is essentially a disease of young men;
the incidence declined rapidh* after age 35.

32. Of all tumors of the female genitalia, vulvar car-

cinoma occurred in subjects of the oldest average age,

namely 60 years. The percentage of vulvar carcinomas

occurring in single women was high (16.2 per cent).

33. Carcinoma of the cervix uteri was twice as frequent

after age 75 and before age 25. The percentage of carci-

nomas of the body of the uterus in single women was
four times as great as the percentage of carcinomas of the

cervix in single women.

34. The ovary was the only organ in the body wherein

the benign and malignant epithelial tumors affected sub-

jects of the same approximate age.

35. The incidence of mammary adenofibromas gradually

increased from age 20 to age 50. These fibroadenomas
occurred in subjects who averaged 15 years younger than
the patients with carcinomas of the breast. One of every

7 patients admitted to the hospital had mammary cancer.

36. Thyroid adenomas in males have a greater tendency
to become carcinomatous than do the thyroid adenomas
in females.

37. Tumors of the sexual organs naturally occurred at

younger average ages in single than in married people, e.g.,

mammary fibroadenoma and intraductal papilloma, sar-

coma of the breast, teratoma testis, carcinomas of the

penis, prostate, vagina, cervix, ovary and body of uterus.

38. Cancers of early life, as in breast, stomach, tongue
and rectum, progress more rapidly, disseminate more fre-

quently and recur more often after removal than do their

congeners of adult life. Radiosensitivity is a property found
frequently in the malignant neoplasms of youth. Fever is

significantly frequent in the case of rapidly-growing malig-
nant tumors in young people.

OREGON MEETING AT PORTL.AND

The fifty-sixth annual meeting of Oregon State

Medical Society, which is scheduled for Portland

September 17-19, will hold its sessions at the head-

quarters of the society in the Aledical-Dental

Building. It is believed this will be one of the best

attended and successful meetings in the history of

this organization. Reference to the completed pro-

gram printed below will suggest interesting and

profitable subjects to be considered. Special atten-

tion is called to the motion pictures whose titles

are specified. There will also be instructive scien-

tific exhibits which will add to the attractions of

the meeting. Wednesday, the seventeenth, will be

devoted chiefly to the golf tournament at Waverly

Country Club. It will be noted, however, that the

initial numbers on the program are scheduled for

that evening. It will be well worthwhile for all able

to do so to be present at this meeting.

PROGR.\M
Wednesday, September 17

8:00 a.m. Clinics at various Portland hospitals.

2:00 p.m. Third Annual Medical Golf Tournament.
Waverly Country Club.

7:00 p.m. Registration of Delegates and Members.
8:00 p.m. Call to Order by the President, Wilson John-
ston, Portland.

8:00 p.m. President’s .Address, Wilson Johnston, Port-

land.

8:30 p.m. Special Program on Medical Economics.
Speakers: John H. Graves, San Francisco, Chairman,
Committee on Medical Economics, California Medical
association.

H. J. Whitacre, Tacoma

Thursday, September 18

7:30 a.m. Breakfast Meeting of House of Delegates,

Main Parlor, Portland Hotel.

9:00 a.m. Registration of Delegates and Members con-

tinued.

10:00 a.m. Scientific Session.

1. The Xonsurgical Treatment of Piles. .A Simple
Office Procedure (Lantern Demonstration), Banner R.

Brooke, Portland.

-Abstract: Exposition of treatment; applicability of

various types of cases; complications; contraindica-

tions.

2. -A Statistical Study of Cancer in Oregon (Lantern

Demonstration), J. Earl Else and Hariy Watkins, Port-

land.

-Abstract: The deaths reported from cancer in Ore-

gon between 1919 and 1928 inclusive are studied and
grouped according to age, sex and organ involved.

3. Concerning Myringitis Bullosa, E. V. Ullman, Cor-

vallis.

-Abstract: Description of clinical signs and symp-
toms; nonrecognition of this disease as a morbus sui

generis; frequent dismissal of patients with partially

defective hearing; desirability of avoiding paracehtesis

;

etiology of the disease; description of experiments by
the author in cooperation with R. Kraus; discussion

of two cases in which this disease was followed by
facial paralysis.

4. The -Abdominal Symptoms of Radiculitis (Lantern

Demonstration), Wesley E. Gatewood, Portland.

-Abstract: Just as tabetic crises may simulate gastric

ulcer, radiculitis may suggest to the physician or the

patient appendicitis, gallbladder disease, colitis and
pancreatitis. Pain, hyperesthesia and tenderness of

segmental distribution are the chief symptoms of radi-

culitis and pain in some form is the most prominent

symptom of abdominal visceral disease. Usually the

pain of visceral disease is interpreted and localized bv
the sensations referred through the somatic nerves to

the portion of the wall overlying. -A careful analysis

of the pain and sufficient investigation to reveal the

factors which influence it will usually distinguish be-

tween these two conditions.

5. -A New -Apparatus for Sinus Roentography • (Lan-

tern Demonstration), W. W. Baum, Salem.

2:00 p.m.

1. Surgery of the Sympathetic Nervous System (Lan-

tern Demonstration), Paul G. Flothow, Seattle.

-Abstract. Brief resume of the anatomy of the sym-
pathetic nervous system; brief resume of the physi-

ology of the sympathetic nervous system bearing on

its surgical application in various conditions; appli-

cation of sympathetic surgery to chronic arthritis;

technic of operations; conclusions.

2. Ten Years Experience with Morphine Scopolamine

or Pantopon Scopolamine (Lantern Demonstration),

Grant S. Beardsley, Eugene.

3. -A Modification of the .Ascheim-Zondez Pregnancy

Test with Findings in 150 Cases (Lantern Demonstra-
tion), -Albert Mathieu and Thomas McKenzie, Portland.
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Abstract: The Ascheim-Zondez pregnancy test is

based upon the presence of anterior pituitary hormone
in the urine of pregnant w omen

;
full detail of the

technic for carrying out the test, and interpretation

of finding will be given; analysis of ISO tests; atten-

tion is directed to the scientific exhibit, showing re-

sults of tests applied to rats.

4. Congenital Obstruction of the Posterior Urethra

in Children (Lantern Demonstration), Charles D. Dona-
hue, Eugene.

.Abstract: Review of different types of obstruction;

report of a submucous fibrosis of the bladder outlet

in a boy aged 8; treatment of such a case.

5. Pulmonary Tuberculosis (Lantern Demonstration),

Marr Bisaillon, Portland.

6. Epituberculosis. Report of Two Cases with Review
of Literature (Lantern Demonstration), S. G. Henricke,

Portland.

Abstract: Review of literature from 1896 to the

present time
;

discussion of various terms applied to

this condition and the theories of its pathogenesis;

description of this onset, symptomatology, differential

diagnosis and treatment; presentation of two illustra-

tive cases; discussion of possible relationship of ery-

thema nodosum and tuberculosis in general and to

tuberculosis pleurisy in particular.

8:00 p.m. Motion Picture Program, Society Auditorium.

1. Prolapse of the Uterus in Elderly Women (one

reel), Raymond E. Watkins, Portland.

2. Movements of the -Mimentary Tract in Experimen-
tal Animals (one reel), A. J. Carlson and .A. B. Luck-
hardt. University of Chicago.

3. Influence of Drugs on Gastrointestinal Activity (one

reel), H. B. Kellogg and L. W. Dowd, Northwestern
University, Chicago.

4. Anatomy of the Abdominal Wall (one reel), H. B.

Kellogg and William C. Windle, Northwestern Univer-
sity, Chicago.

5. Colle’s Fracture (one reel).

The last four films will be shown by Dr. E. G.
Smith, representing the Petrolagar Laboratories, Inc ,

Chicago.

Friday, September 19

7:30 a.m. Breakfast Meeting of House of Delegates,

Main Parlor, Portland Hotel.

9.00 a.m. Scientific Session.

1. Experimental Focal Infection in Relation to Car-

diac Pathology (Lantern Demonstration), Noble Wiley

Jones and S. J. Newsom, Portland.

Abstract: The report details the steps taken in the

attempt to demonstrate a causal relationship between
experimentally produced chronic focal dental infection

and pathologic changes in the heart of the dog. Par-

enchymatous degeneration of the myocardium and a

gross hypertrophy of about 15 per cent were pro-

duced.

2. Recent Contributions to the Study of Intestinal

Obstruction (Lantern Demonstration), G. E. Burget,

Portland.

Abstract: The clinical condition as seen in obstruc-

tion in the small intestine involving a section of gut

is contrasted with the experimental obstruction con-

sisting of making a closed loop and reestablishing the

continuity of the gastrointestinal tract. This difference

is brought out by attaching the loop to the peritoneum

of the abdominal wall where it can be aspirated and
the intraloop pressure kept down. Such animals live

indefinitely without showing any noteworthy changes

in blood chemistry. Wangensteen has shown that the

material in the gut above obstruction is no more toxic

than the content of normal small intestine when in-

jected intravenously. By injecting the vomited fluids

into the gastrointestinal tract below the obstruction

White and Fender kept their animals for weeks. Drag-

stedt has shown that loss of gastric juice alone will

result in death in five to eight days. Injected chloi

ides tend to restore the lost fluid and chlorides in ob-
struction but the evidence that chlorides act by de-
toxifying (Haden and Orr) is lacking.

3. Uterine Adenomyoma, a Clinical and Pathologic
Study (Lantern Demonstration), Warren C. Hunter and
John C. Adams, Portland.

Abstract: Lack of appreciation of the importance
and comparative frequency of adenomyoma of the

uterus; this condition not infrequently obscured by
presence of concomitant discrete fibromyomata in the

uterus or changes in the adnexa, but in series under
discussion fifty per cent of the uteri show uncompli-
cated diffuse adenomyoma; frequency of severe dys-

menorrhea in patients with this form and its erroneous

assignment to some other cause such as fibroids or

endocrine dysfunction
;
likelihood of establishing correct

diagnosis by accurate history and pelvic examination,

together with negative pathologic findings on curet-

tage.

4. Bronchogenic Carcinoma of the Lung. A Clinical

and Pathologic Study (Lantern Demonstration), Frank
R. Menne, Marr Bisaillon and Thomas R. Robertson,

Portland.

Abstract. A study of fifteen instances of primary

bronchogenic carcinoma is presented. A consideration

of the clinical history, physical and roentgenologic

findings, the clinical course, the differential diagnosis

and pathology. In connection with the clinical course

it is pointed out that there is an abruptness of onset

with a variable character and multitudinous manifes-

tations in the symptomatology. The physical findings

have to do with the disturbances that may be elicited

from bronchial obstruction and associated with inflam-

matory process in the lungs. Emphasis on the roent-

genologic examination, namely bronchial obstruc-

tion, atelectasis and other phenomena. The clinical

course is found to be progressive, of variable duration

(in our experience an average of six months). The
length of the illness from bronchogenic carcinoma de-

pends in a large measure upon the associated pathology

and the metastatic involvement. In the differential

diagnosis there must be considered pulmonary tuber-

culosis, lung abscess, mediastinal neoplasis, primary

pulmonary Hodgkin’s and penumonia. The considera-

tion of the pathology deals with the pathogenesis, the

location and types according to the gross and micro-

scopic findings.

5. Perinephritic Abscess (Lantern Demonstration),

John G. Cheetham, Portland.

Abstract. A study of the clinical features of this

disease with special attention to etiology, differential

diagnosis, treatment prognosis; presentation of statis-

tical reports and data from personal cases.

6. Nutritional Allergy in Children (Lantern Demon-
stration), C. Ulysses Moore and Helen G. Dennis, Port-

land.

Abstract. Conditions referable to food allergy and

their symptoms; diagnosis; skin tests, scratch and in-

tradermal; elimination diets; treatment; case reports.

12:30 p.m. Luncheon Meeting of Oregon Public Health

League, Main Parlor, Portland Hotel.

2:00 p.m. Business Session and Election of Officers.

2:30 p.m. Scientific Session.

1. The Relationship of X-Ray Appearances to Ulti-

mate Function in Fractures (Lantern Demonstration),

Richard B. Dillehunt, Portland.

Abstract. Discussion of the relationship between

radiographic appearances in fractures and ultimate

functional and cosmetic results and the importance

of a new basis of use of radiographic evidences in

medicolegal work.

2. A Study of Wound Healing Following the Employ-

ment of Various Suture Methods in Gastrointestinal

•Anastomosis (Lantern Demonstration), Karl H. Martz-

loff, Portland.
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.Abstract. Study based upon experiments performed
on about fifty dogs, on whom gastroenterostomies were
performed. Various types of suture methods that are

described in our textbooks on surgery were employed.
The animals were sacrificed at various times after

operation and histologic study revealed marked differ-

ences in healing, dependent upon the type of suture

method employed. Other complications such as mu-
cosal inclusions were also observed after certain types

of operative procedures. It is conjectural whether
some of these observations may have some bearing

upon the problem of jejunal ulceration.

3. A Study of the Clinical and Pathologic Criteria

Differentiating Ulcerating Carcinoma, of the Stomach
from Carcinoma on Ulcer and Chronic Gastric Ulcer

(Lantern Demonstration), W. H. Bueermann, Portland.

4. The Prev’ention of Postoperative Complications in

Oral Operations (Lantern Demonstration), Joseph .A.

Pettit, Portland.

5. Troublesome Problems in Cleft Lip and Cleft Pal-

ate Surgery (Lantern Demonstration), C. W. Brunkow,
Portland.

-Abstract. Discussion of preoperative complications,

including malnutrition, upper respiratory infections,

mandibular joint dysfunction, dental caries and mis-

placed teeth, previous operations, misplaced tissues and
chest complications; discussion of operative difficul-

ties, including the anesthesia problems and surgical

team-work, multiple state plastic repair, the pedicle

flap method of closing the palate and the suprapala-

tine rubber dam method; discussion of postoperative

difficulties, including interference of tongue with union

of suture line, nonunion due to infection and tension,

delayed hemorrhage, keloid tendency, self-inflicted in-

jury- after repair, and lack of proper speech training

following repair; presentation of means used in deal-

ing with the preoperative, operative and postoperative

difficulties as enumerated.

7:00 p.m. .Annual Banquet, Main Dining Room, Port-

land Hotel. .Auspices of Portland City and County
Medical Society.

.AXNOUXCEjMENT OF NEW JOURN.AL

A new medical journal, entitled The Western

Journal of Surgery, will publish its first issue this

month, appearing from Portland. Dr. Goodrich C.

Schauffler of that city will be the editor. .As indi-

cated in its title, this journal will be devoted to the

interests of surgery and surgeons of the Pacific

Coast. The prospectus states that its promoters

aim to serve in unifying the surgical interests of the

western coast by publication of suitable papers,

discussions, reports of surgical meetings and allied

gatherings. They believe that a field exists for a

special journal of this character, modeled after

similar publications emanating from eastern sec-

tions of the country. Our felicitations are e.xtended

to the new publication with the hope that it may

prosper and prove of benefit to the profession of

this coast.

MEDICAL NOTES

Note .Advertiser’s Offer. .Attention is called to the ad-

vertisement of Maltbie Chemical Company on first cover

page, where it is stated complimentary packages of calcre-

ose and ephedrine will be sent to all applicants.

Goiter Prize .Aw.ard. .At the recent meeting of the

American .Association for the Study of Goiter at Seattle,

Washington, Dr. William F. Rienhoff, Jr., of Johns Hop-

kins University, Baltimore, Maryland, received the annual

award of $300 for the best essay dealing with the goiter

problem. Drs. O. P. Kimball, of Cleveland, Ohio, and E. P.

and D. R. McCullagh, Cleveland Clinic Foundation, Cleve-

land, Ohio, and Robert P. Ball, of the University of Louis-

ville, received honorable mention.

Progr.\m of International Medical .Assembly. The

annual meeting of Inter-State Postgraduate Medical Asso-

ciation of North America, which will met in Minneapolis

October 20-24, presents a program of astounding ampli-

tude, covering a large part of general practice and the

specialties. .Anyone who can find it possible to attend

this meeting will be well repaid by the wealth of material

presented by the leading members of the profession in

this country. This statement is emphasized by the fol-

lowing enumeration of the men who will appear on the

program.

Diagnostic clinics will be presented by Hugh Cabot,

Samuel J. Kopetzky, Alfred T. Bazin, John Polak, Donald

C. Balfour, Henry A. Christian, William D. Haggard, Ed-

ward W. Ochsner, William E. Lower, Carl A. Hedblom,

William F. Braasch, Harlow H. Brooks, Alan G. Brown,

Dallas B. Phemister, William C. Quinby, Irvin .Abell, Isaac

.A. Abt, Charles H. Mayo, Elliott P. Joslin, John B. Deaver,

Fritz B. Talbot, Nathaniel Allison, Dean D. Lewis, John

F. Erdmann, Burton J. Lee, Elsworth S. Smith, Frank

H. Lahey, Emanuel Libman, Walter E. Dandy, Charles

.A. Elliott, .Alfred W. -Adson, George E. Brown, John H.

Musser, E. Starr Judd, Russell L. Haden, David P. Barr,

George W. Crile, Leonard G. Rountree, .Arthur D. Bevan,

Henry S. Plummer.

.Addresses will be made by Otto H. Schwartz, Edmund
B. Piper, John W. Williams, P. Brooke Bland, William

B. Henry, Henry .A. Christian, Robert D. Rudolf, William

B. Castle, Fielding O. Lewis, Samuel J. Kopetzky, Wil-

liam V. Mullen, Harris P. Mosher, Arnold Schwyzer,

.Alfred T. Bazin, John O. Polak, George H. Ryder, Dallas

B. Phemister, William C. Quinby, William E. Lower,

William F. Braasch, Robert C. Coffey, Henry Wade, Alvah

H. Gordon, Carl A. Hedblom, Edward W. Ochsner, Hugh

Cabot, Harlow H. Brooks, Donald C. Balfour, Irvin

.Abell, T. Wingate Todd, Bernard H. Nichols, VV’illiam D.

Haggard, Frank E. Burch, John B. Deaver, .A. H. M. J.

Van Rooy, William .A. White, Charles L .Scudder, Paul

B. Magnuson, Fraser B. Gurd, Dean D. Lewis, Charles

H. Mayo, Elliott P. Joslin, Isaac .A. .Abt, .Alan G. Brown,

Fritz B. Talbot, Nathaniel .Allison, Edwin W. Ryerson,

William G. Turner, George E. Bennett, Russell L. Haden,

Howard Fox, James M. Martin, Emanuel Libman, Els-

worth S. Smith, George W. Holmes, Charles S. Williamson,

John H. Musser, Burton J. Lee, Frederick N. G. Starr,

John F. Erdmann, Joseph E. Sheehan, John W. Martin,

Jean S. Millard, Cassius H. Watson, Roy D. McClure,
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Loyal A. Shoudy, Alfred VV. Adson, Walter E. Dandy,

William J. Mayo, Charles A. Elliott, Frank H. Lahey,

Stewart R. Roberts, Henry S. Plummer, George W. Crile,

Arthur D. Bevan, David P. Barr, William J. Kerr, Leonard

G. Rountree, E. Starr Judd and Andrew C. Ivy.

OREGON
Rod and Serpent. This is the title of the official bulletin

of Oregon State Medical Society and affiliated organizations,

the first issue of which has been received. The publication

presents a handsome appearance and contains material per-

taining to activities of the state society, the state board of

medical e,xaminers, medical school library and personal ref-

erences. In size it surpasses the ordinary society bulletin.

The contents show careful editing, with much information

of value to members of the society. The organization is to

be congratulated on the inauguration of such an attractive

and ambitious publication.

New Hospital Superintendent. Mrs. Bessie Rumley
has been appointed superintendent of the Protestant hos-

pital at Baker, where she has been a nurse for the past

six months. She succeeds Mrs. Emma H. Gragg who has

moved to Portland.

Ordered to the Presidio. Major Herbert C. Mallory

of United States medical corps, who has been located for

several years at Portland, has been ordered to the Pre-

sidio, San Francisco. He has been instructor of the medi-

cal units in the second reserve area, comprising Oregon,

Washington and Alaska. In his work he has supervised

the medical corps officers. The reserve corps medical school

in Portland since 1927 has increased from sixty-nine to

two hundred fifty members.

Conviction of Illegal Practitioners. During the first

six months of this year, the State Board of Medical Ex-

aminers investigated eighty-one cases involving violation

of the medical practice act. Three cases carried to the

courts resulted in conviction of practicing without a license.

These were Anthony J. Corbett of the Dean Rectal and

Colon Clinic in Portland, J. A. Smith of Klamath Falls

and W. H. Rockwell of Burns, all of whom were fined

for their violation of the law.

Membership in the State Society. On July first mem-
bership in the State Medical Society was 730, an increase

of over forty per cent during the past four years. This

increase is indicative of the interest of physicians of the

state in the activities of the society.

Licenses Granted. At the meeting of the board of ex-

aminers in June, twenty-six applicants were granted li-

censes for practice. Eighteen licenses were granted by reci-

procity.

Dr. Milton V. Walker has located for practice at

Powers. He has taken the place of Dr. Nelson W. Mer-

cier who has moved to Montana. Dr. Walker was for-

merly connected for a number of years with the Henry

Ford hospital in Detroit.

Dr. Paul A. Pemberton has located for practice at

Woodburn. After graduating from the University of Ore-

gon Medical School he spent a year as intern at Multno-

mah county hospital.

Portland City and County Medical Society held a

summer meeting July 16. Dr. Oliver P. Kimball of West-

ern Reserve University School of Medicine delivered an

address on the progress of goiter prevalence.

Dr. j. V. Wilhelm, who has practiced at Condon, has

located in Arlington where he has also purchased a phar-

macy.

WASHINGTON
Licenti.ates of the E.x.\mining Board. The semian-

nual meeting of the medical examining board was held in

Seattle in July. Twenty-four applicants received licenses

from examination, while twenty-six were licensed by reci-

procity. All applicants received grades of at least 60 per

cent in each subject, as required by law. Their names

appear in the following lists.

LICENSED BY EXAMIN.ATION

Beattie, J. F., Univ. of Oregon, Aberdeen
Bellas, N. M., Univ. of Manitoba, Wenatchee.
Carpenter, R. V., Englewood, Colo.
Clayton, I. S., Univ. of Illinois, Seattle.

Dalton, R. E., Washington Univ., St. Louis, Spokane.
Dempsay, G. R., McGill, Montreal, Seattle.

Drummond, C. I., Univ. of Nebraska, Seattle.

Eaton, C. M., McGill, Montreal, Seattle.

Ferrell, L. J., Rush Medical College, Everett.

Flaherty, Richard, Marquette Univ., Spokane.
Foster, R. F., Northwestern Univ., Seattle.

Granat, Henry, Univ. of Manitoba, Vancouver, B. C.

Hartung, F. H., Univ. of Nevada, Seattle.

Hauschel, R. J., Northwestern Univ., Seattle.

Heitman, M. M., Rush Medical College, Sand Point, Ida.

Hetherington, L. P., Univ. of Nebraska, Seattle.

Langley, C. S., Royal Coll, of Phys. and Surg., Edin-
burg, Seattle.

Larson, H. V., Univ. of Nebraska, Seattle.

Malzacher, J. W., Univ. of Nebraska, Seattle.

McKibbin, W. B., Northwestern Univ., Seattle.

Newsom, Bryan, Northwestern Univ., Munday, Tex.

Page, S. R., Univ. of Oregon, Seattle.

Parmelee, E. B., Northwestern Univ., Seattle.

Stevens, G. E., Longview.

LICENSED BY RECIPROCITY

Abraham, J. T., Washington Univ., St. Louis, Wenatchee.
Adams, A. O., Washington Univ., St. Louis, Spokane.
Barber, T. M., Univ. of Nebraska, Medical Lake.
Bunten, J. C., Northwestern Univ., Augusta, Kan.
Churney, O. L., Wash. Univ., St. Louis, Oakland, Calif.

Cameron, W. C., Univ. of Pennsylvania, Tacoma.
Clarke, T. C., Northwestern Univ., Milwaukee, Wis.

Duncan, G. R., Univ. of Minnesota, St. Paul, Minn.
Goering, W. H., Univ. of Iowa, Tacoma.
Hill, T. P., Rush Medical College, Ventura, Calif.

Joldersma, R. D., Univ. of Michigan, Bremerton.

Kahala, A., Univ. of Minnesota, Crookston, Minn.
Lewis, C. H., College of Med. Evangelists, Tacoma.
McArthur, R. J., Univ. of Oregon, Portland, Ore.

Metheny, David, Univ. of Pa., Rochester, Minn.
Muir, E. C., Univ. of Minnesota, Minneapolis, Minn.
Nunn, L. L., Jefferson Med. Col., Rochester, Minn.

Seelye, W. B., Harvard Medical School, Seattle.

Shaw, J. W., Univ. of Michigan, Ann Arbor, Micb.

Smitgen, P. H., Rush Medical College, Los Angeles, Cal.

Southcombe, R. H., Univ. of Michigan, Medical Lake.

Tupper, W. E., Rush Medical College, Laurel, Mont.
Warren, E. D., Univ. of Oregon, Westfir, Ore.

Welsh, C. L., Tulane Univ., Aberdeen.

Williams, L. E., Univ. of Minnesota, Oak Terrace, Minn.

Smith, C. L., Univ. of Nebraska, Seattle.

Free from Typhoid Fever. According to public health

figures recently published, Spokane led all important west-

ern cities in absence of typhoid fever in 1929. During that

year it had no fatal case of this disease, compared with its

rate of 50.3 per 100,000 population twenty years ago.
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when this city led all western cities in the typhoid death

rate. The pure water supply is assigned as the chief reason

for the present exemption.

Medic.al Education Camp.aign. Pierce County Medical

Society has been active in recent months in a campaign

of newspaper publicity on public health problems. Mem-
bers of the society who have participated in this work

have been gratified at the receipt of inquiries from many
sections of the country regarding methods of conducting

this campaign. The purpose is to impart information rela-

tive to prophylaxis rather than treatment of disease.

New He.alth Officer .Appointed. Dr. Lloyd Moffit has

been appointed Yakima city and county health officer to

succeed Dr. Henry Storgaard, who recently resigned from

that office. For several years Dr. Moffit has been county

physician and coroner.

Commissioned Medical Director. Dr. L. D. Fricks,

head of the United States Public Health Service in Seattle,

has been commissioned by President Hoover as medical di-

rector. He has been at the head of the Sixth District with

headquarters in Seattle for the past three years.

New He.alth Officer to be .Appointed. Dr. J. W.
McDowell, of Seattle, was last month appointed as city-

county health officer of Bellingham and Whatcom county.

Without actually assuming the work of this position he re-

signed the appointment. The county commissioners at this

writing have not decided on a successor.

Visit from .Australlan Surgeon. Dr. N. D. Royle, of

Sydney, .Australia, was a visitor in Seattle last month on

his way to the meeting of the British Medical .Association

at Winnipeg. On .August 16, at a special meeting of

King County Medical Society, he delivered an address on

“The Sympathetic Nervous System and Muscle Tone.”

.At a dinner of Seattle Surgical Society he read a paper

on “Sympathectomy for Certain Diseases of the Kidneys.”

Dr. H. J. Warner, federal medical director, with head-

quarters at Albuquerque, N. M., has been appointed to

take charge of the Second District, comprising seven

Northwestern states, with heaquarters at Spokane, where

he will be located. He will succeed the late Dr. David C.

Turnipseed. He will be in charge of Indian supervision over

this district.

Dr. Robert F. Foster, of Colfax has located for prac-

tice in that town in association with Dr. E. N. Layton.

He is a graduate of Northwestern University and recently

has served as intern in a Chicago as well as a Seattle

City hospital.

Dr. Harry Gilbert, who has recently served as intern

in Swedish hospital, Seattle, has located for practice at

Cle Elum.

Dr. John T. .Abraham, a graduate of Oregon Medical

School, who has recently studied in New York City, has

located for practice at Wenatchee.

Dr. .Alvin M. Osten, graduate of Northwestern Univer-

sity, has located for practice in Seattle after serving as

intern in the Swedish hospital.

Dr. H. M. Wiswall of Vancouver, who has recently

graduated in medicine, has entered into partnership with

his father. Dr. R. D. Wiswall.

Dr. E. B. Parmlee, formerly of Spokane, has located for

practice in Seattle. He graduated from the Northwestern

University Medical School after graduating from the Uni-

versity of Nebraska. He served as assistant bacteriologist

in that state.

Dr. Wayne W. C. Sims has located for practice at

Bellevue to succeed Dr. .A. W. Brennan, who has retired

due to ill health after practicing for some time in that city.

Dr. John L. Harris, who has practiced for some time

at Spokane, moved last month to Stevenson where he will

engage in general practice.

Dr. G. R. Duncan of St. Paul, Minn., has located for

practice at Kennewick. He was for five years engaged in

tuberculosis work in Hennipen county.

IDAHO
Nurses on Strike. Recently there has been much dis-

turbance in Pocatello General hospital in consequence of

a strike on the part of the nurses in opposition to the

alleged domineering rule of the superintendent. Numerous

meetings were held at which different doctors gave their

views regarding the controversy. The cause seemed to

center about e.xcessive discipline of the nurses, all agreeing

that the institution was managed efficiently and in an

up-to-date manner.

OBITUARIES

Dr. H.arry C. Robinson of Nampa, Idaho, died .August

20 from disease of the heart, aged 67 years. He was born

at .Amelia, Ohio, in 1863. He graduated from University

of Cincinnati Medical College in 1893. He practiced in

Cincinnati for twenty years. He moved to a ranch near

Nampa where he lived for two years. He located for prac-

tice at Nampa in 1913. For more than ten years he was

a member of the school board, of which he was chairman.

Dr. Cassius M. C. Buchanan died at Burley, Ida.,

July 26, aged 70 years, after several weeks illness. He was

born at Moscow, Ohio, in 1860. He graduated from Ohio

State Medical College at Cincinnati in 1880. He practiced

in Easton, 111., for nearly twenty-five years and located at

Burley in 1918, where he practiced until the time of

his death.

Dr. .Albert Rogers died at Seabeck, Wash., .August 2,

after a short illness, aged 62 years. He was a graduate of

Starling Medical College, Columbus, Ohio, in 1885. He

formerly practiced at Okanogan and Lopez. He moved to

Seabeck twelve years ago, where he retired from practice

and engaged in farming.

Dr. James L. Scripture died at the Veterans’ hospital,

Portland, Ore., July 30, aged 60 years. He was born in

Iowa in 1870, and graduated from the medical department

of University of Iowa in 1897. In 1917 he enlisted as cap-

tain in the medical corps. He joined the United States

Veterans’ Bureau in 1892.

1NTR.AUTERINE TRANSMISSION OF TyPHOID. EUhu S. Wing

and Daniel V. Troppoli, Providence, R. I. {Journal A. M.

A., .Aug. 9, 1930), report the case of a mother convalescing

from typhoid who gave birth to a convalescent baby with

positive stools and positive Widal reaction. They believe

that this case gives additional weight to the theory that

the fetus produces its own agglutinins.
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The Beginnings; Egypt and Assyria. By Warren F. Daw-
son, F.R.S.E., Fellow of the Royal Society of Medicine,

etc. 86 pp. $1.50. Paul B. Hoeber, Inc., New York,

1930.

Medicine in the British Isles. By Sir D’Arcy Power,

K.B.E., F.R.C.S. (Eng.), Honorary Librarian to the

Royal College of Surgeons (Eng.), etc. 84 pp. $1.50.

Paul B. Hoeber, Inc., New York, 1930.

Anatomy. By George W. Corner, M.D., Professor of

Anatomy of Rochester. Illustrated. 82 pp. $1.50. Paul B.

Hoeber, Inc., New York, 1930.

These little volumes are included in a series of hand-

books under the general title, “Cleo Medica.” They aim in

a consistent, readable form to present special phases of the

complex history that underlies modern medical science.

The earliest medical documents in the world have come

down from Egypt and Assyria. The custom of embalming

the dead profoundly influenced medical knowledge as it

afforded opportunities of obtaining information concern-

ing the internal structure of the body. The magician figured

prominently in the treatment and cure of diseases. Their

methods of procedure dealt extensively with magic and

mystery. There are many papyri which afford interesting

accounts of Egyptian medicine. While their knowledge of

gross anatomy was fairly accurate, they failed to under-

stand nerves, muscles, arteries and veins. Considerable

knowledge is obtainable concerning .\ssyrian medicine.

There is much similiarity between the Egyptian and .As-

syrian medical texts. Their prescriptions for treating spe-

cific diseases contain many grotesque and absurd direc-

tions, suggestive of some of the procedures recorded in

early Colonial medicine in this country. Perusal of this

volume will fascinate one interested in the beginnings

of medicine.

There is no knowledge of medical practice of the British

Isles until some years after the Norman conquest of Eng-

land. One impediment to medical practice was the fact

that failure to cure often resulted in a fine and if the

patient died the surgeon in attendance might also be killed.

Therefore, the custom was to treat only curable cases.

Until about the fifteenth century the barbers and surgeons

were leading practitioners, but the College of Physicians

obtained a charter in 1518 which has continued to the

present time. The barbers were not separated from the sur-

geons for several centuries after this. In 1800 the College

of Surgeons was founded as it exists today. From the ear-

liest times internal medicine was practiced separately

from surgery. Obstetrics was long in the hands of midwives,

a doctor being called only in case of necessity. The other

specialties were early established as more knowledge of

medicine prevailed. The earliest hospitals were organized

under ecclesiastical authority, St. Bartholomew’s being

founded in 1123. This volume has chapters on medical

societies dating back several centuries. There is also a

chapter on masters of British medicine, listing some of the

best known medical lights of the past.

The history of anatomy began with the work of the

early Greeks, dating back 500 B.C. to the Hippocratic

collection. The fame of Galen stands out most conspicu-

ously as the great teacher of anatomy. His great diffi-

culty was his ignorance of the circulation of the blood.

He established an anatomic basis for the distribution of

natural, vital and animal spirits. During the Moslem
supremacy in Europe, science made no progress and scarcely

existed. During the fourteenth and fifteenth centuries hu-

man dissection began to acquire recognition. Then came

the work of Vesalius, the outstanding anatomist of the

sixteenth century. Modern anatomists followed after this

period with many notable discoveries and writings on the

part of the French and German anatomists. This mono-
graph develops the knowledge of histology, embryology,

neurology and current trends in anatomy.

Dise.ases of the Eye, for Students and General Practi-

tioners. By Charles H. May, M.D., Director of Eye Serv-
ice, Bellevue Hospital, New York, etc. Thirteenth Edi-
tion, Revised. With 374 Original Illustrations, Including
23 Plates, with 73 Colored Figures. 461 pp. $4.00. Wm.
Wood & Co., New York, 1930.

The author has presented a concise, practical, systematic

manual of diseases of the eye, intended for the student

and general practitioner of medicine. Space, therefore, has

been allotted as the necessities of such readers require.

Thus, rare conditions have merely been mentioned; un-

common affections, of interest chiefly to the specialist, have

been dismissed with a few lines; and common diseases

have been described with comparative fullness. A part of

one of the chapters has been devoted to the slit-lamp

and corneal microscope, this instrument having proved its

value in clinical examination. In bringing this volume up

to date, it has not been increased much in size, the orig-

inal plan of presenting a book for the student and gen-

eral practitioner having been adhered to. Patrick.

The Long Trek. Around the World with Camera and
Rifle. By Richard L. Sutton, M.D., Sc.D., LL.D., F.R.S.

(Edin.), Fellow of the Royal Geographical Society, etc.,

and Richard L. Sutton, Jr., A.M., B.Sc., M.D., Fellow
of the Royal Geographical Society. With more than
Two Hundred Illustrations from Photographs made by
the .Author. 374 pp. $5.00. The C. V. Mosby Company,
St. Louis, 1930.

This is an interesting description of travels and hunting

through a section of Eastern Africa. .As the authors are

physicians, the book presents some facts and observations

not found in ordinary books on travel. There are interest-

ing comments on little known tribes of natives with

explanations of customs and habits. .Among some tribes

was found an unusual degree of intelligence with adapta-

tions of modes of life apparently originated by these

untutored people. Sufficient adventure is recited to make

the narrative interesting and appealing. There is an un-

usual wealth of illustrations, especially depicting the ap-

pearance and habits of the natives. Anyone will find this

an interesting volume of travel and adventure.

Doctors and Specialists. .A Medical Revue with a Pro-

logue and a Good Many Scenes. By Morris Fishbein,

M.D., Editor of the Journal of the .American Medical

.Association. With Illustrations by Dan Layman. 118 pp.

$1.00. The Bobbs-Merrill Company, Indianapolis, 1930.

This collection of brief satirical essays will afford joy

to any physician who will take time to read it. Different

sorts of doctors, including specialists, are dealt with in a

summary manner, ending with the Christian Science practi-

tioner and the chiropractor. Beside the obvious idiosyn-

crasies and banalities of various specialists there are pre-
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sented for amusement many concealed vanities and personal

conceits which are not commonly exposed to the observers.

Perhaps many a reader will find a shoe which fits his

pedal extremity, in which case he may wear it if he

sees fit. The author is famous for his unique vocabulary

which he uses with fluency on frequent occasions. This is

employed with aptness and facility in exploiting each spe-

cialist who is playfully held up for the amusement of the

reader. Not the least interesting feature is the suggestive

illustrations which add to the joy and humor of the text.

One will miss something if he fails to peruse this booklet.

Gonococcal Infection in the Male. By .\br. L. Wol-
barst, M.D., Urologist and Director of Urologic Clinics,

Beth Israel Hospital, New York, etc. Second Edition,

Completely Revised and Enlarged. With One Hundred
Forty Illustrations, Including Seven Colored Plates. 297

pp. $5.50. The C. V. Mosby Co., St. Louis, 1930.

The reviewer finds this edition one of the most prac-

tical he has read. The author does not hesitate, like many
writers, to outline his methods of treatment to the last

detail. The usual antiseptics are used, he preferring the

silver salts and potash. In chronic cases with prostatic and

seminal vesicle involvement, he urgently advises vasotomy

and injection of the vesicle. He has experienced no cases

of sterility following the procedure.

The author states that diathermj' has not been of any

special value in epididymitis. Epididymotomy is his pro-

cedure of choice, if resolution is not prompt. Vaccines and

foreign protein are satisfactory in complications, such as

prostatis and epididymitis. He urges gentle, conservative

treatment administered daily by the physician himself. He
emphatically opposes self-administered treatment as being

not only inefficient but dangerous. He adds that a thorough

knowledge of the local pathology produced by the gono-

coccus will materially aid the attending physician. This

book can be recommended as a useful addition to any

physician’s library. Corlett.

Personal and Community Health. By Clair Elsmere

Turner, M..\., Dr. P.H., Professor of Biology and Public

Health in the Massachusetts Institute of Technology,

etc. Third Edition. 443 pp. $21.75. The C. V. Mosby
Company, St. Louis, 1930.

The author of this volume presents facts of healthful

living and scientific principles upon which these health

practices rest. Public health is considered from the stand-

point of what one, who is not a sanitarian, needs to

know in order to protect his family and meet the responsi-

bilities of citizenship. Part I, dealing with personal health,

has chapters on hygiene of nutrition, of the mouth, cen-

tral nervous system and reproduction. Many problems are

discussed in Part II which deals with community health.

A chapter, entitled “Three Great Plagues,” considers tuber-

culosis, syphilis and common cold. .An appendix on the

control of communicable diseases offers practical sugges-

tions pertaining to all of them, arranged in alphabetical

order. This book is intended for th eenlightenment of the

nonmedical reader and can be recommended for this

purpose.

The Surgical Clinics of North America. (Issued se-

rially, one number every other month.) Volume 10

No. 4 (Southern Number—August 1930). 268 pages

with 96 illustrations. Per clinic year (February 1930 to

December 1930), Paper, $12.00; Cloth, $16.00. Phila-

delphia and London. W. B. Saunders Co., 1930.

This volume presents reports from well known surgeons

of the South, connected with hospitals and teaching cen-

ters in Louisville, Memphis, Columbia, New Orleans, Bir-

mingham, Richmond and other cities. Haggard of Vander-

bilt University reports on intrathoracic goiter, perforated

duodenal ulcer, carcinoma of colon, enterogenous cyst of

ileum, complete avulsion of the scalp. Royster of Raleigh

has interesting reports on aneurysm of the brachial artery,

reconstructive endoaneurysmorrhaphy and huge aneurysm

of the sciatic artery. McGuire of Richmond discusses med-

ical versus surgical treatment of ulcer. Posterior gastro-

enterostomy on properly selected cases of duodenal ulcer

is about the most satisfactory operation in surgery. Many

other well known as well as unusual surgical conditions arc

discussed in this interesting volume.

A Textbook of Message for Nurses and Beginners.

By Maud Rawlins. Instructor of Massage to Nurses at

St. John’s Hospital, Brooklyn. Illustrated. 144 pp. $2.00.

The C. V. Mosby Company, St. Louis, 1930.

The author does not attempt a scientific treatise on

massotherapy. After presenting a brief history of massage,

a chapter deals with theory. The purpose of this proce-

dure is to improve blood circulation, increase body warmth,

soothe nerves, eliminate waste matter, break down and

reduce adhesions, swelling and thickening of tissues with

stretching of contracted tendons. Different forms of mas-

sage are described with their application to different dis-

eased conditions. This is an excellent monograph on this

useful procedure.

Lipodystrophy from Insulin Injections. In an effort

to determine whether injections of insulin or other sub-

stances would cause a lipodystrophy, Lucille L. Reed,

William E. Anderson and Lafayette B. Mendel, New
Haven, Conn. {Journal A. M. A., Aug. 9, 1930), injected

healthy female rats subcutaneously in a pad of fat oc-

curring on the ventral surface of the right leg with 0.6

unit of insulin daily, the dose being divided into three

parts. (This dosage is on the basis of 3 units per kilogram

of body weight, or 210 units for a 70 kilogram man.)

Another group of rats was injected with the same volume

of physiologic solution of sodium chloride at the same

time in the same location. Still another group received

no injections at all. The rats were killed after sixty days

and the pelt removed. The amount of subcutaneous fat

around the right and left legs was estimated separately for

the rats in each group by the method described by Reed,

Yamaguchi, Anderson and Mendel for the determination

of the fat content of adipose tissue. The variations occur-

ring in the groups injected with insulin or with physiologic

solution of sodium chloride suggested that neither sub-

stance was influential in changing the amounts of fat

stored in the subcutaneous tissues. It is conceivable that

the adipose tissues of normal and diabetic organisms react

differently to injections of insulin or that in the present

instance the injections were discontinued before the lipo-

dystrophy had time to develop. In any event the current

hypotheses for the genesis of localized lipodystrophy after

insulin injections have not been substantiated under con-

ditions that may be regarded as sufficiently drastic to pro-

duce the expected results.
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SVLPHEM0GL0BINEML\. Gcorge A. Harrop, Jr., and Reg-

inald L. Waterfield, Baltimore {Journal A. M. A., Aug. 30,

1930), report ten cases of sulphemoglobinemia. In the the

cases sulphemoglobin was found and confirmed by various

tests; and in not one single case did they find so much

as a trace of the allied pigment methemoglobin. The pig-

ment of sulphemoglobin was never found in the plasma,

and it was found in the urine of only one patient, who

had an incidental hematuria. These cases show the re-

markable frequency of addiction to drugs containing aniline

derivatives, and of habitual and severe headache and con-

stipation in this disease. Only one of the first nine pa-

tients stated that he did not take aniline derivatives. Al-

though for many years he had taken miscellaneous head-

ache medicines (e.g., antikamnia), he had not taken any-

thing except “aspirin” for four years. The acetylsalicylic

acid he had taken in extremely large doses. Acetylsalicylic

acid was continued but aniline derivatives were withheld,

and this cyanosis gradually disappeared. The remaining

eight patients had all been taking large doses of acetanilid

over long periods, and seven of them had been taking the

acetanilid in the form of “Bromo-SelUer,” the dose of

which varied from “three to four doses a day” to “two

or three 30-cent bottles a day.” Habitual and extreme

headaches were common to all the nine patients. In most

of them, these had started in youth and increased in

severity through life. Of the nine patients, six had suf-

fered ever since childhood with chronic constipation of

e.xtreme degree. In practically all of them there was noticed

a definite relation between the constipation and the head-

ache. Emotional instability was a striking feature in all

the first nine cases and was probably mainly a manifesta-

of the drug addiction. The tenth patient had not been

habitually constipated, nor was she a martyr to chronic

headaches or the drug habit. Emotionally she was normal.

Briefly, she had worked three months out of each year for

the last four years in a cotton mill with aniline dyes,

which smelled strongly of hydrogen sulphide and deeply

stained her hands. She had had three previous acute at-

tacks similar to the present one though less severe, each

occurring during the period she was at work. They con-

sisted of violent and continual vomiting, with intense head-

aches, definite mental manifestations, and blueness of the

lips and nail beds. In the last attack the cyanosis of the

lips and nail beds was e.xtreme. Following the onset of

this last attack, after she had begun to become blue,

she started taking “headache powders” and had con-

tinued with them for three weeks before admission. Ex-
amination of the dye showed that it smelled strongly of

hydrogen sulphide and that it liberated large quantities of

that gas when treated with acid. In all these cases, on the

exclusion of aniline derivatives and allowing only such

drugs as the salicylates, acetylsalicylic acid and codeine,

the cyanosis underwent a very gradual but definite sub-

sidence. Experiments on splenectomized dogs demonstrate

that, at least in these animals, there is one way of pro-

ducing a true “enterogenous cyanosis.”

Foreign Bodies in Elbow Joint. This type of injury,

giving rise to a foreign body in the elbow joint, F. J.
Kirby, Baltimore {Journal A. M. A., -Aug. 9, 1930), has

designated “the baseball pitcher’s elbow.” The cases he has

seen occurred in strong young men, who were pitchers on
the baseball teams in their respective colleges. In each case,

the injury which later led to the formation of the foreign

body in the elbow joint occurred while the patient was
pitching during a game of ball. During the wind-up in the

act of pitching a ball, the arm and forearm should
be held in extension and the throw of the ball should
be from the shoulder. Frequently a pitcher, during the

wind-up, will hold his forearm in slight fle.xion; then
as he prepares to throw the ball, by suddenly and forcibly

contracting his triceps muscle and rotating his forearm
and hand inward and downward to give all possible speed
to the ball as it leaves his hand, he extends the forearm
rapidly and fully and the head of the radius is brought

backward suddenly and with great force against the con-

dyle of the humerus. The result is that a small piece of

cartilage and bone from the head of the radius is chipped

off—a chisel fracture of the head of the radius. This

small, broken-off piece of bone and cartilage remains about
the joint and by constant irritation it is likely to increase

somewhat in size. In one case the foreign body was free

in the joint; in the other three it was attached by a thin,

string-like pedicle. The treatment consisted of opening the

elbow joint over the head of the radius and removing
the foreign body, and then closing the wound. The lesion

(fracture) occurs on the posterior surface of the head of

the radius. The bodies varied in size, form one the size

of a coffee bean to two as large as almonds, and oval.

Recent Contributions of Medical Men to Surgical
Progress. William J. Mayo, Rochester, Minn. {Journal
A. M. A., .Aug. 30, 1930), says that when he began the

practice of medicine, hospitals had surgeons and clin-

icians who were differentiated by title, but in actual

practice the surgeon was a clinician who devoted more of

his time to surgeiy' than to medicine. The surgeon made
the general examination and the diagnosis, operated on the

patient, and cared for him after operation. Today the enor-

mous advance in surgery has split the surgical profession

into groups of specialists in fields which often are small,

possibly too small. The surgeon has largely lost touch with

general medicine, and because of this limitation he is

dependent on the clinician as never before. If medicine is

considered in its broader sense, the man who has been
trained in medicine and who has not lost himself in an
attempt to memorize the minutiae of laboratory technic

more nearly has maintained his place as a well informed
practitioner than has the surgeon. Mayo discusses briefly

a few problems that concern medicine and surgery; these

depend on a better understanding ot physiology and have
been developed through experimentation on animals and
through clinical investigation. Concluding, he says: I

come now to a matter of great significance to the medical
profession. It was noted in the Royal Victoria Hospital

of Manchester, England, that the death rate among the

surgeons on the staff was more than three times that

among medical practitioners in the same age period. It is

true that much of the disability among surgeons is due
to the fact that surgery is to a certain e.xtent a handi-
craft and that age and an.xiety produce a reduction in skill;

but, after all, that is not the most serious consideration.

The keen clinician, as he grows in experience, becomes
more and more valuable as age advances. He is not ex-

posed to those malign influences of anxiety and responsi-

bility to the extent as is the surgeon. One might say

that the clinician sees his patient drowning and throws
him the best means of relief that he has, but that the

surgeon in order to give relief jeopardizes the patient

anew, and in a different way, that relief may follow. It is

noticeable that a common cause of death among surgeons

is disease of the heart, especially coronary stenosis, coming
on in the latter part of the sixth and the early part of

the seventh decade of life. In all other respects the surgeon

maintains his general health equal to others, and often

postmortem examination does not show evidence of other

serious disease. The tendency to death from heart disease

is not confined to surgeons but is common among all men
who lead lives of stress, in which stern control of the

emotions is necessary. With the better understanding of

general physical conditions, I hope there may be an

advance in the understanding of certain diseases of the

heart which directly concern the surgeon. I recall with

great sadness my many friends among surgeons who,
around 60 years of age, have died from coronary stenosis

and disease of the cardiac muscle. With the remainder of

their bodies in excellent condition, why should many men
who work under this great emotional strain, controlled by
effort of will, succumb to this deadly malady? Here is a

problem for clinical investigation which demands the aid

of experimental investigation and laboratory studies, in

which the surgeons may possibly aid in affecting their own
salvation.
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CYSTECTOMY WITH BILATERAL TRANS-
PLANTATION OF THE URETERS

IN ONE OPERATION
PRELIMINARY REPORT ON FIVE CASES

Robert C. Coffey, M.D.

PORTLAND, ORE.

Clinical Professor of Surgery, University of Oregon

Medical School

At the December, 1929, meeting of the Southern

Surgical Association, at Atlanta, Georgia, I pre-

sented a paper on “Radical Treatment of Cancer

of the Bladder,”^ at which time I reported eight

cases of advanced cancer of the bladder on which

bilateral transplantation of the ureters was done.

In four of these cases definite metastasis existed,

precluding any attempt at radical operation. In

these four cases the ureters were transplanted by

the tube technic. The patients survived operation

and later died normal cancer deaths without ure-

mia and without demonstrable evidence of kidney

involvement which could be attributed to the op-

eration. In one of these cases, however, only a

partial postmortem was made by the family physi-

cian who reported serious damage to the kidneys,

but this case was very far advanced at the time

of operation and it was known that the kidneys

were seriously damaged at that time.

In two other cases destructive doses of radium

were used. In one of these the bladder was entirely

destroyed by the radium. Patient lived eighteen

months and died a sudden death. No postmortem

1. Coffey, R. C.: Radical Treatment of Cancer of the
Bladder. South. Surg. Trans., Vol. XLII, p. 224, 1929.

and no doctor was present. In the other, after hav-

ing destructive doses of radium, the bladder was

destroyed with a cautery. In this case the growth

returned within thirty days. The entire cavity of

the wound was studded with cancer transplant

areas, from which the patient died two months

afterward.

In another case the growth was fairly early. The

growth was treated with radium, followed by cys-

tectomy. This operation was performed in August,

1928. The patient is still alive and well and has no

disturbance from the urine in the rectum.

In the remaining case the growth was much far-

ther advanced. It was treated by large destructive

doses of radium, followed by cystectomy. This

patient was operated on in August, 1929, and is

still well, kidneys function perfectly, and there is

no evidence of recurrence.

This paper was closed with the following state-

ment: “The ideal for which we yet hope is the

early diagnosis of cancer, when it is still confined

to the bladder wall, in which case the skilled sur-

geon will be able to transplant the ureters and do

the cystectomy at the same operation, leaving an

extraperitoneal quarantine at the lower end of

the abdomen to drain the visceral space as well as

the transplantation area.”

On March 12, 1930, my opportunity came. My
distinguished friend and schoolmate. Dr. W. D.

Haggard, referred a relative of his, who lived near

Portland, to me for operation for cancer of the

bladder. This case was reported with figures 1,
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Fig. 3. Right ureter enormously dilated as result of
passing through the growth. Case 1.

bleeding and a great deal of pain, he was advised to have

it operated upon with the understanding that he would

probably have his bladder removed and the ureters trans-

planted into the rectum. He went home to arrange his

affairs. During these few days at home he had an alarm-

ing hemorrhage from the bladder. A doctor was called to

give him relief. At the time he first consulted us, he had
hemoglobin of 96; blood pressure 170/100; urine showed

blood and pus but otherwise was normal.

He returned and entered the hospital March 20, with

hemoglobin of 66. A blood transfusion was given. On the

22nd his hemoglobin was 78. He was operated upon
March 22, at which time the ureters were transplanted into

the large intestine by the technic described in November,

1928, Surgery, Gynecology and Obstetrics, and the bladder

was removed by the technic described in the June, 1930,

Annals of Surgery, page 912.

.*\t that time it was observed there was a cancer of the

bladder one and one-half inches in diameter, involving the

right ureteral opening which also infiltrated the bladder

wall (figs. 1 and 2). The right ureter was dilated to the

size of the index finger (fig. 3). The pelvis of the right

kidney was correspondingly dilated and hydronephrotic.

The left ureter was thickened but only slightly dilated. The
left kidney appeared to be normal. While the patient was

not greatly shocked, his hemoglobin was low and it was

decided to give him another blood transfusion at the close

of the operation. He left the operating room with a

pulse of 76, full and of good quality.

Progress. The temperature the day before the operation

was 102° and remained so until two days after the opera-

tion. After this during convalescence it ranged from nor-

mal in the morning to 99° and 100° in the afternoon.

During four days it went as high as 101° in the after-

noon and the pulse was over 100 on five separate days

during the convalescence. .\t no time did the patient

present the appearance of being seriously ill.

The total output of the left kidney during the first

thirteen days was 16,985 cubic centimeters, while that

from the right hydronephrotic kidney with a dilated ure-

ter was 3,467. By the phenolphthalein test, the dye oc-

Fig. 1. Bladder specimen laid open through posterior
wall, showing the growth involving the right ureteral
opening. Case 1.

Fig. 2. Alicroscopic section of growth. Case I.

2, 3 and 4 in the June, 1930, Annals of Surgery-

as follows:

Case 1. C. E. R., male, poultry farmer, age fifty-nine.

He had a history of having had blood in his urine off and

on for about three years. On December 12, 1929, he began

to have severe pain in the right kidney region. This per-

sisted until the latter part of January, when he began

passing clots of blood. This bleeding continued. A diagnosis

of cancer of the right side of the bladder had been made

by a urologist.

He entered our clinic March 12, 1930, and the diagnosis

of cancer was confirmed. As he was having a great deal of

2. Coffey, R. C.: Transplantation of the Ureters. Ann.
Surg., June. 1930.
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curred in the left kidney in six minutes and in the right

in twenty minutes. This delay in the right kidney, how-

ever, may have been due to the larger capacity and the

less secretion which required a longer time to reach the

end of the catheter from the kidney pelvis. The function in

this dilated kidney is in accordance with our former obser-

vation in cases where the ureter has been enormously dilat-

ed at the time of operation. In all such cases, the kidney is

correspondingly damaged and apparently never entirely

recovers. During the thirteen days that the catheter re-

mained in, so that comparison could be noted, there was

no change in the relative output of the two kidneys.

At the end of eight days, the gauze pack was removed

from the bladder space and was lightly repacked with

sterile gauze. A week later the packing was again changed

without anesthetic, wound held open by retractor, lighted

with Cameron lights and wound inspected inside. This was

done again in six days, at which time the wound was

washed out very carefully and a beautiful granulating

cavity was exposed and inspected. This has gradually

closed. There was never at any time the slightest pain or

discomfort in the region of either kidney. Patient’s appe-

tite has been fairly good and it may be said he made an

uneventful recovery^ has gone home and is seemingly en-

tirely well.

It is interesting to report October 1, 1930, that

this patient is entirely well and fully able to carry

on his poultry farming. He claims that he has not

the slightest distress from the urine in the rectum.

He usually gets up once at night.

Case 2. M. R., woman, aged 45, teacher, unmarried. Re-

ferred by Dr. G. E. Chittenden of the Akron Clinic, Akron,

Ohio, who included the following history in his letter:

“About two years ago while at Edinburgh, Scotland,

she was taken with what was apparently an attack of

pyelitis. In November, 1928, she was under the care of a

urologist in the Cleveland Clinic. Since that time she has

had fulgurations of the recurring bladder papillomata in

the Akron Clinic and in the Jackson Clinic of Madison,

Wis. She has been under my care since February, 1930.

At that time she was having frequency, urgency, nycturia
and microscopic hematuria.

“At cystoscopic examination, I found a very acutely in-

flamed bladder with considerable edema of the mucous
membrane but could not get any detailed information. She
had bladder irrigations for two weeks and another cysto-
scopy was done, at which time I found two small papil-

lomata slightly anterior to the left ureteral orifice and one
larger papilloma about the right ureteral orifice. These
were fulgurated on Feb. 28, under nitrous oxide anesthesia.

Cystoscopy about the middle of March revealed a fairly

normal bladder mucous membrane except for some injec-

tion of the blood vessels. At a pelvic examination about
this time, I could feel no definite tumor mass in the blad-

der area but I did feel something which I thought was
the ovary lying close to the bladder on the right side.

“In the past month she has had a return of hematuria,
and cystoscopy about three weeks ago revealed a more
proliferating process around the right ureteral orifice. One
week ago I removed a piece of tissue from this area and
the section revealed definitely epitheliomatous neoplasm.
In the intervening three weeks between the two cysto-

scopies there was more extension around and behind the

right ureter.

“I have advised operation and told her that because of

the recurrence of the growth on both sides of the bladder
walls, it would possibly be necessary to do a ureteral trans-

plantation and cystectomy.”

The patient registered at our Clinic June 23, 1930.

Physical examination showed systolic blood pressure 122,

diastolic 90, pulse 70, temperature normal, hemoglobin

80, occasiop.al extrasystole with slight mitral regurgitation.

The patient is rather feeble in appearance.

Cystoscopic examination was reported as follows: Blad-

der capacity small. There is a rather large growth occupy-

ing the posterior wall of the bladder just above the ure-

teral orifices. The growth is largest just above the right

orifice, where it mounds up. It then seems to extend under

the mucosa to the region above the left ureter, where it

again crops out in a papillomatous mass with a broad

base. Diagnosis: Cancer of the bladder.

On June 28 the operation was performed under ethy-

lene gas. Operative findings: The growth involved the en-

tire thickness of the bladder over a large area and seemed

to infiltrate the connective tissue around the bladder. The
ureters were dilated and inflamed. The right ureter was

particularly dilated and thickened, obviously from an in-

fected kidney which was swollen at the time.

Operation: Through a long median incision, extending

down to the pubes, bilateral transplantation of the ureters

by the tube technic described in Surgery, Gynecology and

Obstetrics, November, 1928, was done. Transplantation

was easy. After the wicks and gutta percha tissue were

placed in the sUts of the peritoneum for retroperitoneal

drainage, the bladder was removed, requiring about twenty-

five minutes. The growth infiltrated the connective tissue

around the bladder which made dissection near the base of

the bladder difficult. The vagina was opened during the

process. The wound was packed with gauze. After opera-

tion, 600 c.c. of whole blood was given by transfusion.

Progress. While the patient was not seriously shocked

from the operation, her condition was especially good after

the transfusion. The right catheter began to drain soon

after operation, left one a little later. The urine from the

right catheter was purulent and filled with flaky mucous

substance. Right catheter became blocked about twelve

hours after operation and it was impossible to keep it

open. Water injected into the catheter did not return.
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Fig. 5. Mucous membrane of open bladder studded
with papillomata. Case S.

This phenomenon is noted when the eye of the catheter

is filled with a clot. There was a slight discharge of foul

smelling liquid from the catheter.

Twenty-four hours after operation, patient had a slight

chill and forty hours after another chill. .After forty-eight

hours, there being no drainage from the right kidney, a

loin incision was made under local anesthesia so that the

ureter could be reached and opened. Considerable puru-

lent fluid poured out. A catheter was inserted into the

proximal ureter far enough to reach into the pelvis of the

kidney. Small wicks surrounded with rubber tissues were

placed in the wound and made to contact the slit in the

ureter. After a few hours the crippled right kidney began

to discharge normal urine through the catheter and con-

tinued to do so.

Twenty-four hours after the operation patient developed

marked arryhthmia and showed decided cardiac symptoms,

but apparently was not very sick otherwise. From the

time the catheter was placed through the loin into the

right kidney, it seemed to secrete a normal amount of

urine. There was no evidence of peritonitis and no uremia

and even no increase in blood urea. The pulse was very

irregular and, while it was not rapid on the fifth day, she

suddenly turned worse and died on July S, seventh post-

operative day.

Postmortem made by Dr. Foskett, pathologist, showed

the following: Peritoneum is moist, smooth and glistening

throughout with the exception of areas in contact with

drains. On opening the abdomen there is evident a slight

amount of hematoma at the site of the surgical wound.

A portion of the omentum is attached in the pelvis and its

surfaces covered with fibrinous exudate. These areas have

apparently been in contact with the gauze drains which

are packed in the pelvis. The lower pelvis is studded

with areas of necrotic tissue. The stomach is moderately

dilated. The gallbladder projects below the costal margin.

Fig. 6. Microscopic section, showing the epithelium of
the multiple villous papillomata. Necrosis and grau-
lation tissue are present. Case 3.

On opening the chest the lungs meet in the midline and
appear to be normal. The space occupied by the peri-

cardium is not increased in size. The heart is normal size.

There is no evidence of any pathologic change in the pul-

monary valve leaflets, nor in the leaflet of the tricuspid

valve. The aortic valve leaflets are soft and pliable. The
mitral valve leaflets reveal no gross pathologic changes.

The left kidney is approximately normal in size. The
ureter reveals evidence of congestion but is not dilated.

The lining of the pelvis of the kidney reveals evidence of

moderate hemorrhage. There is moderate cloudy swelling

of the parenchyma. The right kidney reveals more marked
congestion. There is no evidence of dilatation of this ureter.

The postmortem did not reveal a satisfactory

physical cause of death. The kidney functioned

perfectly to the last and there was no uremia or in-

crease of blood urea. The direct cause of death

probably was myocardial weakness, marked by an

uncontrolable arryhthmia which began twenty-four

hours after the operation. It was very evident be-

fore the operation was complete that the growth

was of too long standing and too far advanced to

offer much hope to the patient. The growth was so

far advanced that in removing it the bladder was

opened and had to be removed in pieces. Hence,

the specimen is not pictured.

Case 3. G. E. S., male, age 51. Patient was referred

by Dr. H. E. Cleveland of Burlington, Wash.

He registered at our Clinic August 2, 1930, with the fol-

lowing history; In November, 1928, had a left nephrec-

tomy for what had been diagnosed stone in the kidney.

No stone was found but the kidney was found to have a

papilloma in the kidney pelvis. Patient continued to have

a great deal of distress in the left side. Some papillomata

began to appear in the bladder.

•About the first of February, Drs. Tate Mason and

Cleveland removed the ureter down into the bladder and

excised a small portion of the bladder around the ureteral

opening. Patient still continued to have distress and the

papillomata increased rapidly until they had scattered over

the entire area of bladder mucosa (figs. S and 6). The
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urologist at the Mason Clinic fulgurated vigorously but

the papillomata persistently recurred. The patient was in

very great distress, lost some blood, and it was conceded

that the bladder must certainly be dispensed with in some

way.

After discussing all phases, it was thought best to

have the ureter transplanted and the bladder removed.

The patient entered our hospital on August 2 and was

prepared for operation on August S. The right ureter was
transplanted by the technic given in Surgery, Gynecology

and Obstetrics, November, 1928, and the bladder was

removed, after which the vesical space was packed with

a five yard gauze tape* which controlled the hemorrhage.

In this case an attempt was made to find the anterior

trunk of the internal iliac artery as was done in Case 1,

but there must have been an anomaly as it was not pos-

sible to find this branch. The bladder was removed down
to the neck, including the mucosa covering the prostate.

Wound was packed with gauze to control the hemorrhage

and on the outside was placed rubber tissue to prevent

the gauze from attaching to the obturator nerve which

always runs across the pelvis from above downward like

a taut string.

Progress'. During the first twenty-four hours after op-

eration, the temperature ranged from 99° to 100,° pulse

110, with the catheters draining well. Second, third, fourth

and fifth days uneventful. On the sixth postoperative day

patient was given gas and the gauze pack removed. He
complained of pain low down on the right side and on the

inside of the leg which is so characteristic of obturator

nerve pain. On August 17, twelfth postoperative day, the

catheter came away.

Recovery of the patient was uneventful until August 20,

fifteenth postoperative day, when he had a slight chill and

was somewhat nauseated, followed by a temperature of

104° which rapidly receded, until on the following day it

was normal. On the following evening, he had another

slight chill with a temperature of 102°. His temperature

then for several days varied from normal up to 102.°

This slight rise of temperature, alternating with normal,

continued until the patient left for home on August 9,

thirty-fifth postoperative day. Wound had practically

healed. He was having no distress with urine in the rectum

and felt well.

We were never able to determine positively just

what caused the elevation of temperature. The

urine seemed to be delivered in the rectum entirely

clear and there was never any soreness in the

neighborhood of the kidney. It is quite possible

that there might have been some local accumula-

tion in the drainage cavity. It was not severe and

the patient lost no flesh and he seems to be in good

condition at the time of writing.

Case 4. J. D., male, age 4S. Referred by Dr. R. T.

Boals of Salem, Oregon, in whose letter of reference is the

following: “I have made a cystoscopic examination of the

patient’s bladder and got a small piece of tissue of the

same and had it examined by Hollister-Stier Laboratory

of Spokane. Patient has a bleeding ulcer on the left side

*A gauze strip, twelve inches wide and five yards long
is folded to four thicknesses, edges inside. This makes
a 15-foot tape. Beginning at one end, this tape is fold-
ed back and forth like the folds of a fan until 8 or
10 double folds have been made into a pack. From the
proximal side a heavy quilt suture is passed through
the pack and back, and then tied firmly, leaving the
ends at the knot an inch long.

at the base of the bladder, one-half inch below the mouth
of the left ureter which bleeds quite freely. He has a

toadstool-like growth about one-half inch to the left of

the right ureter and on the base of the bladder. My diag-

nosis is papillary carcinoma of the bladder. Visualization

of the kidneys by uroselectan shows both kidneys prac-

tically normal, also by the same means shows the left

ureter all right for the last four inches.”

The following histor>’ was obtained from the patient on

August 18, 1930: First noticed bleeding from the bladder

about four or five years ago. Did not last very long.

Cleared up in a few days, .^bout a year later upon doing

heavy work again noticed some bleeding, but has always

had a little discomfort in left side of back in kidney re-

gion. Last February had quite severe hemorrhage with

clots. Patient became very weak, some loss of weight.

Had some medication. Better for a month. Since that

time on any exertion there has been bloody urine. About
two weeks ago passed a piece of tissue which was sent to

the laboratory.

The diagnosis of papillary carcinoma of the bladder was

confirmed microscopically by our own pathologist; also

by Dr. Spangler of our Clinic who made the urologic diag-

nosis for us.

Operation was performed on August 21. For the pur-

pose of avoiding transplants in case of accidental opening

of the bladder, it had been filled with 95 per cent alcohol

at the same time the rectum was packed with gauze. The

catheter used to introduce the alcohol was then clamped

so that it remained in the bladder during the entire opera-

tion.

Through the abdominal incision, bilateral transplanta-

tion of the ureters by the technic described in Surgery,

Gynecology and Obstetrics, November, 1928, was performed

except that the slits in the peritoneum were closed en-

tirely, owing to the fact that drainage was later to be

established in the space occupied by the bladder. After

the transplantation of the ureters was done, the pelvis was

packed full of gauze as protection against soiling of the

field in case of accidental rupture of the bladder. When
the cystectomy was begun the alcohol was withdrawn.

After the removal operation was completed, the vesical

space was packed with a five yard gauze tape (fig. 7). At

the time of the packing, both obturator nerves were noted

to run along the outer pelvic wall. Incidentally it may be

stated that these nerves are very conspicuous and stand
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Fig. 8. Bladder open, showing carcinoma involving left
ureteral opening. Case 4.

Fig. 9. Microscopic section, showing arrow pointing to
malignant change. Case 4.

fully one-half inch from the muscular wall and sometimes

account for a pain running down the inner side of the leg

which is brought about by too tight packing of the pelvic

cavity. The anterior trunks of the internal iliacs were not

ligated and were not very much in evidence but all the

larger blood vessels could be easily ligated by sight. While

the loss of blood was not great, a transfusion of 600 c.c.

of whole blood was used as an e.xtra precaution (figs. 8

and 9).

Progress. No shock followed the operation and con-

valescence was uneventful. The temperature once or twice

went as high as 101° and only during the first two post-

operative days was the pulse above 92. Both catheters

drained from the beginning and throughout convalescence

until August 31, tenth postoperative day, when the right

catheter came away and urine discharged into the rectum

and was carried off for a few days by a rectal tube. -On
September 6, the sixteenth postoperative day, the left

catheter came away. The gauze pack was remov^ed at the

end of the first week with light gas anesthesia and after

the wound was thoroughly irrigated and cleansed, the

wound was repacked with a five yard tape of gauze. At
the end of the second week, gauze was again removed, a

bivalve vaginal speculum was inserted in the wound, wound
thoroughly irrigated by introducing the fluid with a flush-

ing tube and withdrawing it through another suction ap-

paratus. The cavity w'as carefully inspected and gauze re-

inserted. This was repeated every fiv'e days until the

thirtieth postoperative day, when the patient was permitted

to be up on his feet.

Recovery continued uneventfully. The urine was held

for two or three hours at a time and the patient was not

uncomfortable. Occasionally the rectal sphincter for the

first few days would allow a little leak of the urine. This

is true in nearly all cases until the sphincter becomes ad-

justed to holding fluid.

Case S. M. V., female, age 62, married, mother of ten

children. Referred by Drs. A. P. Procter and also R. C.

Weldon of Vancouver, B. C., who had made the diagnosis

of carcinoma of the bladder and had given deep roentgen-

ray treatments on the following days: August 26, 27, 29

and September 2, 1930.

Patient registered in our Clinic on September 6, and

gave the following history: For many years has been

troubled with burning and distress in the bladder with

frequency of urination. For the past year has been pass-

ing blood off and on. This frequency has increased lately.

During this year she has lost thirty pounds in weight.

About three weeks ago she had quite a severe hemorrhage

from the bladder.

At the time she entered the Clinic, she had a sallow

complexion. She stated that the roentgen-ray treatment

had made her very sick and she had developed a slight

jaundice. Our cystoscopies confirmed the diagnosis of ad-

vanced carcinoma of the bladder, involving the left side

of the wall and particularly above the ureters. A dose of

castor oil was given the patient for the purpose of prepar-

ing the bowel for ureteral transplantation. This made her

very ill and she vomited severely for nearly twenty-four

hours. After this she recuperated and began to feel quite

well but complained of great distress in the bladder. On
September 8, she was given a transfusion of 600 c.c. of

w'hole blood.

On September 9, the operation was performed. After

the abdomen had been opened and the rectum had been

cleansed and packed with gauze in preparation for doing

transplantation of the ureters, a catheter was inserted and

the bladder was filled with 95 per cent alcohol which was

to remain until the transplantation operation was com-

plete.

.After the abdomen was opened, the kidneys were care-

fully palpated. The right kidney was slightly smaller than

normal, somewhat lobulated, pelvis somewhat dilated.

Right ureter was but slightly dilated. Upon exposing the

pelvis for lighting the ureters, it was observed that the

left ureter was very large and deeply congested, particu-

larly that part below the crossing of the psoas muscle.

.After the peritoneum had been slit and the left ureter lift-

ed, it was found to be as large as a man’s index finger,

filled with urine, deeply congested and of a purplish color.

It was clamped and ligated down in the connective tissue

of the broad ligament. .At the point near the lower clamp

was discovered a small hard gland, about three times as

large as a millet seed.
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Fig. 10. Advanced carcinoma encroaching on left ure-
teral opening. Case 5.

Fig. 11. Microscopic section of infiltrating carcinoma.
Case 5.

This was removed and submitted for frozen section. The
pathologist reported that the growth was Grade IV car-

cinoma, Broder’s classification. Careful search was made
for other glands along the ureter, both above and below

the point of section, but none could be found. The right

ureter was larger and thicker than normal but not mate-

rially dilated.

The ureters were transplanted in accordance with the

technic shown in Surgery, Gynecology and Obstetrics, No-
vember, 1928. Both catheters began to discharge urine im-

mediately, while the patient was still on the operating

table. It may be stated in passing that no metastatic no-

dule could be felt in the liver and no evidence of high

metastasis. The purplish, dilated condition of the left ure-

ter was cause for a good deal of apprehension and the

possibility of its later sloughing above the anastomosis

could not be eliminated. Wicks were placed in the lower

angle of the incision posterior to the peritoneal incision

back of the uterus, from which the ureter had been lifted,

and rubber tissue above.

At this stage of the operation the clamp was released

from the catheter and the alcohol allowed to escape from
the bladder. An infiltrating growth could be felt on the left

side of the base of the bladder in front of the left ureter.

The growth seemed to have invaded the connective tissue to

a certain e.xtent. The pelvis and the entire lower portion of

the abdomen were temporarily packed with dry, sterile gauze

to prevent possible soiling in case of accidental rupture of

the bladder during operation. The vesicouterine fold of peri-

toneum was slit transversely and the bladder was gradually

pulled forward by gauze in a gloved right hand, while the

left hand mobilized the bladder from the vagina and lateral

pelvic wall.

The bladder was separated from the vagina as far down
as could be done conveniently and the growth on the left

side had been mobilized from the connective tissue of the

left broad ligament. Vessels were isolated and clamped.

After the fundus of the bladder had been well mobilized,

the neck was identified by the catheter which still re-

mained in the bladder. The urethra was thereby isolated

and held between the left thumb and index finger of the

operator. A nurse then withdrew the catheter, while the

operator held the urethra and doubly clamped it. It was
then severed and the bladder was separated from the va-

ginal wall and its lateral attachments from the urethra

backward. By working first above and then below, the

bladder, to which was attached the ligated stumps of the

ureters, was finally removed with relative ease (figs. 10

and 11). No great amount of blood was lost. Patient,

however, was already anemic and 600 c.c. of whole blood

was given by direct transfusion. The vesical space between

the uterus and pubic arch was packed with a ten foot tape

of gauze to control the slight oozing and to drain the space

into the gauze.

Progress. Both catheters began to drain. The patient

vomited persistently after the operation, much the same

as she had following the dose of castor oil. Fluid was

supplied by subpectoral infusion. The vomitus was prin-

cipally mucus and clear fluid. During all the period of

vomiting, she had an intermittent pulse. On the third

postoperative day vomiting ceased and she began to take

beef juice and albumin water. Her appetite was poor and

she belched a good deal.

The day after operation, the left catheter gave a good

deal of trouble. The eyes of the catheter were blocked by

debris from the dilated ureter and kidney pelvis. In view

of the condition of the ureter at the time of operation and

the possible danger of its sloughing at a later stage, it was

decided to expose the left ureter below the kidney and

drain it. Under local anesthesia, along the line of the usual

kidney incision, the kidney fat was exposed and opened

and a finger passed along the posterior abdominal wall

until the ureter containing the catheter was easily palpated.

With a flat hook retractor, it was pulled slightly toward

the wound. A longitudinal incision was made through its

wall down to the catheter. No urine escaped. The ureter

at this point was by no means so large as it was in the

pelvis. Four small wicks were placed, two on each side of

the ureter. This was surrounded by two sheets of rubber

tissue, making a cigarette drain. The catheter began to

drain freely while the patient was on the table and never

became blocked again. As far as could be determined, no
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urine escaped from the incision in the ureter as long as

the catheter remained in the bladder.

On the ninth postoperative day, the left catheter ceased

to drain and a few hours later it came away. The urine

poured freely into the rectum but none drained through

the loin wound. On the eleventh postoperative day the

right catheter came away. There has been no evidence of

trouble of any kind with the kidneys; pulse and tempera-

ture are practically normal, pulse being about 88 and the

maximum daily temperature about 99^2
°

On the fourteenth postoperative day the patient is

slightly jaundiced, although not so much as on the third.

She feels tired, slightly nauseated but does not vomit her

meals. She takes a fair amount of semisolid nourishment

but has a poor appetite. The sj’mptoms are very much the

same as before the operation after the deep roentgen-ray

treatment. There is no evidence of sepsis, no evidence of

kidney infection and it now seems that the patient may
recover, despite her sallow complexion and jaundice which

we cannot entirely explain at this time.

IMPRESSIONS

While it is far too early to draw any conclusion

as to the feasibility of this operation and as to the

scope of it, the outlook is so far very encouraging.

Contrary to what one might expect, cystectomy

combined with transplantation of the ureters is far

easier and less dangerous in man than in woman

because of the presence of the uterus in woman
which makes two areas of drainage necessary. After

cystectomy in man, there is but a single drainage

area, and this is all extraperitoneal. In woman the

wick drains to take care of the possible drainage of

ureteral anastomosis are intraperitoneal. The pack

in the vesical space constitutes an additional drain.

From my experience with the three men above

reported, I am satisfied that the operation of cys-

tectomy, combined with bilateral transplantation of

the ureters for cancer of the bladder, is entirely

feasible in male patients and is far preferable to the

two stage operation. I would not hesitate to use it

in any case of early carcinoma of the bladder in

man. Judging from these three cases, I feel that, if

the operation is properly done by one who has thor-

oughly learned the technic of ureteral transplanta-

tion, the mortality will be relatively low.

I am not entirely convinced that it is wise

to do the combined operation as a routine for

cancer of the bladder in woman. The two cases in

which I have first transplanted the ureters and

later removed the bladder have been most satis-

factory and free from trouble. The two cases in

which I have done it all at one sitting have had a

stormy convalescence, possibly because the patients

were poor subjects and the growth far advanced.

It is possible that early carcinoma of the bladder

in otherwise healthy women may be best treated

by the combined single operation but I would rec-

ommend the two stage operation.
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This study covers the five year period from

January 1, 1923, to January 1, 1928. All obstetric

cases entering the hospital during this time are

included. The series comprises a total of 7,226

cases, of which 5,911 or 81.8 per cent were ma-

ternity cases, 1,272 or 17.6 per cent were abor-

tion cases, and 46 or 0.6 per cent were extrauterine

pregnancies.

There were fifty-seven deaths in the entire series

of 7,226 cases, a maternal mortality of 0.78 per

cent or 7.8 per 1000 women, or 9.9 per 1000 living

births. This comprises thirty deaths in 5,911 cases,

0.51 per cent, 5.1 per 1000 deliveries due to ma-

ternity cases; twenty-six deaths in 1272, 2.04 per

cent, due to abortion cases; and one death in 46,

2.3 per cent, due to extrauterine pregnancy.

The causes of the thirty maternal deaths are

listed in the following table and a brief synopsis of

each case appended. There were twenty-six ob-

stetric and four medical deaths in the series. Autop-

sies were performed on ten fatal cases.

T.\ble 1. M.mernal Deaths

Cause of Death No. of Deaths
Puerperal sepsis 13

Normal dehveries ..._ 6

Forceps dehvery 4

Breech delivery 1

Outside deliver>' 1

Manual removal of placenta 1

Eclampsia, convulsive type 4

Rupture of uterus 2

Placenta previa 1

Pernicious vomiting 1

Inversion of uterus 1

Pulmonary embohsm 1

Anesthetic death 1

Intrapartum hemorrhage 1

Surgical shock 1

Lobar pneumonia 2

Cardiac failure 2

Percentage

433

133
6.7

3.3

3.3

3-3

33
33
33
33
6.7

6.7

CASE SUMMARIES OF MATERNAL DEATHS^

Puerperal Sepsis. Normal Deliveries

Case 1. No. 3883. Para-H. Age 22. Died June, 1923.

Normal dehvery of a Uving infant, L.O..^. position. Death

was due to puerperal sepsis with pelvic peritonitis and

pelvic abscess; duration seven weeks. No autopsy.

1. These cases are later referred to as M.D. (mater-
nal death.)
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Case 2. No. 6176. Para-I. Age 23. Died August, 1923.

Normal delivery of a living infant, L.O.A. position. Death

was due to puerperal sepsis seventeen days postpartum.

Autopsy; general peritonitis, endometritis, thrombophlebitis

of both lower e.xtremities, and bilateral pleuritis. Blood cul-

ture was positive for hemolytic streptococcus.

Case 3. No. 3244. Para-III. Age 29. Died April, 1924.

s Normal delivery of a living infant, L.O.A. position, episi-

otomy. Death occurred on the fifteenth day postpartum

from puerperal sepsis and pyelitis. No autopsy.

Case 4. No. 2654. Para-I. Age 19. Died April, 1924.

Normal delivery of a living infant, L.O.A. position. Death

occurred on the sixth day postpartum from puerperal

sepsis and peritonitis with paralytic ileus. Blood culture

was positive for hemolytic streptococcus. No autopsy.

Case 5. No. 1105. Para-I. Age 25. Died February, 1925.

Normal delivery of a living infant, L.O.A. position. Death

occurred on the sixth day postpartum from puerperal sepsis

and peritonitis with paralytic ileus. Blood culture was

positive for hemolytic streptococcus. No autopsy.

Case 6. No. 4303. Para-I. Age 20. Died June, 1926. Nor-

mal delivery of a premature living infant, L.O.A. position.

Death occurred on the eighth day postpartum from puer-

peral sepsis. Autopsy: General suppurative peritonitis and

gangrenous endometritis. Blood culture was positive for

streptococcus.

Puerperal Sepsis.^ Forceps Deliveries

Case 7. No. 4238. Para-I. Age 34. Died June, 1926.

Midforceps delivery of a living infant, L.O.A. position, sec-

ond degree laceration. Indication for forceps operation was
secondary uterine inertia. Retained placenta followed by
successful crede expression seven hours after delivery.

Death occurred seventeen days postpartum from puerperal

sepsis. Autopsy; suppurative pelvic peritonitis and septic

endometritis.

Case 8. No. 8785. Para-I. Age 19. Died December, 1926.

Midforceps delivery of a living infant, R.O.P. position.

Indication for forceps operation was a persistent occiput

posterior position. Death occurred eleven days postpartum

from puerperal sepsis and general peritonitis. Blood culture

was positive for streptococcus. No autopsy.

Case 9. No. 574. Para-I. Age 32. Died January, 1926.

Midforceps delivery of a living infant, R.O.P. position.

Indication for forceps operation was a deep transverse

arrest. Death occurred twenty-one days postpartum from

puei-peral sepsis. Autopsy: General peritonitis and gan-

grenous endometritis. Blood culture was positive for strep-

tococcus.

Case 10. No. 537. Para-I. Age 23. Died January, 1927.

Midforceps delivery of a living infant, L.O.P. position.

Indication for forceps operation was a deep transverse

arrest. Death occurred twenty-one days postpartum from

puerperal sepsis. Autopsy: Purulent endometritis and

cloudy swelling of liver and kidneys.

Puerperal Sepsis. Breech Delivery

Case 11. No. 5292. Para-IV. Age 26. Died July, 1926.

Spontaneous breech delivery of premature living infant

of seven months gestation, L.S.A. position. Death occurred

eight days postpartum from puerperal sepsis. Autopsy:

General suppurative peritonitis and bilateral suppurative

salpingitis.

2. It is of interest and importance to note that about
one-half of the deaths from sepsis occurred during 1926
and four of these took place during the months of June
and July within a relatively short period of time.

Puerperal Sepsis. Outside Delivery

Case 12. No. 2322. Para-III. Age 38. Died March, 1925.

(Outside cause.) Spontaneous outside delivery. Admitted to

hospital four days later with puerperal sepsis. In hospital

147 days. Cul-de-sac drainage for pelvic abscess. Death

due to general sepsis and toxemia. Blood culture positive

for streptococcus. No autopsy.

Puerperal sepsis. Manual removal of placenta.

Case 13. No. 4975. Para-I. Age 19. Died July, 1926.

Normal delivery of a premature stillborn fetus with

maceration, L.O.A. position. A retained placenta developed

finally, necessitating manual extraction forty-eight hours

later. Death occurred fourteen days postpartum from puer-

peral sepsis. Autopsy: General peritonitis and septic endo-

metritis.

Eclampsia

Case 14. No. 5555. Para-II. Age 37. Died August, 1926.

(Outside cause.) Emergency case. Eclampsia of pregnancy,

gestation six and one-half months. Admitted in convul-

sions with the blood pressure 195/130; albumin four plus

and hyaline and granular casts in urine. Induction of labor

by means of the Voorhees bag was attempted; the patient

died four hours later undelivered. Autopsy: Hemorrhagic

necrosis of liver and cloudy swelling of heart, liver and

kidneys.

Case 15. No. 1107. Para-I. Age 18. Died February, 1926.

(Outside cause.) Emergency case. Eclampsia of pregnancy,

gestation seven and one-half months. Admitted in convul-

sions with the blood pressure 180/130, albumin four plus,

and hyaline, waxy and granular casts in the urine. Induc-

tion of labor by means o the Voorhees bag, followed by
a low forceps delivery of a intrapartum stillborn fetas.

Autopsy: Multiple thrombophlebitis of lungs and uterus;

sinus thrombosis of lateral, longitudinal, and superior pe-

trosal sinuses.

Case 16. No. 3019. Para-III. Age 41. Died April, 1925.

(Outside cause.) Emergency case. Eclampsia of pregnancy,

near term. The patient died in convulsions a few hours

after admission, undelivered. Autopsy: Hemorrhagic necrosis

of liver, cloudy swelling of heart and kidneys, edema of

lungs, bilateral hydrothorax.

Case 17. No. 5539. Para-I. Age 40. Died August, 1923.

(Outside cause.) Emergency case. Eclampsia of pregnancy;

gestation six and one-half months. Admitted in convul-

sions in comatose condition with the blood pressure

228/122; albumin four plus; anascara. The patient died a

few hours later undelivered. Autopsy: Cerebral hemorrhage

;

edema of lungs; cloudy swelling and passive congestion of

heart, liver and kidneys.

Placenta Previa. Hemorrhage

Case 18. No. 900. Para-I. Age 19. Died February, 1924.

Case of placenta previa with severe antepartum hemorrhage

in the eighth month of gestation. .A Voorhees bag induction

was followed by the spontaneous delivery of a stillborn

fetus. Death occurred eight hours after delivery from post-

partum hemorrhage and shock. No autopsy.

Pernicious Vomiting

Case 19. No. 2952. Para-III. Age 28. Died April, 1926.

Gestation ten weeks. Pernicious vomiting of four weeks

duration on admittance. In hospital nine days. Death due

to acute yellow atrophy of liver of eighteen hours dura-

tion. No autopsy.

Rupture of Uterus

Case 20. No. 4055. Para-I. Age 24. Died May, 1924.

Transverse presentation of fetus. .A Vorheee bag induction
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was instituted followed by an unsuccessful attempt at

podalic version. Finally decapitation and extraction became

necessarj’. Death occurred two hours after delivery from

surgical shock secondary' to a ruptured uterus. No autopsy.

Case 21. No. 4605. Para-VII. Age 49. Died June, 1924.

Prolonged labor with hard pains for twenty-four hours

with a large baby and no advancement. A sudden rupture

of the uterus occurred followed by shock. .A Porro cesarian

section was done, obtaining a stillborn fetus. Death occurred

one hour postoperative from surgical shock. No autopsy.

Inversion of Uterus

Case 22. No. 3230. Para-I. Age 28. Died April, 1925.

Normal delivery of a living infant, R.O.A. position. A
spontaneous expulsion of placenta occurred, followed im-

mediately by a complete inversion of the uterus. There

was an attempt at replacement by the vaginal route that

was only partially successful. Death followed three hours

later from surgical shock.

Pulmonary Embolism

Case 23. No. 767. Para-II. .Age 25. Died Januarx’, 1926.

Normal delivery of a living infant, L.O.A. position. Com-
plications of pregnancy were acute rhinitis, pharyngitis and

acute right maxillarx’ sinusitis. \ sudden death occurred

forty-eight hours postpartum from pulmonary embolism.

No autopsv.
Anesthetic Death

Case 24. No. 6069. Para-II. Age 23. Died October, 1927.

Normal delivery^ L.O..A. position. Neonatal death three

hours later from asphyxia neonatorum. The patient died

four hours after delivery from acute pulmonary edema,
secondary' to multiple emboli and aspiration of food par-

ticles secondary to obstetric delivery with ether anesthesia.

No autopsy.

Intrapartum Hemorrhage
Case 25. No. 4884. Para-VII. .Age 36. Died June, 1925.

(Outside cause.) There had been an unsuccessful attempt
at forceps delivery by a private physician through an in-

completely dilated cerxdx. .A severe laceration of the cerxdx

and broad ligaments with hemorrhage had occurred; the

patient was nearly moribund on admission. She died un-
delivered four hours after admission from intrapartum
hemorrhage with surgical shock. No autopsy.

Surgical Shock

Case 26. No. 8479. Para-I. .Age 33. Died November, 1924.

Low forteps delivery of a stillborn fetus, episiotomy, L.O..A.

position. Surgical shock developed almost immediately after

delivery; supportive and intravenous treatment was of no
avail. Death followed a few hours later, apparently' from
surgical shock. No autopsy'.

Lobar Pneumonia (Medical Causes)

Case 27. No. 2353. Para-V. Age 32. Died .April, 1927.

Normal delivery', L.O..A. position. Neonatal death one and
one-half hours later from asphy.xia neonatorum. Death oc-

curred seven days postpartum from lobar pneumonia of

the left upper and lower lobes. No autopsy.

Case 28. No. 4005. Para-IX. Age 42. Died May, 1924.

(Outside cause.) Podalic version and extraction of a still-

born fetus with maceration. Death occurred one hour after

delivery' from lobar pneumonia of five days duration, con-

tracted before admission. No autopsy'.

Cardiac Failure (Medical Causes)

Case 29. No. 5223. Para unknown. .Age 26. Died July,

1925. (Outside cause.) Spontaneous delivery of a living

infant, R.O..A. position. Death occurred twelve days post-

partum due to cardiac failure and pulmonary edema, sec-

ondary to mitral valvular disease, cardiac hypertrophy

and decompensation. No autopsy.

Case 30. No. 3544. Para-III. .Age 26. Died May, 1926.

(Outside cause.) Spontaneous delivery of a living infant,

R.O..A. position. Death twelve days postpartum due to a

cardiac failure and pulmonary edema, secondary' to mitral

valvular disease, cardiac hypertrophy and decompensa-

tion. No autopsy.

There were a total of 5,911 delivered mothers

cared for in the hospital, of whom, 5,718 or 96.7

per cent were delivered within the hospital. In this

group there were 2,002 primiparae (33.8 per cent),

and 3,883 multiparae (65.7 per cent). The parity

was not recorded in twenty-six cases. Twin preg-

nancies occurred in 55 instances, one in 107 deliv-

eries, a little less than 1 per cent. Triplets occurred

twice, or once in 2,955 cases.

Table 2. Position .and Presentation

Total

Cases Per cent Cases Per cent

Occiput .5264

L.O.A 2951 53.8

L.O.P 129 2A
R.O..A 1839 33.5

R.O.P 345 6.2

Breech
L.S..A 88 1.6

L.S.P 19 0.3

R.S.A 57 1.0

R.S.P 23 0.5

Face
L.M..A 8 0.15

L.M.P 0 0.0

R.MA 4 0.07

R.M.P 5 0.08

Brow
Transverse

L.SC.A 7 0.11

L.SC.P 4 0.06

R.SC.A 4 0.06

R.Sc.P 1 0.02

187

17

3

16

96.0

3.4

0.3

0.05

0.25

PERINEAL LACERATIONS

First degree perineal injuries are not listed as

they occur in the majority of instances, especially

in primiparae. There was a second degree lacera-

tion in each of 466 cases or 8.7 per cent. An episi-

otomy was done in 257 instances or 4.2 per cent.

A third degree laceration yvas found fourteen times

or 0.24 per cent. Of these, four were present in

cases admitted after delivery, which leaves ten in

5,718 cases delivered in the hospital or one in 572

cases or 0.17 per cent. Four of the third degree

lacerations followed spontaneous deliveries, three

followed face presentations, two followed brow pre-

sentations, and one after a version and extraction.

FORCEPS APPLICATION^

Instruments were used in 183 instances, a per-

centage incidence of 3.3 per cent. The types of

3. Approximately eig-hty per cent of the mid and low
forceps operations and episiotomies were done in 192G
and 1927.
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operations used were as follows: high forceps 3

cases, midforceps 42 cases, low forceps 120 cases,

forceps to the after-coming head 4 cases, and in

14 cases the type of operation was not recorded.

Table 3. Indications for Application of Forceps

Indications^ No. of Cases
Delay on perineum 57

Persistent occiput posterior 22

Transverse arrest of the head 26

Secondary uterine inertia 20

Exhaustion of the fetus 9

Exhaustion of the mother..— 5

Arrest of after-coming head 4

Eclampsia of parturition 4

Contraction of pelvic outlet 4

Prophylactic 4

Postmaturity 3

Cardiac disease 2

Pulmonary tuberculosis 1

Placenta previa 1

Abruptio placentae 1

Face presentation 1

Death of fetus 1

Both twins 1

Second of twins 1

The mortality figures for the forceps operations

are not very gratifying, but it should be remem-

bered that existing conditions and not the opera-

tion per se were most often responsible for the fa-

talities. There were six maternal deaths (3.3 per

cent), following forceps operations. These were due

to puerperal sepsis in four cases (M.D. 7, 8, 9,

10), eclampsia one case (M.D. 15), and surgical

shock one case (M.D. 26). There were eight still-

births or 4.3 per cent and six neonatal deaths or

3.2 per cent, a total of fourteen or 7.5 per cent

fetal deaths.

PODALIC VERSION AND EXTRACTION

Podalic version and extraction was performed in

53 instances or 0.93 per cent. The indications

follow:

Table 4. Indications for Version and Extraction

Indications No. of Cases

Transverse presentation IS

Placenta previa 9

Prolapse of cord 4

Second of twins 3

Eclampsia of parturition 3

Exhaustion of mother 2

Persistent occiput posterior 2

Preeclamptic toxemia 2

Posterior face presentation 2

Exhaustion of baby 1

Prolapse of arm 1

Failure of engagement 1

There were two maternal deaths following ver-

sion (3.8 per cent), one due to rupture of the

uterus (M.D. 20), and the other due to lobar

pneumonia (M.D. 28). The fetal mortality follow-

4. Unrecorded, 16 cases.

5. Unrecorded, 8 cases.

ing version was exceedingly high but was mainly
due to the type of the case encountered and not

to the actual operative procedure. There were 24

fetal deaths in all, a total of 45.3 per cent. Three
of these (5.7 per cent) were neonatal deaths and
twenty-one (39.6 per cent) were stillbirths. How-
ever, of the stillbirths five were previable and six

were premature just viable. Deducting these eleven

cases we would have a corrected stillbirth mortality

of 20.4 per cent and a total fetal mortality of

26 per cent.
CESARIAN SECTION

Cesarian section was performed in only eleven

instances or 0.19 per cent. This low incidence can
be partially explained by the fact that relatively

few .foreign women were delivered, the large ma-
jority being white native American born women.
Contracted pelves were encountered in a surpris-

ingly small number of instances.

The classical cesarian section was performed nine

times, the extraperitoneal type once, and the porro-

section once. The indications were contracted pelvis

in six instances, postmaturity, brow presentation,

osteoma of ilium, paralysis of lower extremities

from a cord injury, and rupture of the uterus each

in one instance. There was one maternal death and
one fetal stillbirth following a porro cesarian sec-

tion for rupture of the uterus (M.D. 21).

Craniotomy was performed five times (0.09 per

cent) with no maternal deaths and decapitation

was done once (0.02 per cent) with a maternal

death (M.D. 20). It was not necessary to per-

form a pubiotomy or symphysiotomy in any case.

PLACENTA PREVIA

There were twenty-six cases of placenta previa

encountered, a percentage incidence of 0.44 per

cent for the entire series. Five of these occurred

in primiparae and twenty-one in multiparae. Three

were of the centralis, three of the partialis, thir-

teen of the marginalis type and seven were unclassi-

fied. Eleven were at term, seven in the eighth

month of gestation. The Voorhees bag was used in

eight instances for the induction of labor.

The method of delivery was as follows: spon-

taneous, twelve cases; podalic version and extrac-

tion, nine cases; breech extraction, two cases; un-

delivered, two cases, and low forceps one case.

There was one maternal death (4 per cent), due

to hemorrhage and shock (M.D. 18). There were

ten stillbirths and two neonatal deaths, making a

total fetal mortality of 46.1 per cent. Abruptio

placentae occurred twenty-one times with no ma-

ternal deaths.
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TOXEMIAS OF PREGNANCY

The convulsive type of eclampsia was present

in twenty-nine cases, a percentage incidence of

0.49 per cent for the entire series. This occurred

eleven times in primiparae and eighteen times in

multiparae. Seventeen cases were at term or in

the ninth month of gestation, five were in the

eighth, three in the seventh, and four in the sixth

month. The antepartum type of eclampsia oc-

curred fifteen times, the intrapartum eight and the

postpartum six times. The Voorhees bag was used

in eight instances for the induction of labor.

The method of delivery was as follows; spon-

taneous, sixteen cases; forceps, four; version and

extraction, three; outside spontaneous deliveries,

three; and died undelivered, three.

There were four maternal deaths, a mortality

of 14 per cent (i\I.D. 14, 15, 16, 17). There were

ten stillbirths, three neonatal deaths, and three un-

delivered fetal deaths, making a total fetal mor-

tality of sixteen or 52 per cent.

Besides the eclampsia cases there occurred

ninety-six cases of the preeclamptic type of toxemia

with no deaths and forty-four cases of hyperemesis

gravidarum with one death (M.D. 19). Thera-

peutic abortion was performed in only one instance

for pernicious vomiting.

FEBRILE PUERPERUM

The postpartum convalescence was classified as

febrile, if there was a rise of temperature to 100.4°

on any two consecutive postpartum days. In this

series febrile puerperums occurred in 491 cases

or 8.5 per cent.

MANUAL REMOVAL OF PLACENTA

Manual removal of placenta was necessary in

twenty-two instances with one maternal death from

sepsis (i\I.D. 13).

CHOREA GRAVID.ARUM®

There was one case of chorea gravidarum in

the fifth month of pregnancy, successfully treated

with repeated intravenous injections of blood serum

from normal pregnant women. Recovery ensued

and a full term normal baby was later delivered.

FETAL MORTALITY

The fetal and early infant mortality was 7.7

per cent or 77 per 1000 births. This included 284

neonatal deaths or 4.8 per cent and 172 stillbirths

or 2.9 per cent. Of the 172 stillbirths, 142 or 82.6

per cent were autopsied.'^ The causes of death for

those autopsied are shown in the following table:

6. Sichel, M. S.: Chorea of Pregnancy, Minn. Med.,
9:213, 1926.

7. From the Department of Obstetrics and Pathology
of the University of Minnesota from F. L. Adair’s
series of fetal and newly born autopsies.

Table 5. Pathologic Causes of Stillbirths (.\utopsy)

Number
Cause of death of cases

Prematurity 47
Viable 30
Previable 17

Asphyxia neonatorum 30
Antepartum 12
Intrapartum 12

Postpartum 6
Birth trauma 12
Congenital syphilis IS
Monsters 14
Anencephalus 8
Exencephalus l

Meningoencephalocele l

Hydrops fetus universalis 1

Malformed fetus 3
Perforated wounds of head (craniotomy) S

Died undelivered 4
Congenital hyperthyroidism 1

Maceration: Cause uncertain 14

In addition to these pathologic causes for deaths,

the following contributing causes were present dur-

ing pregnancy or labor in the series of stillbirths

which were autopsied.

of cases

A. Toxemia of pregnancy 22
Convulsive 10
Nonconvulsive 12

A. Complete miscarriages 12
A. Missed miscarriages 2

C. Placenta previa 10
C. Abruptio placentae 5

A. Difficult breech extraction 4
A. Difficult version and extraction 3
A. Difficult forceps delivery 3
C. Cord about neck 2
C. Prolapse of funis.. 6
C. Knot in funis 1

A. Acute bilateral pyelitis 1

A. Diabetic acidosis 1

B. Second of twins 1

B. Third of triplets 1

A. Rupture of uterus 1

B. Craniotomy 5
Failed version and extraction 2

Failed high forceps 1

Failed forceps to after coming head 1

Compound presentation l

A. Maternal causes.

B. Fetal causes.

C. Placenta and cord.

CAUSES

There were 284 neonatal deaths, 4.8 per cent

for the entire series. Of these 128 cases, 45.4 per

cent were autopsied. Of the autopsied babies, 77

or 60.2 per cent died within the first twenty-four

hours following birth, and 51 or 39.8 per cent died

from the second to the fourteenth day after birth.

Of the autopsied babies fifteen were premature

previable, seventy-five were premature viable,

thirty-four were mature and four were postmature.

The pathologic causes of all neonatal deaths are

shown in the following table:
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Table 7. Pathologic Causes of Neonatal Deaths

Autopsy No Autopsy

Cause of death Performed Performed Total

Prematurity 174

Viable S7

Previable 15

Birth trauma 20 5 25

Asphyxia neonatorum 5 7 12

Infections 39

Bronchopneumonia 9 12

Hemorrhagic disease of new-
born 3 0

Acute peritonitis, fibrino-

purulent 2 5

Acute meningitis, fibrino-

purulent 1 1

Acute pancreatitis 1 0

Acute ileocolitis 1 0

Erysipelas 0 4

Congenital diseases and malfor-

mations 17

Congenital syphilis 3 1

Congenital heart disease 2 2

Hyperthyroidism 1 0

Congenital occlusion of colon 1 0

Congenital atelectasis 0 3

Congenital nephritis 0 3

Congenital pyloric stenosis.... 0 1

Status thymus lymphaticus.. 0 1

Monsters 7

Diaphragmatic hernia 2 0

Fetal ascites 1 0

Malformed fetus 1 0

Hydrocephalus 1 1

itleningoencephalocele 0 1

Icterus neonatorum 1 0 1

Vaccinia 0 1 1

Malnutrition® 1 7 8

ABORTION CASES

Of the 1272 abortions cared for during this five

year period there were twenty-six deaths (2.04 per

cent). Of the fatal cases, seventeen were induced

either criminally or self-induced, and four were

spontaneous. None of these cases was subjected

to curretage in the hospital. Autopsy was per-

formed on twelve of the patients dying from sepsis.

Seven of the fatal cases were emergencies, being in

the hospital only a few hours; five were in the

hospital less than forty-eight hours.

The following table shows the cause of death of

the fatal abortion cases.

Table 8

Cause of death Cases Percental

Sepsis V 22 84.6

General peritonitis and sep-

tic endometritis 16

General peritonitis and
bronchopneumonia 2

General peritonitis and
acute salpingitis 1

Septic endometritis and lung

abscess 1

Pelvic abscess 1'

Empyema 1

Hemorrhage 1 3.8

Lobar pneumonia 1 3.8

Bronchopneumonia 1 3.8

Variola hemorrhagica 1 3.8

marasmus.

455

The patient dying of hemorrhage was an emer-

gency case, admitted in an exsanguinated condition

following a self-induced abortion. Cardiac stimu-

lation, heat and intravenous therapy were imme-

diately instituted. Death occurred despite these

measures a few hours after admission from acute

anemia before a blood transfusion could be ar-

ranged for.

SUMMARY

1. A statistical survey of 7,226 obstetric cases,

occuring during a five year period at the Minne-

apolis General Hospital, is presented.

2. There were 5,911 maternity cases in the series

with thirty deaths, a mortality of 0.51 per cent.

Puerperal sepsis was responsible for 43.3 per cent

of these deaths.

3. There were 1272 abortion cases with twenty-

six deaths, a mortality of 2.04 per cent. Sepsis was

responsible for 84.6 per cent of these deaths.

4. There were 46 extrauterlne pregnancies with

one death, a mortality of 2.3 per cent.

5. There were 5,483 recorded fetal presentations,

with the occiput presenting in 96 per cent, the

breech in 3.4 per cent, the face in 0.3 per cent, the

brow in 0.05 per cent, and the shoulder in 0.25

per cent.

6. Second degree perineal lacerations occurred in

8.7 per cent and third degree in 0.24 per cent of

the series. Episiotomy was performed in 4.2 per

cent.

7. Forceps were applied in 3.3 per cent of the

series with a maternal mortality of 3.3 per cent

and a fetal mortality of 7.5 per cent.

8. Podalic version and extraction was performed

in 0.93 per cent with a maternal mortality of 3.8

per cent and a fetal mortality of 45.3 per cent.

9. There were twenty-six cases of placenta pre-

via treated, with a maternal mortality of 4 per cent

and a fetal mortality of 46.1 per cent.

10. There were twenty-nine cases of convulsive

eclampsia treated, with a maternal mortality of 14

per cent and a fetal mortality of 52 per cent.

11. The entire fetal mortality was 7.7 per cent.

Of these 2.9 per cent represented still births and

4.8 per cent were neonatal deaths. By subtracting

the seventeen previable still births and the fifteen

previable neonatal deaths, a corrected mortality

rate of 2.6 per cent for the still births and 4.5 per

cent for the neonatal deaths is obtained, making a

total corrected fetal mortality rate of 7.1 per cent.

OBSTETRIC CASES ADAIR AND SICHEL

8. Alimentary Intoxication, malnutrition,
inanition fever, dehydration.
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AMERICA'S HIGH MATERNAL
MORTALITY RATE
Frank L. Wood, M.D.

LYNDEN, WASH.

After practicing obstetrics as a general practi-

tioner for twenty-six years without any maternal

mortality due to obstetric causes and with very

little morbidity of a serious nature, and after ob-

serving the methods, technic and results of many

other general practitioners, surgeons and specialists

in the practice of obstetrics, I have come to certain

definite conclusions as to the causes of most of

our maternal mortality and morbidity. Believing

that the vast majority of American physicians are

intelligent and competent, I am compelled to con-

clude that the reason for their failure in this work

must be charged to a lack of that third and most

important requisite or attribute, conscientiousness.

It is true that our mortality rate from septicemia

is even higher than it is reported to be because

many deaths are reported due to other causes.

This is done wilfully because physicians do not like

to admit that their patients die from this cause.

General practitioners need to improve their re-

sults but I very seriously doubt if their general

results are any worse than those of surgeons and

specialists who do this work. There are two rea-

sons for this. The general practitioner as a rule

does not consider his time as valuable as does the

surgeon or specialist, and is apt to give the patient

more time and attention. As he usually employs an

antiseptic rather than an aseptic technic, he more

readily adapts himself to the protection of his pa-

tient when he has to attend her in unsanitary

surroundings. I have no statistics available but

from my own observation I am of the opinion

that there has been fully as great an improvement

in the mortality rate outside of hospitals as has

occurred in hospital practice.

If anyone will take the trouble to investigate

the actual results of individual physicians, he will

sometimes be astounded by their differences. He

will find that of two physicians practicing side by

side over a period of years, one will have a mor-

tality rate of eight or ten per thousand, while the

other's will be nil. He may find that, while the

morbidity rate of one will be twenty or more per

thousand, that of the other will be almost negli-

gible. When their individual experience covers over

one thousand cases and they are of about equal

intelligence, training and ability, as is often the

case, this difference in results cannot be charged to

lack of ability or' luck.

What, then, is the cause of this difference in

results? In my opinion it can mostly be charged to

a difference in the exercise of personal conscience.

If the physician is conscientious and permits his

acts to be governed by the golden rule or the oath

of Aesculapius, his results cannot be v^ery bad. I

hold this to be more important than special ability,

training or experience, for if he has ordinary ability

and is conscientious, he will not attempt to do those

things which he knows he is not competent to do,

but will seek assistance, but if he is not conscien-

tious he will be careless, hasty or indifferent, or

employ measures to suit his own comfort and con-

venience which may be inimical to the safety of

mother or child.

Next in importance is antiseptic technic. Asep-

tic technic in obstetrics is a delusion and a snare.

This should be apparent to anyone because of the

obvious impossibility of sterilizing the urethra, the

anal region and the birth canal itself. While the

bowel should be washed out if there is time before

the second stage of labor, and the patient should

be scrubbed not only with soap and water but

with lysol solution, she should not be considered

sterile, and every time the birth canal is entered

for any reason, a fresh pair of sterile gloves should

be used or the gloves worn should be sterilized on

the hands by washing in pure lysol and rinsing.

I use the latter method, since it is much simpler

outside of hospitals and is much less apt to be

neglected when in an emergency. I hav'e adopted

this technic because it is much safer to have it

definite and always employ it. The common prac-

tice of sterilizing the gloves once by boiling, and

after contaminating them by contact with the field

of operations, merely rinsing them in a weak lysol

solution before further examinations or manipula-

tions is reprehensible, and is doubtless the cause

of many infections, for some part of the gloved

hand usually comes in contact with the skin of

the patient, particularly of the anal region, and this

contamination cannot readily be removed by mere

rinsing.

In over one thousand consecutiv^e obstetric cases

I have signed three death certificates following

childbirth. Two were influenzal pneumonia cases

who died within an hour after the birth of prema-

ture infants. These deaths both occurred during

the great epidemic of 1918-19. The other was a

case of puerperal eclampsia in a Christian scientist,

to whom. I was called prior to death so that I

might sign the death certificate. None of these

thousand cases was attended in a hospital. Only
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a dozen or less had the services of a trained nurse.

The remainder were cared for by members of the

family, neighbors or so-called practical nurses. In

two cases of central placenta previa I had no as-

sistant except the husband. ^lany were in very

unsanitary, even filthy surroundings, but by prac-

ticing the same antiseptic technic in every case, re-

gardless of the apparent filth or cleanliness of the

patients, my cases of infection of any kind were

extremely rare and unimportant. I have not hesi-

tated to dilate the cervix manually, perform ver-

sion, apply forceps, and in two instances dissect

away firmly adherent placentae manually, regardless

of the surroundings. The only case of phlegmasia

alba dolens I encountered was in a patient whose

child was presenting when I arrived and in whom
no examinations were made. Furthermore, her sur-

roundings and her person were sanitary. I cannot

recall that I ever had any infection whatever in

any of those numerous cases wherein forceps or

other intrauterine manipulations were employed.

I have little faith in the normal aseptic condi-

tion of the birth canal. It always seemed to me

that having my gloves always wet with a strong

lysol solution made internal manipulations a benefit

rather than a danger, yet I have made it a point

not to interfere any more than is necessary to

insure normal progress. Too many physicians are

afraid to interfere from fear of sepsis, and permit

their patients to suffer needlessly in the first stage

of labor, when a very little assistance on their part

would shorten labor many hours and relieve the

patient of much suffering. The common practice of

examining the patient at the beginning of labor and

then leaving her to suffer for many hours without

any attention or assistance on the part of the

physician is heartless, to say the least. This cannot

be done in the home, as the patient will not permit

it, but once the physician gets his patient into a

hospital she is impressed by the nurse with the

idea that everything is being done for her that can

be done, and so she suffers in patience or other-

wise according to her nature. I have been in-

formed of cases where the attending physician in-

structed the nurse to make rectal examinations to

determine the progress of the case in order that

he might not be called until the last minute. Some

have complained that these examinations made by

the nurse were more painful than the pains of

childbirth, yet they had to endure them, believing

that since they were in a hospital and under the

care of a trained nurse, they were getting the

best of care.

This neglect on the part of the physician to

personally assist his patient through the most pain-

ful part of the first stage of labor and the whole
of the second stage is one of the most crying evils

in the practice of obstetrics today. If he has not

the time or the patience to do this, he should

not practice obstetrics. If every physician would
perform this duty, treat every patient as conscien-

tiously as he would his own wife or daughter, adopt

a definite antiseptic technic and employ it in every

case regardless of her surroundings, the maternal

mortality rate in obstetrics would not be a disgrace

to the American medical profession. Unless some-

thing is done about it by the profession except to

propound a lot of fool theories and lay the blame
on lack of nursing and lack of hospitalization,

which have nothing to do with the matter, I seri-

ously fear that we are going to be annoyed by
continued meddling by Congress in this matter.

We cannot shirk our duties to these cases for-

ever and get away with it. Nurses are a valuable

aid to physicians but they are not physicians, ob-

stetricians nor qualified anesthetists, and when we
permit or require them to act as such without our

personal supervision, we are taking chances with

human life and subjecting ourselves to criticism.

Nurses should not be required to administer an-

esthetics or make obstetric examinations except

under the personal supervision of the physician.

They should not be instructed to delay until the

last minute before calling the physician just before

the baby is born. He should be present throughout

this stage. Nurses have often told me they had

been severely scolded by physicians because they

had been called too soon and had been obliged to

wait a short time for the birth of the child.

Anesthesia. Various methods have been devised

to relieve the pangs of childbirth, but in my opinion

nothing has been suggested that is as safe and

effective as chloroform and ether, administered by

inhalation by the physician himself or under his

direct supervision, chloroform for partial anesthesia

during the pains, and ether for deep anesthesia

during version, forceps, etc. Morphine in any com-

bination in obstetrics may be injurious. I think

most physicians realize this. It may delay labor

seriously and through this delay and its effect upon

the child result in its death or injury. I have

known cases to be delayed for forty-eight hours that

should have been completed in eight or ten hours.

For these reasons H.M.C. and other combinations

of morphine, once so popular with a portion of

the profession, have been largely abandoned.
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More recently rectal anesthesia has been adopt-

ed by many and has been commercialized by the

drug houses. I see no object in this method as far

as the patient is concerned, but there are many

objections to its use. If the physician wishes to

neglect his patient during the painful part of the

first stage and through the second stage of labor

and yet does not wish to see her suffer, he may
temporize with this method. This is, however, not

rational or scientific. If all patients were alike, if

the duration of labor, the severity of the pains, the

force of contractions, the susceptibility of the pa-

tient to ether and the retention of the ether-oil

mixture were the same in all cases, then the method

could be used more successfully, if the physician

personally obser\^ed the patient during the period

of anesthesia. But no two patients are the same

in any of these respects, and a dose of ether in-

sufficient to give much relief to one patient might

be sufficient to cause deep anesthesia in another.

.As long as ether is being absorbed from the ether-

oil mixture, an anesthetic is being administered and

I firmly believe that any physician w^ho relinquishes

his privilege and duty of administering anesthetics,

and turns this responsibility over to a nurse in

his absence, subjects himself to just criticism.

If, then, the physician personally supervises the

administration of the anesthetic, as he should,

he may as well administer it by inhalation, a much

simpler and better way, except in rare instances,

for he then has the anesthetic under his control at

all times. If the child’s shoulders are large and

extraction is difficult and the mother is deeply an-

esthetized so that she cannot assist in its expul-

sion, it may be asphyxiated. .Another disadvantage

of the ether-oil mixture is that anesthesia fre-

quently interferes with the uterine contractions so

that little or no progress is made w'hile the patient

is partly or fully anesthetized. Thus the patient

may lie for hours without making any appreciable

progress while the ether is being absorbed. The

addition of quinine to the mixture is of question-

able value in overcoming this difficulty, as many of

us found out before the introduction of pituitrin.

When the anesthetic is given by inhalation it can

be discontinued until the contractions become

strong again, but with rectal anesthesia this is diffi-

cult or impossible.

Forceps are a great boon to maternity, if prop-

erly and conscientiously used. There is consider-

ably more danger of lacerations wfith forceps than

without. Therefore, they should not be employed

even by those most expert in their use except when

necessary. The expert use of forceps involves man-

ual dexterity, considerable mechanical ingenuity

and a hand that is not too broad, short or clumsy.

Some physicians have great difficulty in applying

the blades properly and are potentially dangerous.

Others do not understand the pelvic curve nor how
much to incline the handles as the head advances.

The use of axis-traction forceps a few times is a

great educator in this respect. Some authorities

condemn this type of forceps, but it always seemed

to me there were fewer potentialities of harm in

them than in the ordinary forceps. After using

them one realizes how hard it is to maintain the

proper inclination of the handles of ordinary for-

ceps while exerting hard traction. Since the im-

provement in surgical technic, the lowered mor-

tality rate in cesarian section, the advent of the

automobile and improved hospital facilities, there

is not the imperative need of difficult forceps de-

liveries that there was a few years ago. I have

delivered many cases by means of the axis-traction

that I feel sure I could not have delivered by

ordinary forceps, and with little damage to mother

and child and withal I believe the mothers were

safer under this method than they would have been

under recent cesarian section technic.

In the series referred to there was only one de-

livery by cesarian section and that was for central

placenta previa. Since this method has become

comparatively safe, I fear it is being resorted to

altogether too frequently. Surgeons and specialists

are inclined to favor this method because it is

more profitable, is more rapid, and is more scien-

tific. It appeals to their fancy in every way but I

doubt very much if it is as safe as forceps except

in a very few cases. When one can attend one

thousand cases without resorting to it once for

contracted pelvis, and without maternal mortality

or morbidity from this cause, it does not seem to

me that its employment is frequently demanded.

Pituitrin has been a great help to me and my
patients. Used conscientiously it has frequently

shortened the duration of labor many hours and

made the use of forceps unnecessary. After using

this remedy in hundreds of cases I am able to say

I have never observed any untoward effects from

its use except that the first dose I administered

after its introduction was too large and caused a

severe tetanic contraction which lasted until the

child was born. The patient was a multipara with

roomy pelvis and no harm was done. The dose at

first recommended was one cubic centimeter which

was much too large, and after that first dose I
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have never given an initial dose to exceed three

minims. This is usually sufficient and has never

in my experience caused contractions of greater

violence, duration or frequency than good normal

contractions.

We still find some physicians who recommend a

full c.c. dose, but I feel certain that this dose is

dangerous. There are others who claim that it is

dangerous in any dose. This may be true, if one

does not observe the contraindications to its use.

No doubt harm has been done by this useful

remedy, but if used conscientiously and intelli-

gently it canont do more harm in my opinion than

ordinary normal labor pains. It is a wise precaution

to give one-half c.c. of this agent as soon as the

head is born, particularly in forceps cases and

when the patient is deeply anesthetized. This facil-

itates delivery of the shoulders and prevents im-

mediate postpartum hemorrhage until the ergot,

given at the completion of the second stage, has

had time to take effect.

If this procedure is always carried out, hemor-

rhage as an important cause of maternal mortality

will be practically entirely eliminated. Occasionally

a hemorrhage due to rupture of a varicose vein

somewhere below the cervix will need special at-

tention but this has occurred only once in my
experience. There may be an occasional case of

postpartum hemorrhage that canont be controlled

by pituitrin or pressure on the fundus. In those

cases I have employed a procedure recommended

by Dr. McDermid of the University of Illinois.

It consists in saturating some gauze or other sterile

material with common household vinegar and ap-

pl}dng it to the fundus with the sterile gloved

hand. The hand alone will usually cause sufficient

contraction, if the vinegar is not immediately avail-

able, and at the same time it can search for and

remove portions of placenta or membranes which

may be the cause of the hemorrhage. The impor-

tant thing is not to wait too long before doing

this. If one observes these precautions and remains

with his patient until all ordinary danger of hemor-

rhage is over, this as a cause of maternal mor-

tality will be practically eliminated.

Together with lack of nursing and lack of hos-

pitalization, the other reason commonly given for

our high mortality rate is lack of prenatal care.

While this is often essential to the comfort and

safety of the mother, the lack of it does not ac-

tually cause very many deaths in my observation,

although it does cause considerable avoidable mor-

bidity. The reason for this is that most women

will call or consult a physician reasonably soon

after symptoms of trouble manifest themselves. I

do not deprecate prenatal care but I believe that if

some of those physicians who impress their pa-

tients with their deep interest in their cases by
having them come to their offices for frequent ex-

aminations, many of which are unnecessary, and a

disagreeable nuisance and waste of time to the

patients, would give them more real service at the

time of labor instead, they would have better re-

sults. If they would have more consideration for

the comfort and safety of their patients, as well

as the expense they cause them, and would be less

concerned about their own time, convenience and
profit, we would have fewer motherless families

and childless mothers.

SUMMARY
Our high mortality rate is not due to lack of

expert nursing, lack of hospitalization or lack of

prenatal care, for many physicians who are denied

the advantages of trained nurses and hospitals,

and whose patients cannot be induced to accept

prenatal care to any extent, are having a mortality

rate that is negligible.

Our high mortality rate is due to haste, neglect

and indifference on the part of individual physi-

cians, and to the adoption of a technic not adapted

to the nature of the case or its surroundings. The
mortality rate of the individual physician depends

more upon the time, care and attention which he

gives to his patient at the time of her delivery

than it does upon special training or any other

factor. There is not enough personal nonsurgical

assistance rendered the patient by her physician

and often too much surgery.

Nurses should not be permitted to administer

anesthetics, including rectal, except under the di-

rect supervision of the physician. They should not

be permitted or required to make examinations.

The physician should be present during the pain-

ful part of the first stage of labor and throughout

the whole of the second stage. Besides relieving the

pain safely, he can often render valuable assistance

and shorten labor many hours. If he has not the

time to render this service, he should accept fewer

cases or engage an assistant physician.

The incidental expenses of childbirth are often

too high for the average middle-class patient, and

are an important cause of race suicide. These ex-

penses can easily be reduced, if the physician will

adapt himself to the circumstances of the patient

and give her the personal services that he should,

but which he often relegates to others.
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THE TREATMENT OF SALPINGITIS
WITH SPECI.4L EMPHASIS ON THE BELL-BEUTTNER

OPERATION *

Albert Mathieu, M.D., F.A.C.S.

PORTLAND, ORE.

It would be obviously unkind for me to hold

you while I tried to cover the entire subject of

salpingitis. I have, therefore, selected a few tele-

graphic statements which bring out the high lights

of the subject and lead up to a description of the

Bell-Beuttner operation.

Blair Bell has aptly said, “In ascending infec-

tions of the female genital tract, lesions may be

produced throughout, from the external genitals to

the pelvic peritoneum, and the character of these

depends not only on the organism responsible

for them but also on the time of infection, espe-

cially in relation to the menses, pregnancy and the

puerperium and on the general resistance of the

patient.”

Five per cent of tubal infections are due to

the tubercle bacillus, eighty per cent to the gono-

coccus and fifteen per cent to other bacteria. Tu-

berculous salpingitis is usually a part of a general

tuberculous infection. Salpingitis,

due to the streptococcus, staphylo-

coccus or colon bacillus, is usually

the result of instrumentation as-

sociated with pregnancy. Gonor-

rheal salpingitis is always preced-

ed by intralabial infection. The

stigmata of gonorrheal infection

are the history, frequency and

burning on urination, discharge,

Skene and Bartholin gland infec-

tion and positive smears. Tuber-

culous tubes are usually diagnosed

only in the laboratory, while the

history is the big factor in the

diagnosis of other infections (abor-

tion, instrumentation, etc.).

Tuberculous tubes are slow to

cause symptoms and there is usu-

ally a history of tuberculosis else-

where in the body. The tubes are

hard, nodular, and often exhibit

tubercles on their peritoneal sur-

faces. There is little tendency to-

* FYom the Gynecological Service,
Multnomah Hospital and the Gyne-
colog-ical Department of the Univer-
sity of Oreg^on Medical School.

* Read by invitation before the
Southern Oregon Medical Association,
Medford, Ore., May 13, 1930.

wards abscess formation and the adhesions are ex-

tremely dense and firm. The tubes frequently con-

tain a cheesy, caseous material and free fluid is

often seen in the abdominal cavity.

Staphylococcic, streptococcic or B. coli salpin-

gitis is usually associated with pelvic cellulitis, peri-

metritis and oophoritis. The adhesions are dense
and firm but not to the same extent as in tuber-

culosis. Exacerbations are not the rule. Pelvic ab-

scess is most common.

Gonorrheal tubes, when acute, have open fimbri-

ated extremities with the purulent process extend-

ing into the abdominal cavity, causing pelvic peri-

tonitis. There is a definite tendency towards re-

covery, interrupted at times by periods of so-called

exacerbations. Later there is closure and sealing

of the fimbriated extremities. Tuboovarian ab-

scesses frequently result. Often hydrosalpinge.s

ensue.

The treatment of chronic tuberculous salpingitis

is always surgical, while staphylococcic, strepto-

coccic, or B. coli salpingitis should be treated ex-

pectantly by rest and a hygienic regime. Dia-

thermy, foreign protein or milk injections may be

Fig. 1. After the abdomen has been opened, the fundus of the uterus is
grasped high up by a volsella forcep so as to reveal the adhesions which
are usually present between the uterus, tubes, ovaries and intestines.
These are relieved and special care is taken not to injure the bowel.
Then, starting deep in the pelvis, the adhesions of ovaries and tubes to
the broad ligaments are separated from below upwards. A line of
cleavage is usually easily found and the separation as a rule is not
difficult.
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Fig. 2 The infundibulopelvic and the broad ligaments,
including a small portion of the uterus, are clamped
off on each side. The tubes and ovaries are separated
from these attachments by the knife and then an in-
cision is made in the posterior wall of the fundus

whicli includes the cornual ends of both tubes. The
blade is pointed at about an angle of 90° with the
perpendicular axis of the uterus and the incision ex-
tends diagonally through the uterine wall to the en-
dometrium.

Fig. 3. The same type of incision as i.s depicted in fig. 2 is then made on the anterior surface of the uteru.s.

I
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used to advantage. Colpotomy and drainage re-

lieve pelvic abscess. The other sequelae are treated

surgically.

Gonorrheal salpingitis is a self-limiting disease.

Hence the most important point in treatment is

removal of the consort, because the so-called ex-

acerbations of gonorrheal salpingitis are always

reinfections.

Rest, pelvic diathermy and injections of foreign

protein may be used to advantage. Removal of

all foci of infection by cauterization of Skene’s

glands and excision of Bartholin’s glands, cauter-

ization of the infected cervix and colpotomy with

drainage of pelvic abscess are the important steps

in treatment.

Douches, regardless of vividness of color or fan-

tastic formulae, are of no value whatever. Instead

they are injurious. Notwithstanding the fact that

operations for salpingitis are done only for the se-

quelae, there is a class of patients who, in my

Fig. 4. When the ovary can be conserved, the infundi-
bulopelvic ligament is not clamped but the meso-
salpinx is clamped as shown above. This maneuver
leaves sufficient circulation to nourish the ovary.

opinion, under the present social standards, should

be operated on. These are the avowed idiots, dere-

licts, prostitutes and those unable physically, finan-

cially, mentally or morally either to cope with the

condition or to follow advice. This, in my mind, is

important for these people are rarely cured by
medical means and are a constant economic burden

to themselves and to the community.

It is an essential condition that the infection be

in the chronic stage at the time of the operation,

and by adhering to this rule the morbidity and

mortality will be kept at a minimum. Opera-

tion is never done in the acute or subacute stage

and is done only for the sequelae which occur

in about 15 per cent of all the cases. The
sequelae are pain in the pelvis, dyspareunia, dys-

menorrhea, other menstrual disorders, adherent re-

troflexion, generalized adhesions, hydrosalpinx and

cystic ovaries.

The laboratory and clinical signs of chronicity

are the temperature, leukocyte count and the sedi-

mentation distance. The patient should be fever-

free for at least two weeks. The leucocyte count

and the sedimentation distance should be within

normal limits. It is a well known fact that the

sedimentation distance test is more delicate than

Fig. fi. The closure of the incised area is depicted in
seven stages: (a) the closure of the uterine wound;
(b) a running suture in the broad and infundibulo-
pelvic ligaments; (c) and (d) the fastening of the
stumps of the broad and infundibulopelvic ligaments
to the uterine fundus and (e) and (f) a modified
Coffey plication of the round ligaments which ex-
tends on to the back of the uterine body so as to
hold the uterus in an anterior position and (g) to
peritonealize the entire incisional area, leaving no
raw surfaces.

Fig. 7. This series of drawings shows the technic for
transplanting ovarian tissue (figs, a to f). A portion
of healthy ovarian tissue is cut off the ovary, mac-
erated by gridiron incisions with a sharp knife so as
greatly to increase its surface area, the making of
a small pocket in the subcutaneous fat at the lower
end of the incision (it is very essential that this
pocket be dry) and the placing of the ovarian graft
in the pocket. It is obvious that the sutures which
close the abdominal -wound should impinge in no way
on the ovarian graft or its pocket.

Fig. 5. This drawing show’s the tissue removed. In this the cornual ends of the tubes. Fig. (a) is a schematic
case the specimen includes both tubes, both ovaries drawing showing the wedge excised in the Bell-Beutt-
and the wedge shaped piece of the fundus includes ner operation.



October, 1930 TREATMENT OF SALPINGITIS—MATHIEU 463

Fig. 6.

the leucocyte count in

these matters.

There is often the ques-

tion as to sterility. This

point may be the decid-

ing factor in determining

whether or not to oper-

ate. Here the use of io-

dized oils injected into the

uterus and tubes and vis-

ualized with the roentgen-

ray will determine accur-

ately the condition of the

tubes as regards the pos-

sibility of future preg-

nancy. “The preservation

of the general functions

in the female, even though

conception be impossible,

is a surgical ideal which
Fig. 7.
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we should strive to attain, whenever operations on

the female genitalia may be necessary. When it is

possible in a woman under forty years old, an

ovarian graft should be made, if both ovaries are

removed from their normal connections” (Bell).

The inflammatory lesions, for which the Bell-

Beuttner (figs. 1, 2, 3, 4, 5, 6, 7) operation is in-

dicated, are those which cause irreparable damage

to the tubes and possibly the ovaries, and affect

the fundus uteri. Such lesions are chiefly produced

by the gonococcus.

The type of operation performed by me in 100

consecutive cases from 1922 to 1930 is as follows;

Supravaginal hj'sterectomy with
Both tubes 2

Both tubes and both ovaries 4

Both tubes and on ovary 9

Bell-Beuttner operations* with

Both tubes 2

Both tubes and both ovaries 23

Both tubes and one ovary 43

Both tubes, both ovaries and ovarian transplant 15

Total 100

Results

Average postoperative days in hospital 21

Morbidity (B. M. A.) per cent 22

Mortality 0

The follow-up has been difficult and incomplete.

Several patients in private practice are still men-

struating more or less regularly after three and

four years following the grafting of ovarian tissue.

545 Medical Arts Building.

* Slight modifications of the original operations of
both Bell and Beuttner will be noticed.

Cles’ical Syndromes that Include Achlorhydrla.
James S. McLester, Birmingham {Journal A. M. A., Sept.

6, 1930), says that in the South is frequently seen a

symptom complex that is exhibited with striking uniform-

ity by an apparently heterogeneous group of diseases. This

complex includes an anemia of variable degree, sore tongue,

gastrointestinal disturbances, cord changes perhaps, and
achlorhydria. Any one or any combination of these may
dominate the whole and give color to the clinical picture,

but achlorhydria is the one salient feature. It signalizes

the group. The same case viewed by different men at

different stages of its de%-elopment or with different eyes

is not infrequently placed by them in different categories;

today the patient may appear to have sprue; seen at a

later date he may be told that he has pernicious anemia
or pellagra. The fact, then, that the diagnosis is so often

determined by the momentary aspect of the disease or the

bias of the physician would emphasize a possible intimacy
of relationship between the several members of this group.
Since the cause of the achlorhydria in each of these dis-

eases is unknown, is it proper to assume that the gastric

deficiency is of identical nature in all? .And can this lack

of acid be regarded therefore as the connecting link be-
tween several members of this group? Such an assump-
tion is probably unwarranted. Yet, without predicating a

single unvarying cause, it may still be possible to regard
achlorhydria as the connecting link by assuming that it is

the chance accompaniment of some more ultimate under-
lying gastric defect which, in combination with other fac-

tors of varying nature, expresses itself in symptom com-
plaxes of such striking similarity as to bring all of these

diseases within a single clinical group.

:\IAXIPUL.ATIVE OBSTETRICS *

Joseph H. S.ayer, AI.D.

SEATTLE, WASH.

Nine years ago I read a paper before this society,

in which I described the methods employed by Drs.

Irving Potter of Buffalo and Joseph DeLee of

Chicago to shorten and render painless the second

stage of labor. These were elective podalic version

and prophylactic forceps. The reception given these

methods was far from cordial, but in the years

that have passed nearly all leading obstetricians

have gradually adopted some procedure to lessen

the suffering of labor.

Twilight sleep, rectal, spinal, paravertebral, sacral

and intravenous anesthetics or analgesics have
been used more and more generally, but while this

has been a great step forward, the dangers to the
child have not been lessened by these aids to the
mother. The next step, therefore, is the adoption
of some form of manipulative delivery that will

shorten the second stage with benefit to both moth-
er and child.

In presenting prophylactic forceps as the method
of choice, DeLee gave as his reasons the increasing

tocophobia (fear of childbirth) among women, and
the large number of birth injuries due to prolonged
autoexpulsive deliveries. The objects of his pro-

cedure are ( 1 ) to reduce the muscular and nervous
strain of the second stage of labor, (2) to save the

pelvic floor and adjacent fascia from overstretching,

(3) to save the mother’s blood, (4) to save the

baby’s brain from the evil results of prolonged

compression and congestion. He asks, “If compres-
sion produces the caput succedaneum outside the

skull, what does it produce inside?”

He states that prolonged normal deliveries have
been responsible for skull fracture, rupture of the

tentorium, intracranial hemorrhages, retinal hemor-
rhages, abruptio retinae, dislocated lens, facial pa-

ralysis, Erb’s paralysis, rupture of the sternocleido-

mastoid muscle, rupture of the cord, and separation

of the cord from the umbilicus, the most common
dangers being asphyxia from abruptio placentae

and compression of the brain. Statistics show that

over four per cent of children die during birth.

This authority further declares that elimination

of the second stage saves blood, promotes quicker

recovery and deprives childbirth of its terror. The

manipulative delivery preserves the pelvic floor and

introitus, and forestalls uterine prolapse and rup-

* Read before a Jleeting of King County Medical
Society. Seattle, Wash.. Oct. 28, 1929.
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ture of the vesicovaginal septum. There are less

puerperal sequelae, less retroversion, and involution

is quicker. Potter makes the same claims and my
own e.xperience certainly confirms their views. De-

Lee cautions strongly, however, against the use of

manipulative measures by the unskilled, but we
should go farther than that and deny the right to

practice obstetrics to every incompetent person, and

I mean this in a very strict sense.

Too long, obstetrics has been a sideline in our

profession, to be practiced by the trained and un-

trained alike, so that our mortality and morbidity

rates place us at least fifteenth in the list of civ-

ilized nations. Even the cultists are attending de-

liveries. With our present conveniences of transpor-

tation, almost every woman is within reasonable

distance of a competent accoucheur and hospital.

LTntil obstetrics is recognized as a major branch

of surgery, and the same competence and skill

demanded of the obstetrician that is required of

the surgeon, the tremendous toll of maternal and

fetal mortality and morbidity will continue. Fur-

thermore, that satanically pernicious phrase of

Frances Henry Ramsbottom, “meddlesome midwif-

ery,” must no longer be allowed to shackle progress

in this field of surgery, and modern manipulations

must become the practice of every obstetrician.

For the last nine years I have consistently practiced

manipulative obstetrics under anesthesia, and I

would not think of returning to the practice of

“watchful waiting” nor would the mothers who

have been delivered by both methods consent to be

delivered in the old way. During this time I have

not heard one of my mothers cry out in pain nor

have I delivered a baby with a caput succedaneum.

The most frequent greeting on the following morn-

ing is, “Doctor, I can hardly believe I have had

my baby.”

In this paper, I wish to present to you the

results of my personal experience with four manip-

ulative procedures, viz; podalic version, elective

forceps, intrauterine rotation and breech delivery.

VERSION

I have consistently but not exclusively practiced

elective podalic version since 1920, but have been

unable in any detail to improve on the technic of

Potter which I will briefly describe. First, I must

state that in some hospitals in this city the practice

of elective version is forbidden by decree of the

respective staffs. Further, it is impossible to carry

out the procedure comfortably without more nurse

assistance than is usually assigned to the delivery

room, so that the use of version must be limited

to those hospitals that will cooperate with the

accoucheur.

Following is a brief summary of the technic;

1. The first stage is made comfortable by the

use of morphine gr. 1/6 and scopolamine gr. 1/200
in magnesium sulphate solution and, if necessary,

analgesia by rectal injection of ether and quinine
in oil.

2. When the cervix is effaced and the os dilated

or dilatable, surgical anesthesia is induced by in-

halation and the patient placed in the semi-Walcher
position, either leg being held by a nurse.

3. The bladder is completely emptied and the

vagina dilated by an ironing process, using first one
finger, then two and three, and finally the whole
hand and closed fist. Plenty of green soap is used

as a lubricant.

4. The cervix, which must be soft and easily di-

latable, is gently stretched with the fingers of

the left hand. The outstretched hand and the arm
is pushed high up between the uterine wall and
the amniotic sac, which latter is gently separated

by sweeping the fingers of the hand up and around,

being careful not to work too near the placenta.

The membranes are now ruptured high up, the

position of the child and the location of the cord

ascertained.

5. Both feet are then unfolded and grasped be-

tween the first and middle finger of the left hand,

the left hand always being used, and gradually

drawn down until the knees appear at the vulva,

at which time the version is complete.

6. After a few moments rest in this position,

gentle taxis is made upon the anterior foot and

lower leg until the pelvis comes into view. This

rotates the child until its back is transverse to

the pelvic outlet.

7. The scapulae are now delivered by gentle

traction and the torso gently rotated to the oblique

diameter indicated by the position of the head.

The index finger is inserted into the anterior axilla

and the scapula rotated under the pubic arch, this

action allowing the shoulder and arm to deliver

themselves. The posterior shoulder is rotated under

the pubic arch and likewise delivered.

8. The neck is now examined for the cord and,

if found there, it must be loosened or cut and tied.

9. Following this, the fingers of the left hand are

inserted into the baby’s mouth and with the right

hand gentle presssure is made upon the occiput

over the pubes. This is the first time that any
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pressure has been made from the outside. The right

hand grasps the feet of the child and lifts it to

a perpendicular position. The mouth is now ex-

posed, and the mucus milked out of the throat;

no haste is necessary. A slow delivery of the head

is less liable to injure the perineal floor.

10. A milliliter of pituitrin immediately follow-

ing delivery of the child usually causes prompt

expulsion of the placenta. If this is delayed, crede

expression is employed and, if necessary, intra-

uterine separation.

ELECTIVE FORCEPS

Forceps properly applied should not make undue

compression on the baby’s head, but should act as

a protecting cage to dilate the parturient canal and

guide the head therethrough. In skillful hands for-

ceps are very effectual and harmless, but should never

be used by those who are not thoroughly trained

to their use. The common prejudice against forceps

is due to the fact that they have been reserved

for cases of dystocia and often in unskilled hands.

Therefore, mortality with instrumental delivery has

been high. In a recent survey of Seattle hospitals

by the Central Standardization Committee, using

a temperature of 100.5° for a period of twenty-four

hours or more as the test of morbidity, it was

found that the obstetricians having the greatest

number of maniplative deliveries had the lowest

rate of morbidity. There has not been a single case

of puerperal temperature extending over a period

of twenty-four hours in my work during the past

seven years.

In my technic of instrumental delivery I have

departed far from that of DeLee as described in his

writing on “prophylactic forceps,” and I prefer to

speak of the procedure as elective forceps. First,

we must have the prescribed condition, that the

child can safely be delivered vaginally. The first

stage is then made comfortable, as previously de-

scribed, by the use of morphine and scopolamine

in magnesium sulphate solution and rectal anal-

gesia if necessary. When the cervix is effaced and

the os completely dilated or dilatable, the patient

is taken to the delivery room. If dilatation does

not take place in normal time, bags are inserted

and dilatation thus completed.

When the cervix is ready, the patient is anes-

thetized and put up in low stirrups in a half

lithotomy position. No matter who has previously

prepared the patient, the accoucheur again prepares

the field and vagina, following the same technic as

would be used in an operating room for a perineor-

rhaphy or an episioplasty. The left hand holds

a large lysol sponge over the vulva, while the

right hand scrubs the surrounding region thor-

oughly with green soap which is rinsed off with bi-

chloride solution. The left hand then changes

sponges and continues the scrubbing into the va-

gina, cleansing thoroughly with green soap. The
patient is draped while the operator changes gloves

and gown.

Again the fingers are introduced through the

vulva and the vagina stretched as before described.

When this is completed, the hand is passed into

the uterus and the position of the head determined

by palpating one or both ears. If the occiput is

anterior, forceps are applied in the usual way. If

the occiput is posterior, intrauterine rotation is

done and the forceps then applied. After the forceps

are properly placed, the handles are locked at the

proper distance. Slight traction is now used with

one hand and the lower portion of the uterus gently

pushed back over the largest transverse diameter

of the forceps blades. This is important.

Grasping the forceps with both hands, the head

is then brought down, carefully following the curve

of the canal, until the perineum is reached and far

enough through the vulva that the occiput can be

held against the pubic arch by pressure on the fore-

head through the perineum. A half folded towel is

now placed over the right hand and by slight pres-

sure on the perineum, the head is held in place

while the left hand unlocks the forceps and re-

moves the blades, inclining each handle slightly in-

ward to keep the tip of the blade from injuring

the head. When the forceps are removed, the head

is then delivered manually, an assistant making

firm pressure on the uterine fundus through the

abdominal wall. If the perineum delays the descent

of the head and forceps, an episiotomy or perine-

otomy is done at an early stage instead of waiting

until the soft tissues are in danger of laceration.

The shoulders and body are then delivered as

usual and one milliliter of pituitrin given intra-

muscularly. The child is held up by the feet and

the mucus milked from the throat. If it does not

breathe promptly, five minims of coramine are in-

jected deep into the thigh and almost invariably

respiration begins at once.

By the time the cord is cared for, the placenta is

ready to deliver and can easily be expressed by

pressure over the fundus of the uterus. Any lacera-

tion of the cervix is then promptly and thoroughly

repaired and those tissues separated by episiotomy
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are approximated, a subcuticular suture completing

the operation. The index finger is now passed into

the rectum to determine that none of the repair

sutures has passed through the intestinal lining.

INTRAUTERINE ROTATION IN OCCIPITOPOSTERIOR

POSITIONS

Obstetric literature for many years past has con-

tained articles dealing with the treatment of pos-

terior positions of the occiput, but most of them

are based on antiquated tocology and have not

taken into consideration the more modern meth-

ods of accouchement. Textbooks were satisfied

to explain how the occiput should by natural

forces rotate to an anterior position, and how, if

it did not do so, it must be delivered as an

occipitosacral position. Scanzoni used forceps to

rotate the head but waited until it was low,

and the procedure never received a very cordial

reception from obstetricians generally, and is de-

nounced in a number of books. The Kjelland

forceps have renewed the discussion.

At the time of complete dilatation of the cervix,

more than half of the presentations are found to

be occipitoposterior. One author gives the percent-

age as 61 per cent. If autoexpulsion is the chosen

method of delivery, over sixty per cent of these

will rotate to an anterior position. The others

will remain posterior and most of these will demand
assistance, which will be rendered in one of four

ways, viz: forceps and traction, version, cesarean

section or rotation.

If forceps rotation and delivery is to be the

procedure, Kjelland forceps should be used. These

have a slight curve, a sliding lock and may be

applied as are other forceps, or by the Kjelland

technic. The blades must be skillfully applied to

the sides of the head and then gradually rotated

until the occiput is anterior; gentle traction is

applied and the head brought down through the

vagina to the outlet, when the blades should be

removed and the head delivered manually. The

matter of traction is in great dispute, authors of

equal standing declaring emphatically that rotation

should always be accomplished before traction and,

conversely, that the head should always be brought

into the pelvis before rotation.

The policy to be followed in occipitoposterior po-

sition must be determined as soon as the cervix is

fully dilated or dilatable. The accoucheur who waits

until the head has begun to descend adds to his

own difficulties and increases the danger both to

mother and child. If disproportion exists and con-

ditions do not forbid, cesarean section must be

done, but if measurements are compatible, some
manipulative procedure should be selected. To the

disciples of Potter podalic version is the first choice.

When this method is not adopted, the procedure I

shall now describe is undoubtedly the operation

of choice.

In 1921 I presented to this society a manipula-

tive treatment of occipitoposterior positions that I

had worked out and designated as “intrauterine

rotation.” This is carried out as follows:

The cervix being fully dilated or dilatable, the

patient is anesthetized and prepared as described

for elective version or elective forceps. After the

vagina has been made roomy, the left hand is intro-

duced and two fingers pass under the head through

the dilated cervix, the position of the head being

determined by the palpation of an ear. This may be

deceiving until one is adept at interpretation. If

the bag of waters interferes with this examination,

it must be ruptured and the fluid allowed to drain

off as slowly as possible. The whole hand then

passes into the uterus, determines if the cord is

around the neck, ascertains the position of the

shoulders and sweeps the wall of the uterus to

locate the placenta. At this point the patient must

be well under the anesthetic and all uterine con-

tractions inhibited.

The position having been found to be right oc-

cipitoposterior, the usual procedure is as follows:

sweep the left hand over the back of the child,

passing the thumb over the left shoulder to the

left clavicle, and pass the tips of the fingers to

the lower angle of the left scapula. Rotate the

whole fetus through the right occipitoanterior po-

sition to a complete anterior, slide the hand to the

right side of the face, introduce the right blade

of the forceps, and guide it into perfect position.

Have the assisting nurse hold the handle in this

position. Withdraw the left hand and introduce the

fingers of the right hand, passing the left blade

into position, and cross the handles so they will

lock. Apply axis traction, with or without the

handles (I seldom use the handles) as in high

forceps for right occipitoanterior position. Bring

the head to the vulva and low enough that the fore-

head can be palpated through a towel on the perin-

eum and the head held against the pubes. The head

is then delivered manually, episiotomy being done

if necessary.

In case of left occipitoposterior, the left hand is

withdrawn before rotation and the right hand in-

serted along the back, passing the thumb to the

right clavicle and grasping the right scapula with
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the tips of the fingers, rotating the shoulders

through the left occipitoanterior position to a com-

plete anterior, and the forceps then applied, left

blade first. Should the placenta have been found

to be in such a position that rotation, as described,

might cause a separation, or cause the cord to be-

come tighter around the child, then rotation should

be made in the opposite direction through the long

arc and the anterior position on the other side.

I have done this maneuver repeatedly, and it is

most successful. Dr. R. X. Hamblen of Spokane,
in a recent article, describes “suprapelvic rotation’’

as practiced by the late Dr. Ralph H. Pomeroy
of Brooklyn; and DeLee, in the latest edition of

his textbook, claims that he has practiced manual
rotation for several years. However, in these meth-
ods the rotation of the head is the point stressed,

while it is the rotation of the shoulders that pro-

duces the desired results. DeLee rotates the head
and holds it in position wnth a volsellum tenacu-

lum, while Pomeroy attempted to assist rotation

of the shoulders by external pressure which is

usually futile. Furthermore, they depend on uterine

contractions for delivery.

By the method I have described, the fetus is

brought into normal position by intrauterine rota-

tion under anesthesia, and then delivered by for-

ceps. The success of delivery by elective forceps

method would dictate that, while the mother is

under anesthesia, delivery should be continued and
completed, thus correcting the malposition and also

eliminating the second stage of labor.

BREECH DELIVERY

Breech presentations occur in about three per

cent of deliveries and the mortality is now three

times that of normal positions. It, therefore, be-

hooves us to find a method of delivery that shall

reduce this source of fetal losses.

-After becoming familiar with the technic of the

Potter version, it was easy to see that in cases

where the fetal and maternal measurements were

not disproportionate, breech cases could be deliv-

ered similarly. The secret of success, as with all

manipulative obstetrics, is the early diagnosis. The
breech presentation should have been determined

before the breech has begun to descend. In case of

disproportion, cesarean section must be performed

if the baby is alive.

The preparation is the same as previously de-

scribed. When the cervix is completely dilated or

dilatable, surgical anesthesia is induced and the

hand introduced into the uterus as for version.

Both feet are brought down and, when the knees

pass the \'ulva, the child is in the same position

as at the completion of version in Potter's method,

and the remainder of the technic is the same.

CONCLUSIONS

The disgraceful rate of obstetric mortality and

morbidity shown by statistics demands a radical

change in the attitude of the profession. Obstetrics

must be recognized as a major branch of surgery,

and only competent surgeons should be allowed

to conduct deliveries.

Hospitals must maintain modern obstetric de-

partments with complete equipment and thoroughly

trained nurses.

.All the aids of modern methods of anesthesia

and surgical manipulations must be brought to both

mother and child, and although pregnancy is a

natural condition, we should not be satisfied in

conducting delivery to allow “nature to take its

course.” Surgical judgment demands active rather

than passive methods.

[Manipulative delivery under anesthesia has

robbed childbirth of its terror and lessened greatly

the dangers to both mother and child.

Mothers return to normal more quickly, and

children are born in better condition, if the second

stage is shortened and rendered painless.

[Manipulative obstetrics is being practiced more

and more by our leading obstetricians and the pro-

fession in general should perfect its technic and

adopt their methods.

REL.ATIOX OF G.ALLSTOXES TO
PREGX-AXCA'

REPORT OF A C.ASE *

Raymond L. Zech, M.D., F..A.C.S.

SEATTLE, WASH.

Mrs. -A. E. J., age 27, was first seen January 27, 1929, at

which time she was having severe pain in the right h>-po-

chondrium. She stated that she had been married six

years and was now approximately four and one-half

months pregnant, with her first pregnancy. She had had

several lesser attacks of pain during the past month. One
year ago she had a ver>’ bad spell of “indigestion,” with

much pain in the upper abdomen. Two years ago had a

similar but less sex’ere attack. On several occasions the

pain was sufficiently severe to require hypodermic medica-

tion for relief. In spite of the fact that her appetite was
good between attacks, she had lost 15 lbs. in weight during

the past six months. Shortly after she became pregnant

she began to have considerable nausea and vomiting, and

the attacks of pain became more frequent. Except as

* Read before a meeting of King County Medical
Society, Seattle, Wash., Feb. 17, 1930.
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Stated her health had always been good. One brother had

died at twenty-seven of intestinal tuberculosis, one at nine

years of age with “bowel trouble.” Three sisters had died

in infancy.

On physical examination the pulse was 96, temperature

99.2°, B. P. 120/80. Pupils regular, equal and reacted to

light and accommodation. Teeth in good condition. Ton-

sils out clean. Thyroid approximately normal in size. Heart

sounds clear and of good quality. Lungs normal, respira-

tory ratio and murmur. Abdomen. Patient had severe ab-

dominal pain at time of examination. Marked right rectus

resistance in upper abdomen, with much tenderness in the

righ hypochondrium, even with slight pressure. Tender-

ness increased on deep inspiration. Abdomen revealed no

other area of tenderness. Bimanual examination showed

the uterus to be enlarged to about four months pregnancy.

Reflexes were present and of normal response, with the

exception of the knee jerks which were slightly exaggerated.

A diagnosis of cholelithiasis complicating pregnancy was
made and operation advised. Morphine gr. one-fourth was
given hypodermically to relieve the severe pain.

Patient entered the hospital January 28, 1929. Blood

examination showed a moderate secondary anemia, with

hemoglobin 79 per cent, erythrocytes 3,850,000. Leukocytes

11,000, with polymorphonuclear cells 80 per cent, mono-
nuclear cells 20 per cent. Urine essentially negative.

Operated on January 29 under ethylene-ether anesthesia.

High right rectus incision. The gallbladder was definitely

thickened and filled with multiple stones. Riedel’s lobe

was present, but in other respects the liver was normal.

The cystic duct and artery were identified and ligated,

and the gallbladder dissected upward. Because of the many
small stones present, which were pea-shaped, the common
duct was incised and explored. No stones were found in

the common duct. A No. 12 catheter was fixed in the

duct with the tip extending towards the liver. A Penrose

drain was placed in the subhepatic fossa and brought out

through a stab wound to the right of the incision. The
abdomen was closed in three layers.

Pantopon gr. one-third hypodermically was given suffi-

ciently frequently to prevent any tendency which the uter-

us might have to contract. The patient’s general condi-

tion continued good, except that the pulse was accelerated.

This soon improved under proper treatment.

The catheter was completely withdrawn on the four-

teenth day, at which time there was practically no drain-

age of bile. The patient remained in the hospital six days

following this and was discharged February 18 as well.

Pathologist’s report. Gross examination. Gallbladder 7

cm. in length. It is of an opaque white color, with very

rough and congested outer surface. On opening, the walls

are found thickened to a diameter of 7 mm. The mucosa
is apparently denuded and the lumen packed with numer-
ous small stones (more than 80 in number).

Microscopic examination. The mucosa is largely denuded
of epithelium, except for occasional flattened plaques. A
well marked inflammatory infiltration extends throughout

all coats. The muscularis is highly edematous, infiltrated

by both leukocytes and lymphocytes and shows large area

of hemorrhage.

Pathologist’s diagnosis. Acute cholecystitis, grade 4, with

cholelithiasis.

The patient was later delivered at term by Dr. Charles

D. Shannon of a normal female child weighing eight

pounds.

In this particular case the symptoms of chole-

lithiasis had occurred previous to pregnancy, but

were evidently aggravated by it. The case is re-

ported, therefore, rather to stress the importance

of appropriate early treatment to prevent untoward

complications which might endanger the life of

the mother as well as that of the fetus.

History. The first intimation of a relationship

between pregnancy and gallbladder disease was

made by Huchard in 1882 and Cyr in 1883. Dieu-

lafoy in 1898 laid great srtess on this relationship

and his views were supported by information gath-

ered from the large obstetric clinics of Farnier and

Penard. Not only pregnancy but the entire sexual

life of married women seems to be closely inter-

related to the development of gallbladder disease.

In spite of this apparent relationship, there is little

notice taken of its existence by even the best known

obstetricians. DeLee recognizes the association of

pregnancy and gallstones and dismisses the sub-

ject with only a few words of admonition against

abdominal manipulation in the region of the gall-

bladder, which might result in its rupture. Little

mention is made in the literature about this inter-

relationship. Reuben Peterson in 1910 published

probably the most comprehensive information on

the subject at that time. He cites a number of

cases, personal and collected, and is able to draw

certain conclusions.

Etiology. All statements in the literature agree

in the opinion that cholelithiasis is an affection

chiefly of women who have been pregnant. Women

who have given birth to children suffer from chole-

lithiasis with several times the frequency of nulli-

parae. Multiparae are more frequently victims than

uniparae. According to the statistics of Grube and

Graf, out of a series of 657 married patients with

gallstones, 613 had given birth to one or more

children. Of William Mayo’s 3075 female patients,

90 per cent were mothers, and in all of these the

symptoms made their appearance during pregnancy

or immediately after. According to Rosvig’s series

of approximately 344, more than 80 per cent were

mothers and other statistics generally collected bear

out a similar relationship between pregnancy and

gallbladder disease.

Various factors common to pregnancy and gall-

bladder disease have been advanced as the direct

or contributing etiologic factors, such as ( 1 ) changes

in the cholesterol and calcium content in the blood

and bile, (2) stasis, (3) infection, (4) gallbladder

activity.

The cholestrin content in the bile of pregnant

women is greater than in the nonparous or in men,

with a resulting hypercholesterinemia in the preg-

nant state. A high percentage of diseased gallblad-
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ders are associated with gallstones and, when chole-

cystitis occurs during pregnancy, calculi are usually

present. Aschoff and Bacmeister, however, have

shown that gallbladder disease in certain person^

may occur without signs of inflammation and that

.infection undoubtedly played no part in these par-

ticular cases. In view of this fact, stones may con-

sist of (1) pure cholesterol, the result of disturbed

metabolism without infection as a factor, (2) the

multiple facetted stones, consisting of pigment, cal-

cium and cholesterol, the product of inflammation

and the result of bile stasis and w’hich generally

have some foreign body embedded in them.

Normally the cholesterin composition of the

blood is .14 to .16 per cent, whereas in the preg-

nant woman it varies from .18 to .20 per cent. It

increases gradually with pregnancy and a hyper-

cholesterinemia continues on into the puerperium,

when it gradually again approaches normal, becom-

ing so in about two months.

Stasis of bile through the precipitation of chole-

sterin leads to the formation of the cholesterin

stone. Stasis is especially apt to occur in the latter

months of pregnancy, when the muscles of the ab

domen do not contract normally and the gallblad-

der is not completely emptied. Peterson attaches

significance to the fact that most attacks of gall-

stone colic occur at approximately the fifth month

of pregnancy, when the uterus is approaching the

level of the umbilicus and pushing the intestines

upward with resulting pressure on the bile ducts,

thereby causing a stasis of bile.

There is considerable experimental evidence to

show that a stasis of bile is a favorable factor for

the occurrence of infection. Hypercholesterinemia

during pregnancy, with the addition of infection,

even though mild, favors the formation of gall-

stones. Kramer has been able to precipitate semi-

solid masses closely resembling gallstones by ligat-

ing the cystic duct in dogs. It is a well known

fact that as pregnancy progresses the mother has

the burden of eliminating fetal waste products. Het"

own elimination is already below normal in the

last months of pregnancy. With the added waste

products of the fetus, the liver is unable to take

care of the bacterial waste products, and infection

of the bile tract is more likely to occur. Constipa-

tion is frequent during pregnancy. When to this

one adds venous stasis, it is readily seen how in-

fection by way of the portal vein is likely to resiJt.

Certain organisms, according to Rosenow, show a

selective affinity for certain tissues. These are dis-

seminated from various foci, such as the teeth, ton-

sils and colon, by way of the blood stream. Strep-

tococci and colon bacilli, isolated from acutely in-

flamed gallbladders and injected intravenousl)^ into

laboratory animals, resulted in the gallbladders be-

coming diseased. Other organisms, such as the

pneumococcus and typhoid bacillus, have also been

recovered from the wall of the gallbladder when

injected intravenously.

Westphal has done considerable experimental

work which largely discredits the older theories of

external pressures and their importance as the

cause of gallbladder disease. After much animal

experimental and clinical investigations, he attri

butes great importance to the function of the bili-

ary passages. He believes their action to be chiefly

dependent upon Oddi’s sphincter which is innervat-

ed from the vagus nerve. He found that slight

stimulation of the vagus nerve causes excessive

peristalsis of the gallbladder and of the biliary

passages, and thus induces drainage of the bile,

while pronounced stimulation causes a spasm suf-

ficiently marked to prevent it.

Intereference with the vagus by stimulation of

the sympathetic decreases the tone of the biliary

passages, rendering them flabby and causing the

sphincter of Oddi to close. Westphal called the

condition a motor neurosis of the biliary passages

in pregnancy. He felt that the congestion was

neither mechanical nor inflammatory but a motility

neurosis of the biliary passages caused by the in-

creased tone of the vagus. He found a pronounced

degree of increased tone of the vagus in pregnant

patients. Various other workers, such as Lutkens

and Bergmann, also came to the conclusion that

the congestion was due to extrahepatic dyskinesia

as well as mechanical causes. Drainage of the gall-

bladder then occurs through the sphincter of Oddi,

which acts much the same as the iris.

The exaggerated excitability of the vegetative

nervous system is evidently also responsible for

the cases of jaundice and attacks of gallstone colic

which sometimes appear in connection with men-

struation. Frigyesi reports the case of a nursing

mother who had an attack simulating a gallstone

attack each time the infant was allowed to nurse.

He states that these attacks were so regular and

so severe that nursing had to be discontinued. After

this the patient was free from attacks for the next

three years. The attacks were repeated during the

next pregnancy and a cholecystectomy was per-

formed. The gallbladder contained numerous stones.

He reports this case as substantiating the work of

Westphal in regard to vagus irritation as a cause
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of colic attacks. Westphal, moreover, feels that the

hypercholesterinemia of pregnancy is responsible

for the disturbances of the hormones of the vege-

tative nervous system. The sensitizing effect of

cholesterin upon the vagus has been proved in ex-

periments by Storm, Van Leeuven and Van de

Broke.

Gallstones usually consist of cholesterin and bili-

rubin, together with small quantities of calcium

carbonate, calcium sulphate and calcium phosphate

and a small amount of albuminous substance. Pure

cholesterin stones are precipitated, whose histologic

and chemical composition correspond to normal

nonifected bile. These stones usually cause no

trouble unless inflammatory symptoms are super-

imposed.

Just why hypercholesterinemia should occur in

pregnancy is not readily answered at the present

time. Hofbauer connects the condition with insuf-

ficient action of the hepatic cells. The histologic

picture he describes would lead one to conclude

that the parenchyma of the liver is so altered dur-

ing pregnancy as to amount to an insufficiency.

Rohman and Kusomoto believe that excessive dis-

integration of red corpuscles also alters the amount

of cholesterin in the blood. Aschoff and Bacmeister

believe that decreased elimination is responsible to

a large extent for its excess in the blood. Hermann
and Neutnann concur in this opinion.

To clear up the question Bacmeister and Har-

vers performed a series of experiments for the pur-

pose of determining the connection between the in-

crease of cholesterin in the blood and its increased

excretion in the bile. They were convinced by these

experiments, which were made on dogs and con-

tinued for a period of several months, that hyper-

cholesterinemia in gravidae is primarily the result

of retention of lipoids, and also of increased excre-

tion, but not due to the endogenous formation of

cholesterin in the organism. Pribram investigated

the cholesterin content of the bile in the liver and

gallbladder, also that of the blood during various

stages of pregnancy. He found that during preg-

nancy the cholesterin content of the bile was re-

duced and that of the blood increased, while, on

the other hand, during the puerperium the chole-

sterin content of the bile was increased and that of

the blood decreased. Pribram, therefore, concluded

that increased concentration of bile in the gallblad-

der and its excretion therefrom are responsible for

the predisposition to forming cholesterin calculi in

the pregnant woman.

PATHOLOGY

Biliary calculi may occur as single stones or they

may be multiple and almost too numerous to count.

Their size varies from that of small seeds to the

size of a small hen’s egg. In shape they may be

pea-shaped, facetted, oval or occur in numerous
other shapes. Gallstones nearly always develop in

the gallbladder. However, the formation of stones

in the liver and bile ducts does occur. When the

stones are once formed they very readily become
located in the cystic duct, common duct, hepatic

duct or at the ampulla of Vater. The site at which

a stone lodges, together with its size, are determin-

ing factors in the pathologic changes which result,

such as cholangitis, suppurative hepatitis and em-

pyema of the gallbladder. The entire wall of the

gallbladder may be diseased or any of its mem-
branous layers may alone be involved. The pro-

cess may be acute or chronic, and may vary from

a mild inflammation to a gangrenous condition.

It is a fact that gallstones do occur without pro-

ducing symptoms sufficiently severe to make one

suspect their presence. Such a careful observer

as William Mayo states that these quiescent stones

often become active during pregnancy and that in

a number of cases he has been obliged to operate

for relief of rapidly recurring colics, for obstruction

with infection, and for the removal of stones which

have been forced down into the common duct dur-

ing the pregnant state.

The symptoms which occur are due either to

mere presence of the stones in the gallbladder, re-

sulting in so-called indigestion, or they result in

severe pains while the stone is moving, commonly

called gallstone colic. Again, due to the fact that

the stone lodges in some particular spot, obstruc-

tion results with its usual train of symptoms.

Pain in the upper right quadrant is the most

common and constant symptom in cholelithiasis.

As stated above, the pain may be the result of a

stone moving along the bile tract, or be caused by

inflammation of the gall tract itself, or be due to

pericholecystic adhesions, which are capable of pro-

ducing severe disturbances of stomach function.

The pain most frequently radiates to the shoul-

der and back, to the epigastrium or the umbilicus.

The onset is sudden and it becomes very severe,

but is usually relieved by morphine in sufficient

amount. Vomiting becomes marked and is frequent-

ly bilious. Jaundice according to some observers

occurs in about 60 per cent of the cases and is sig-

nificant of common duct obstruction. When chills
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and fever occur, one should always suspect common
duct obstruction. The stools become clay colored,

bile is present in the urine, there is an intense itch-

ing of the skin, mental symptoms develop, and the

coagulation time of the blood is reduced.

The most constant physical sign of gallbladder

irritability is the marked tenderness in the upper

right quadrant when pressure is made by the ex-

aminer as the patient takes a deep breath. Right

rectus rigidity also is usually present.

DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS

In the presence of characteristic s^^mptoms and

signs the diagnosis of gallbladder disease is rela-

tively simple. With the aid of roentgen-ray pictures,

well taken and well interpreted, one is likely to

reach a correct diagnosis.

When gallstone colic occurs during pregnancy it

is necessary to differentiate it from miscarriage, ec-

topic pregnancy and acute appendicitis, while in

the puerperium it must be differentiated from renal

colic, lead colic, pyelitis and puerperal sepsis.

TREATMENT

When one sees a case of pregnancy w'hich is

complicated by cholelithiasis, he immediately be-

comes impressed with the gravity of the situation.

Upon the treatment which he carries out depends

the life of both mother and child.

The treatment of cholelithiasis seriously compli-

cating pregnancy should be surgical. Patients do

much better under this type of treatment than with

expectant or medical treatment. Early operation is

the best guarantee against more serious complica-

tions, such as increasing jaundice, empyema of

gallbladder or rupture of that organ with resulting

peritonitis. Jaundice, whether acute or chronic, is

a menace to the fetus, and one should never wait

for this symptom to appear before operating. At no

time is gallstone disease in itself an indication to

interrupt pregnancy. William IMayo states that he

finds it necessary to operate for this condition dur-

ing pregnancy, and that recovery is always speedy.

In no case did the operation produce spontaneous

termination of pregnancy. The experience of most

writers on this subject is similar.

Peterson states that the type of operation to be

performed must be determined by the condition of

the patient. When possible, operation should be

postponed until the child is viable. The operative

procedure which can be performed in the shortest

possible time consistent with existing conditions,

should be the operation of choice.

Cholecystectomy, except when the condition of

the patient is so bad that the difficulties attending

this type of treatment render its performance dan-

gerous, g'ves the best results. In some cases the

gallbladder must be retained for the purpose of

drainage, and in such cases cholecystostomy is the

operation of choice.

The mortality of cholecystectomy in trained

hands is about as low as that of cholecystostomy.

When one considers the secondary operations often

required following cholecystostomy because a dis-

eased gallbladder has not been removed, and those

operations made necessary because a stone in the

ducts has escaped detection, the mortality of chole-

cystostomy becames equal to or greater than that

of cholesystectomy. It is of great importance to

see that the ducts are free from stones. ^lere pal-

pation as a rule is not sufficient, and especially

when multiple stones are present. In the latter case

it is necessary to incise the common duct and ex-

plore the radicals down to and including the am-

pulla of Vater.

In the event that bile sand is found in the duct,

prolonged drainage is of great importance. At times,

even after careful operation, stones may reform

and occur in the gallbladder or in the ducts. This

is especially true where cholecystostomy is done.

It must be remembered, however, that occasional

stones are formed in the liver itself, and these later

move downward. When cholecystectomy is per-

formed for cholelithiasis complicating pregnancy,

it is advisable to use drainage to give added secur-

ity, when any doubt at all exists regarding leakage

or peritonitis. The Penrose drain, since its presence

adds little or no discomfort to the patient, is most

valuable when leakage or peritonitis is feared.

CONCLUSIONS

1. Gallstones occur decidedly more frequently in

the female sex.

2. A definite relationship exists between gall-

stones and pregnancy.

3. When pregnancy is seriously complicated by

gallstones, early operation, consistent wuth the con-

dition of the patient, is advisable.

4. Operation for gallstones can usually be done

without danger any time during pregnancy.

5. Cholecystectomy is the operation of choice and

gives most assurance against serious complications.

6. When to the mortality of cholecystostomy is

added that due to secondary operations, it is as

great or even greater than that of cholecystectomy.

629 Medical-Dental Bldg.
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Infant feeding progresses scientifically and clin-

I ically. The problem of feeding infants artificially,

although it has not and may never be solved, is

constantly becoming easier, simpler, more econom-

ical and more practical. The purpose of this paper

is to present three recent scientific or clinical ad-

vances that should be of interest and importance

to all physicians engaged in the care of infants.

These practical aids are unsweetened evaporated

,
milk for a single formula food, phenobarbital for

ji relief of colic and vomiting, and the proper dosage

I of vitamin D for prevention and cure of rickets.

Most pediatricians prescribe a formula of diluted

sweetened boiled whole milk for the majority of

the artificially fed infants under their care. This

type of formula is most satisfactory, proper and

economical. On the other hand, many physicians in

general practice who have not learned to apply

the few simple rules for this type of feeding and

who are thoroughly dismayed by the wide variety

of advertised baby milk foods, resort either to one

acid whole milk formula or to one advertised baby

food for every infant under their care. Invariably

the advertised food is unnecessary, poorly bal-

anced in proper food essentials or expensive.

It is important to call to your attention that all

infant foods of all kinds, whether or not they are

boiled, diluted with plain or cereal water, acidified

or made alkaline, have in common the one ultimate

aim of reducing the milk curd both in size and con-

sistency. At the present prevailing cost of fresh

cow’s milk, a diluted sweetened boiled formula can

be prepared in the home daily for a period from

the infant’s birth to nine months of age for a total

minimum cost to the family of approximately

thirty-five dollars. For comparison, one of the most

widely advertised and used baby foods, if fed daily

over the same period of time and in amounts ac-

cording to the firm’s own recommendations, would

require a total of one hundred and fifty-one cans

at a cost to the family of approximately one hun-

dred dollars. In spite of the expenditure of this ex-

cessive amount of money, the infant fed on the

advertised food is not better nourished or devel-

oped than the one fed on the simple whole milk

dilution, and yet the parents have spent an unnec-

' essary sum of money that might well be applied

elsewhere. The diluted boiled whole milk formula

* Read before the Annual Meeting of Idaho State
Medical Society, Coeur d’Alene, Ida., June 28, 1930.

reduces the milk curd in the infant’s stomach both

in size and consistency, and the expensive adver-

tised baby foods may do the same but no more.

Parents are constantly consulting us for a change

in formula for their infant fed on these expensive

advertised foods. They do not necessarily complain

that the infant is not doing well but they are

desirous of an economical and yet proper formula

that can be prepared in the home. Such a formula

is found in whole milk dilution, if the physician

applies the following simple rules.

1. An infant needs about two ounces of milk

per pound of expected body weight per day.

2. One to two ounces of sugar should be added

to the total day’s formula.

3. An infant at each feeding may be given two

to three ounces more of formula than his age in

months. The difference between the total amount

of formula and the cow’s milk consists of plain

water.

4. The formula should be actively boiled for

about three minutes.

For the physician who will not prescribe whole

milk dilutions, who will not individualize the

babies under his care for the type of food best

for them under different circumstances, but who

will use only one formula for all babies of all ages

at all times, unsweetened evaporated milk at least

meets his needs and provides an excellent and

economical food for the infant.

Unsweetened evaporated milk is a liquid con-

centrated milk. In its preparation fresh whole milk

from healthy cows is reduced to about one-half

its volume by evaporation by high degree of heat.

.After the evaporation the milk is forced through a

'small aperture by 2000 to 3000 pounds of pressure,

this process rendering multiple subdivisions of the

fat globules, and preventing the fat or cream

from rising to the surface. The final product is

sealed in cans and sterilized. Sugars or preserva-

tives are not added. The milk remains sterile until

the can is opened, when the same bacterial con-

tamination from unhygienic measures, such as un-

boiled utensils and lack of refrigeration, may occur

as with fresh milk. Unsweetened evaporated milk is

a standardized product that is legally controlled

and sold under Federal inspection and regulation

It is most inexpensive.

The subdivision of the fat globules practically

assures complete digestion and assimilation of this

essential element. The protein curd, by reason of

the high degree of heat to which the milk has been

subjected in the evaporation, is coagulated in the

i



474 INFANT FEEDING BARNETT Vol. XXIX. No. 10

infant’s stomach in fine gelatinous easily digest-

ed curds.

Consequently, mth the use of this product, there

is available for infant feeding an economical, ste-

rile, concentrated and easily digestible canned milk

of uniform composition. Daily refrigeration does

not become necessary until a fresh can of milk is

opened. Where refrigeration is often impossible,

as in traveling, the smaller sized cans can be used

for each individual feeding and the unused milk

discarded.

Although unsweetened evaporated milk may be

used in the preparation of an infant feeding for-

mula under most circumstances, it is particularly

valuable not only in traveling but also where fam-

ilies reside in the woods, in lumber camps, or at

the lakes in summer where fresh milk cannot al-

ways be obtained. The simplicity of preparation of

the formula with this milk makes its use indicated

in that type of foreign mother who understands

poorly and becomes easily confused. Since it is un-

necessary to actively boil a formula of unsweet-

ened evaporated milk, as we recommend in whole

milk dilutions of fresh milk, this milk is of further

value in the home where the only available heat for

cooking is from the hot cook stove. In the weak, or

premature, or anorexic infant who takes but little

milk, a concentrated milk food of this t}q)e provides

a high caloric intake.

Unsweetened evaporated milk may be fed undi-

luted, but since it is a doubly concentrated cow’s

milk, the usual and natural method is to dilute it

with the same amount of water. A standard total

day’s formula for an infant consists of equal parts

of unsweetened evaporated milk and water with an

ounce of sugar added. If a half teaspoon or at the

most a scant level teaspoon of lactic acid is added

to the total day’s mixture, the formula is taken

more readily. An infant of any age may be given

as much of this formula as he will take on a four

hour schedule.

THE USE OF PHENOBARBITAL

\’omiting in infants fed on unsweetened evap-

orated milk is less often observed than in infants

fed on most other types of artificial liquid milk

foods. The reason is that this concentrated milk

has a thickening effect and the smaller protein

curds leave the stomach more rapidly.

However, there are always infants who have per-

sistent projectile vomiting and those who have

colic. It is in these cases that we have found the use

of phenobarbital is indicated. This drug apparently

has not only a local antispasmodic action on the

pylorus and small intestine but also a sedative

effect on the “vomiting center” in the brain.

The clinical results, with the use of this remedy

in the projectile vomiting of pylorospasm and py-

loric stenosis and in the pain of colic, have been

so striking that this remedy is now used rou-

tinely by us in these disturbances. The success of

the thick cereal diet with added phenobarbital in

infants with pyloric stenosis or marked pyloro-

spasm is greater and obtained with less worry than

when increasing doses of atropine are prescribed.

Phenobarbital may be given in gr. amounts

before or in each milk feeding. As the vomiting or

colic improves, the phenobarbital may be adminis-

tered with every other feeding, then twice a day

and then stopped, resuming the original dosage

if the trouble recurs.

THE \TTAMINES

Scur\y and rickets remain the deficiency diseases

that concern us most in infant feeding. Scurvy,

however, is now rare in infancy since the popular

routine daily addition of orange juice or the less

expensive tomato juice to the diet. The occasional

development of scurvy is usually seen in that in-

fant who refuses to take fruit juice when on a

formula of evaporated or boiled milk. This refusal

can be met by the addition of the fruit juice

directly to the cooled milk formula. The mother

can be advised that the addition of orange or

tomato juice to the milk itself is of no harm to

the food.

Rickets is still too common, even with the daily

addition of raw egg yolk to the finished formula

or the administration of cod liver oil or its present

popular substitute of viosterol. We believe that the

frequency of rickets in infants growing at a normal

rate, receiving proper food, and living under sat-

isfactory hygienic circumstances, usually results

from the administration of a cod liver oil of inferior

standard or of viosterol in insufficient amounts.

Cod liver oil should be added to the diet daily,

beginning at about six weeks of age and continuing

until the infant is about eighteen months old. An

infant in this region of the country apparently

needs from one to two teaspoonfuls daily. We are

occasionally chagrined to find rickets in infants

under our care, only to learn almost without ex-

ception that the mother has substituted for the

cod liver oil originally prescribed a vddely adver-

tised, popular, and yet poorer brand of oil. With a

return to the original cod liver oil clinical cure of

the rickets results.
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Since cod liver oil contains both vitamines A and

D and viosterol is vitamin D alone, it seems indi-

cated to prescribe viosterol only in those infants

who cannot or will not take or retain sufficient cod

liver oil even when it is given in fruit juice or in

the formula, or for those mothers to whom cod liver

oil is so distasteful that they fail to cooperate in

giving it to their infants.

Viosterol has several advantages over cod liver

oil. It is quite odorless and tasteless, and is given

in smaller amounts. Furthermore, it is reliable and

rapid in its action against rickets. Because it is

not disagreeable it can be administered plain, in

fruit juice water, or in the milk without the infant’s

knowledge. The disadvantages of viosterol are its

expense, especially if it is prescribed in the neces-

sary full dosage, and its failure to protect against

respiratory infection, since it is devoid of vitamin

A. Since its potency is such that one drop is equiva-

lent to one hundred drops of a standard high grade

cod liver oil, the tendency has been to prescribe

it in two or three drop dosage. From previous

observations on apparently normal infants under

our care receiving viosterol we now find ourselves

prescribing a minimum of twelve drops of vios-

terol daily to prevent rickets and we often find it

necessary to prescribe eighteen or even twenty.

Hess has recently stated that for absolute protec-

tion against rickets full doses of twenty to thirty

drops daily of the present viosterol solution are

necessary.

Rickets is a disease of only the first year or

at the most the first year and a half of life.

Viosterol is an agent that is specific for infantile

rickets, for the extremely rare osteomalacia or

adults rickets, and for tetany. We are constantly

seeing children, past the age of rickets, for whom
the expensive viosterol has been prescribed for re-

lief of conditions for which it can be of no value.

We are continually hearing of adults receiving

large doses of viosterol for relief of abnormal condi-

tions. It is well to repeat that viosterol is a pre-

ventive and cure of two conditions limited to in-

fancy, rickets and tetany. It is not indicated

and is probably of no value in the treatment of

such conditions as dental caries, respiratory infec-

tions, anemia, healing of fractures and induction

of growth.

With these practical and recent advances not only

pediatricians but all physicians have available a

proper and economical single formula food, a valu-

able remedy for relief of colic and vomiting, and a

specific agent for prevention and cure of rickets.

AN EXPERIENCE WITH EVAPORATED
MILK IN INFANT FEEDING*

Harry C. Olmsted, M.D.
SEATTLE, WASH.

In recent years the use of unsweetened evap-

orated milk as an infant food has increased rapidly.

Coincident with its clinical trial, laboratory investi-

gations by biochemists and nutrition workers have

focussed attention on this product. It can now be

said that evaporated milk has some distinct advan-

tages which have earned for it a prominent place in

the realm of infant feeding.

Cow’s milk is almost exclusively used in civilized

countries for the artificial feeding of infants. How-
ever, raw cow’s milk was designed primarily for

calves, and when it is given in an unchanged state

to young babies, the majority of them display di-

gestive disturbances such as colicky distress and
the vomiting or passage in the stools of undigested

curds of milk. In addition, raw cow’s milk may
contain pathogenic bacteria.

It has been fairly well established that the car-

bohydrate and the fat play minor roles in the in-

tolerance exhibited by infants toward cow’s milk.

Experiments and clinical experience have taught us

that it is the protein which causes the chief dif-

ficulty. The principal protein of cow’s milk is

casein, while the larger part of human milk protein

is lactalbumen. In the baby’s stomach cow’s milk

casein tends to form large masses or curds of cal-

cium caseinate which are mechanically difficult for

the stomach to digest or propel through the pylorus.

These large, hard masses are quite in contrast to

the small flocculent curds formed in the stomachs

of babies receiving breast milk. The curds of raw

cow’s milk are liable either to be vomited or to

be passed in a partially digested state in the stools.

They undoubtedly contribute considerably to col-

icky pain.

Nearly all of the methods which have been

designed to make raw cow’s milk adaptable to in-

fants have on subsequent examination been found

to have accomplished one thing: they have changed

the hard casein curd to a smaller and softer form,

in which it can be more easily digested. These

methods have included boiling the milk, diluting it

with water or cereal water, adding alkalis, such

as sodium citrate or lime water, etc. By such

standard modifications cow’s milk is satisfactorily

digested by the majority of healthy young infants.

* Read before the Forty-first Annual Meeting of

Washington State Medical Association, Mount Baker
Park, Wash., Sept. 2-3, 1930.
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certain percentage, however, still display diges-

tive disturbances and in these it is assumed that

the alteration of the curd has not been sufficiently

complete. Also, the modified formulas may be too

diluted to furnish the required number of calories

per ounce.

Marriott^ and others have in recent years popu-

larized the feeding of whole or diluted cow’s milk,

previously acidified by bacterial souring or by the

addition of lactic acid or acid fruit juices such as

orange or lemon juice. Marriott had previously

demonstrated that the buffer action, or capacity of

cow’s milk to neutralize the hydrochloric acid of

the infant’s stomach, lowered the hydrogen ion con-

centration below the point for optimum gastric

digestion. The previous addition of acid, in his

opinion, corrected the subnormal acidity and so

favored proper digestion.

iNIore recently Brennemann- has pointed out

that adding acid to cow’s milk produces another

important change, favoring ease of digestion; it

produces a very small, soft casein curd. Both Mar-

riott and Brennemann have since become enthusi-

astic advocates of evaporated milk, one of the chief

attributes of which is the production of the small-

est, softest and most easily digested casein curd

known in cow’s milk feeding. ^Marriott still con-

tends that acidification of evaporated milk further

increases the digestibility of that product. On the

other hand, Brennemann fed a group of acutely ill

infants an evaporated milk formula, in which for

alternate two week periods he added lactic acid or

withheld it. As far as he could determine the in-

fants digested the feedings equally well with or

without acidification.

What is unsweetened evaporated milk? It is

mi.xed herd milk concentrated by evaporation ap-

proximately to 40 per cent of its original volume.

It is then homogenized, i.e., forced under enor-

mous pressure through minute openings in a special

v'alve or through a porous plate. This breaks up the

original large golbules of fat into a finely emulsi-

fied state so that subsequently cream does not

separate. Finally, the product is sealed in cans and

sterilized at a temperature of 240° F. Its composi-

tion is controlled within narrow limits by federal

food regulations.

The quantitative relationships which exist be-

tween whole cow’s milk and unsweetened evap-

orated milk are shown in Table I.

Simply stated, evaporated milk contains approx-

imately twice as much of the individual food ele-

ments as does cow’s milk. Adding to the former

T.vble I
Min. Cal-

Fat Carb. Prot. Salts ories

Cow’s milk 3.75 4.5 3.5 0.75 20.

Evaporated milk 7.85 10.0 7.0 1.6 43.
Evaporated milk and water 4.00 5.0 3.5 0.8 21.5

(equal parts)

an equal amount of water practically restores it to

its state before evaporation, as far as food values

and percentages are concerned.

Evaporated milk differs from raw cow’s milk

in another important manner. The casein is so

changed by the manufacturing process that it forms

in the infant’s stomach an extremely small and

flocculent curd. This alone is probably the chief

factor in its high digestibility. The emulsification

of the fat undoubtedly results in easier digestion of

that element. The absolute sterility of evaporated

milk has never been questioned. This is an impor-

tant consideration in communities where the fresh

milk supply is unsafe. The only vitamin destroyed

by evaporation is the antiscorbutic vitamin C. Pe-

diatricians no longer depend on either breast or

cow’s milk to supply this vitamin but add it to the

infant’s diet in the form of orange juice. Evapor-

ated milk is as cheap or cheaper than fresh cow’s

milk and is easily procurable.

One wonders why unsweetened evaporated milk

was not used earlier for infant feeding. Marriott

believes that an “uncritical prejudice” against

canned products in general has been the chief fac-

tor delaying its widespread adoption. Another fac-

tor I believe to be the prejudice held by physicians

against sweetened condensed milk. Like evaporated

milk this product is concentrated milk, but it dif-

fers from the former by the addition of 40 per cent

cane sugar. Sweetened condensed milk, best known

in trade as “Eagle Brand,” has long enjoyed a

well earned reputation as an easily digested infant

food. The chief objection to it has always been

that, in order properly to dilute it for infant feed-

ing, the protein, fat, mineral salts, and vitamins

have been too greatly diminished. When fed for

long periods, without the addition of other foods

and vitamins, such serious nutritional disturbances

as rickets, scurvy and anemia frequently have de-

veloped. Lmsweetened evaporated milk, when prop-

erly modified and fortified by the addition of the

abov’e mentioned food factors to the infants’ diet,

does not lead to the development of deficiency

diseases.

I began to use unsweetened evaporated milk in

infant feeding ov'er a year ago. Since then I have

used it increasingly, not only in priv'ate practice



October, 1930 EVAPORATED MILK OLMSTED 477

but also in hospital wards for infants and in

infant welfare clinics. No attempt has been made

to use it exclusively. During this period more ba-

bies have been raised on the customary milk-water-

sugar mixtures than on evaporated milk. The lat-

ter has been used principally where infants have

shown an intolerance to fresh milk formulas, or

have been in need of concentrated feedings. It has

also been employed for infants residing where fresh

milk was not obtainable.

When babies receiving fresh cow’s milk have ex-

hibited colicky distress and vomiting of large curds

or passage of curds in the stools, marked improve-

ment has often followed the simple procedure of

substituting an evaporated milk formula. In many
instances the administration of antispasmodic drugs

has not been found necessary. Severe cases of colic

have responded well to a combination of evaporated

milk feedings and proper doses of atropine or pheno-

barbital. In infants receiving inadequate quantities

of breast milk, evaporated milk has proved a very

satisfactory complemental feeding.

The calculation of an evaporated milk formula is

a simple problem for any physician accustomed to

computing fresh milk dilutions. Suppose that an

infant of six to eight weeks of age and weighing

eight pounds requires this formula:

Fresh cow’s milk 16 oz.

Carbohydrate 1 oz.

Water to make total 30 oz.

The practical equivalent of the above formula when

evaporated milk is substituted is:

Evaporated milk 8 oz.

Carbohydrate 1 oz.

Water to make total :...30 oz.

If the infant’s digestive capacity is small, less

water is added, so that the individual bottle feed-

ings are correspondingly smaller.

Where vomiting is due to pylorospasm or to true

pyloric stenosis, a formula unaided could scarcely

be expected to alleviate the condition. In conjunc-

tion with appropriate medical or surgical treatment

evaporated milk formulas have proved very helpful

on account of the high digestibility and freedom

from large curd formation.

For premature babies deprived of mother’s milk

evaporated milk is often a life saving measure,

especially now that the professional wet nurse has

practically passed out of existence. These small in-

fants have a very limited stomach capacity and low

digestive powers, yet they are above all in urgent

need of a food of high caloric content. This can be

furnished by evaporated milk and water in equal

parts, i.e., reconstructed whole milk. This mixture

may further be enriched by adding carbohydrate

(corn syrup, dextrin-maltose, or cane sugar) in

amounts equal to 3 to 10 per cent or more.

During January and February, 1930, a group of

sick infants in the wards of the Children’s Ortho-

pedic Hospital, suffering from such acute infections

as otitis, pyelitis and pneumonia, were fed evaporat-

ed milk formulas. These were at least as well if not

better taken than any previous milk mixtures which

I have employed in such cases.

In the several conditions which I have just enu-

merated, I have found evaporated milk to possess •

all of the advantages which I had formerly seen

while using lactic acid milk for infant feeding.

Like the latter it can be fed as the full equivalent

of whole cow’s milk, an important consideration

in planning high caloric feedings. In addition, evap-

orated milk has the advantage of being cheaper than

lactic acid milk, more easily available and more

palatable for some infants, especially older ones.

It is easier to prepare in the home than any form

of sour milk.

I wish it distinctly understood that evaporated

milk is not indicated in those cases where severe

malnutrition and severe diarrhea go hand in hand.

In such babies suffering from athrepsia a sour milk

in the form of skimmed lactic acid milk or protein

milk is indicated.

Infantile eczema offers another field for the trial

of evaporated milk. The majority of these infants

are sensitive to one or the other of the milk pro-

teins of cow’s milk and marked improvement in the

cutaneous lesions is often shown when an evapor-

ated milk is substituted for fresh milk in the for-

mula. The theory which has been advanced to ex-

plain this is that the process of evaporation de-

naturizes the milk proteins in such a manner as to

render them less capable of exciting an allergic

response in the infant’s skin. Of the last seven bot-

tle fed babies with eczema whom I have treated,

six showed showed satisfactory improvement when

evaporated milk was used in conjunction with local

measures. In the remaining infant it became nec-

essary temporarily to withhold milk from the diet

and to substitute a soy bean flour formula (“So-

bee”).

For infants while traveling, or living in regions

such as Alaska where fresh cow’s milk is not avail-

able, evaporated milk is a wholly adequate sub-

stitute. Here I believe it to be superior to dried
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milk, as the latter is not always sterile and is

somewhat more difficult to restore to liquid form.

In conclusion I desire again to emphasize the

principal advantages of unsweetened evaporated

milk in infant feeding.

1. It is entirely adequate from a nutritional

standpoint when fed in conjunction with other

foods and vitamins.

2. It can be given in a concentrated state equiv-

alent to whole cow’s milk.

3. It is easily digested.

4. It is palatable, from the infant’s standpoint.

5. It is cheap and easily procurable.
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TRAINING THE CHILD TO EAT*

Charles E. Hunt, A.B., M.D.

EUGENE, ore.

Volumes have been written on the subject of

infant feeding during the last decade, and there is

no field in which there has been more rapid pro-

gress. Mortality and morbidity rates among chil-

dren have been wonderfully improved. One-third

as many children die of gastrointestinal diseases

today as did twenty-five years ago.

With all this remarkable progress in welfare

work and teaching of infant feeding, very little

has been written on the technic of feeding. We
are told what the child should eat and how much

and just what the gain should be, but as to a ra-

tional technic of accomplishing this we are left

very much in the dark. In fact, the standards we

have set up have caused parents and workers to

become overdiligent in their attempts to have the

child measure up to these standards, and there has

arisen a loss of judgment, an overanxiety and an

exaggeration of the importance of weight gain and

growth. As a result of this the child has been

urged, forced and cajoled into eating until more

and more, even to an appalling degree, he is being

presented with the symptoms of loss of appetite

and we are asked by worried parents what is to be

done about it. It is strange, indeed, that so primi-

tive and basic a function as eating should have

gone wrong in this age of scientific knowledge.

* Read before the Annual Meeting of North Pacific
Pediatric Society, Seattle, Wash., July 12, 1930.

Very little has been written on the subject of

hunger and appetite, and that only very recently.

W ith all that has been said, very little real scien-

tific research has been done along this line and
only a few real facts are known. The leading pedi-

atrists today are telling us that from 25 to 50 per

cent of the children brought to them or seen in the

clinics and dispensaries come for loss of appetite,

and that in a large proportion of them no organic

disease to account for the condition is found. One
out of three or four children is found to be under-

weight according to present standards, and this in

an age and in a country where we have an excess

of food. Strange to say, the greatest complaint of

anorexia comes from the children of the rich and
not from the poor, from the children who have the

best of care and medical attention, and from those

who have the least number of physical defects.

It should not be necessary to train a child to

eat. Animals do not have to be thus trained, the

young of all animals eating naturally with good

appetite. Children in orphan homes are not trained

to eat, nor do they suffer from loss of appetite.

Watch them and see how eagerly they consume
all they can get.

Have we too much food, are we too anxious to

feed, are we interfering with nature’s mechanism
in our overenthusiasm? Before our present stan-

dards were set up, and so much was said relative

to gain in weight, we did not have this enormous

problem of loss of appetite. The children of yester-

day ate much better and with better appetite than

today. Before the war in Europe and America

the symptom of loss of appetite was becoming

prominent. Ochsenius says that during the course

of five years in war time not one child was brought

to him for loss of appetite.

The desire to feed her child is a deep maternal

instinct and every mother wants him to become

large and strong and thinks of her offspring in

these terms. This causes her to become overzealous,

and especially so when she is constantly told that

her child must come up to a certain standard.

Children differ in their caloric needs as much as

30 to 40 per cent according to competent authori-

ties. Heredity has a great deal to do with the size

and growth of the individual child and can not be

materially changed. The slender child, if organ-

ically well and coming from slender parentage, will

be slender, and no amount of overfeeding with con-

sequent loss of appetite will alter the situation. A
child may be overfat and have rickets and other
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serious nutritional diseases. There are children

who are heavy and others who are light eaters.

Children at times are good, and at other times

under certain conditions are poor eaters. There

are other standards besides gain in weight, namely,

absence or presence of rickets, posture, anemia,

firmness of muscles, energy, brightness, happiness,

etc.

This problem of getting the child to eat does

not so much concern him as it does the parent and

attendant. It is not alone a problem of physiology

but a consideration of the psychology of the situa-

tion. It seems to me that the mother’s attitude

towards feeding has made this problem possible

and brought about the situation of difficult feed-

ing and loss of appetite. The parent must be prop-

erly educated and trained, and in many cases the

physician as well.

There is no gainsa3dng the fact that disease

conditions are the underlying cause of some diffi-

cult feeding cases and these must always be ruled

out. However, when this is said and done, the

great majority of cases will show, upon taking a

proper history, many errors in technic, handling,

environment, etc. It is with the scientific facts of

hunger and appetite and with the technic of accom-

plishing feeding of children that I wish to deal,

also the causes of loss of appetite and the treat-

ment of this condition.

Hunger, according to Webster, is a sensation

due to want of food. Appetite is an inherent or

habitual desire for gratification. In other words,

hunger is sensation, appetite a desire. Carlson has

shown that “hunger appears sjmchronously with

vigorous contractions of the empty or nearly empty

stomach. The pangs of hunger vary in intensity

with the amplitude of these contractions. These

hunger contractions are inhibited by putting almost

anything into the stomach, by the sight of food,

various emotions, fever, etc. They are placed in the

category of an internal self-regulating mechanism,

the same as contractions of the heart muscle.”

Apppetite, being a pleasant desire for food, has

to do with memory, habit, enjoyment, pleasant

emotions, sight, taste, smell, eating, etc. Hunger

contractions are present in the baby soon after

birth. Appetite probably enters the scene very soon

afterwards, being composed of an infinite number

of pleasant memories. According to Aldrich, “hun-

ger sets the ball rolling, and then appetite plays

its part.” Thus we see that a well organized

mechanism has been provided to assure that the

child shall eat. This mechanism is as definite and

well organized as that of breathing, the beat of

the heart, etc. Nature would not leave us without

a proper mechanism when it comes to so important

a function. Until recently very little was under-

stood regarding this mechanism and it is to Carl-

son that we owe most of our knowledge.

There are still many unknown factors. Does a

condition of the blood bring on the phenomenon of

hunger; are there hormones which affect it? What
about the concentration of blood sugar and other

elements in the blood? The future will solve many
of these questions which are of vital importance. We
have enough knowledge at present, however, to fur-

nish a working basis for consideration of the sub-

ject of appetite and feeding.

Anything which tends to retard the emptying of

the stomach delays the sensation of hunger. Poor

mastication, eating between meals and eating of

foods which remain too long in the stomach are

important factors. High fever, as shown by Carl-

son, inhibits hunger contractions. Perhaps inter-

ference with the nerves connecting the stomach

with the brain during certain diseases might alter

this hunger mechanism. Unknown chemical factors

may play some part. Mental factors may obstruct

the functioning of this hunger-appetite reflex.

The more we study this delicately ordered mech-

anism of hunger, appetite and good digestion, the

more we marvel at its wonderful make-up, and the

more we respect it. The more we know about it,

the more we respect its workings and the less we

tamper with it, the better results we shall obtain.

Just as we would be foolish to try to regulate the

breathing reflex, and say just how much oxygen the

body should have at a certain time, so it is foolish

to prescribe calories in definite amount and insist

that just so much food should be put down the

throats of children at just such a time and in

a certain manner. Today this mechanism of hunger-

appetite is not working successfully because we

have been tampering with it in a way that shows

we have not understood it.

In addition to physiologic, chemical and other

factors mentioned above, there are very definite

psychologic factors which influence appetite. Every-

thing which disturbs equanimity of mind influences

the keeness of the child’s appetite. Nervous ano-

rexia may become a vicious circle. Poor appetite

leads to irritations at table, forcing, nagging, family

scenes, unpleasant memories and rebellion. What

otherwise could have been corrected by proper

means becomes a fixed psychologic state and the

normal hunger-appetite reflex is inhibited.
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Even negativism may develop. If the child is told

he must eat, he naturally displays an independence

and loses his natural desire for food. He begins to

revolt. If this goes far enough, he may revolt at the

sight of food and even vomit. A child may use

eating as a big stick to obtain his desires with his

parents. He may refuse to eat unless he gets his

way. He may refuse to eat to obtain attention,

as most children are human and like to be in the

limelight. He enjoys being talked about and revels

in the fact that he is the center of the stage.

It is extremely important that the parent know

considerable about child psychology, for otherwise

many serious errors creep in and a simple problem

may become very complex and sometimes unsolva-

ble. It must be realized, however, that proper early

training in eating must be carried on with firm-

ness, while the child is going through an educa-

tional period from infancy to young childhood. This

technic will now be discussed briefly.

Prevention of any disease is more important than

treatment of the estabhshed condition. This is par-

ticularly true of the appetite problem. The most

important means of preventing poor appetite is

education of parents and others as to the true

nature of anorexia and its causes. The physician

should take this matter up i\*ith the parents upon

the first visit to the baby and should thoroughly

instruct them on this subject. Loss of appetite

should be reported as quickly as vomiting, diarrhea

or any other important symptom.

No child should be forced to eat except under

the rarest of circumstances. Forcing food has never

accomplished anything but disaster to the child

and is harmful to the peace of mind of the house-

hold. Great psychic harm results from conflicts over

meals and far offsets any px»ssible physical gain

which might be made. The fact is, that force does

not increase food intake or gain in weight, but

does the opposite.

It is a question whether supplemental food

given the first few days of life before lactation is

established is of real value. This practice by keep-

ing the stomach full interferes with hunger, and

makes the baby less eager for the breast. It is

often a cause of failure to learn to nurse, as the

baby readily learns to prefer the bottle. Thus an

appetite problem is presented at birth. As a rou-

tine it is better to offer nothing but water until

after secretion of the mother’s milk has begun.

The presentation of the bottle, however, during

the first month of life, after the breasts are filled,

is important. The baby should accustom himself

to the artificial nipple and taste of artificial food,

along with an appetite for the breast, or later on

this will be very difficult. We have all seen babies

who utterly refused a bottle in later months be-

cause they had not been accustomed to it in early

infancy. A bottle of artificial food should, there-

fore, be given often enough to build up a memory
complex and is a procedure aimed at development

of good appetite later on. Water by bottle should

be given daily. Orange juice and cod liver oil

should be given by spoon in the early weeks in

order to educate the baby’s taste for these and edu-

cate to the use of a spoon.

The weaning time is another period fraught

with many dangers from the standpoint of appe-

tite development. It should be gradual. If the above

pre\dous education has been carried on, there

should be no great difficulty. Otherwise there may
arise a very serious situation and the baby may
emerge with an unpleasant attitude towards food.

Many children date their loss of appetite from

the weaning period. Early education with the bot-

tle will obviate this. If there is refusal to take the

bottle at the weaning time, there should be a

short starvation period of eight to twelve hours,

followed by a very weak food mixture in small

amount, and when appetite asserts itself the

strength and amount of food should gradually be

increased. There should be no forcing at this time,

and the food offered should lag behind the de-

sire for it.

Likewise, the baby should be accustomed to solid

foods gradually, seeing that no unpleasant situa-

tions arise. WTien the first solid food is offered, see

that this is done when the baby is hungry. Offer

a small amount, and instruct the mother that if

it is spit out or regurgitated, this is no sign that it

is disliked or that it disagrees, but merely that the

child has not yet learned to swallow solids or be-

come accustomed to a new taste. Use patience,

offering only a small amount and give time for one

food to be learned before another is offered. By
using the proper technic at this time, success will

be had, providing one starts early, uses firmness

and perseveres. By the gradual addition of new

foods from month to month an infant a year old

should be well educated in eating many foods and

have developed a good appetite for them.

If we are to develop good appetite in the nurs-

ling, we must be careful and avoid overfeeding

and feeding at too short intervals. It is better to

have the baby take his food eagerly and want more

than to be offered too much. Unless he completely
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drains the bottle, no additional amount is offered.

With the first loss of appetite there should be a

reduction in the amount of food offered. By no

means should force be used. This may be the

starting point of a serious anorexia and difficult

feeding history. This temporary loss of appetite

may be due to an oncoming cold or infection and

is nature’s method of handling the situation.

Psychologic factors increase with the age of the

child, and appetite becomes the controlling factor.

]\Iost of the problems encountered in the older

children are psychologic and only a few physiologic.

In the child over a year of age we must be careful

not to insist upon definite amounts of food. If the

child has been properly trained up to this time,

appetite will be a reliable guide. If he is healthy

and has been properly trained, he will eat the

I right amount of food if properly selected and put

before him, providing he is let alone and no psy-

chologic errors committed.

The surroundings should be pleasant, the meal-

time happy and natural. Eating should be consid-

ered a natural thing and a pleasure and a privilege.

All attendants should have a detached attitude and

by no means be solicitous. Story telling, rewards,

punishments, etc. have no part in this picture.

No undue criticism or strong emotions should be

allowed. As an important factor, a good example

should be set by parents and others. Everybody

connected with the child should temporarily forget

the subject of food intake and gain in weight.

The first and most important duty is to develop

a normal, healthy appetite, upon which everything

else depends. In a word, the formula is to provide

regular meals of good quality, properly and attrac-

tively served, pay no great attention to table man-

ners, give a definite time in which to eat, and food

served without a word being said about it. The

general attitude should be that we do not care if

he eats it or not.

In the older children there are certain physiologic

factors which do affect appetite. A diet rich in fat

by remaining too long in the stomach tends to in-

hibit hunger contractions. All foods rich in fats

pass out of the stomach slowly. Therefore, elimi-

nate all fried foods, nuts, greasy foods, etc. Milk

is slowly passed out of the stomach because of its

fat content and its tough curds, especially unboiled

milk. It is not the most important food for older

children, and in some cases is the major cause of

loss of appetite for other food. Many times it

must be reduced in amount and occasionally elimi-

nated.

Long intervals should be had between meals.

In this way hunger contractions have time to ap-

pear. By one year of age three meals a day are

best, with no lunching between. The habit of tak-

ing bits of food between meals is very pernicious

and is a most common cause of loss of appetite.

Chaney has shown that the taking of milk in the

midmorning in school by underweight children, as

compared with the taking of a glass of orange

juice, gave poorer results with the milk. This was

probably because the milk interfered with the ap-

petite for the noon meal.

Starches and sweets have been thought to re-

duce appetite. If so, it is possibly because they

flood the blood with available carbohydrates and

thus in some chemical manner affect appetite. Pro-

tein and meat extractives are supposed to stimu-

late appetite. Other foods with savory or appetiz-

ing odors have a similar effect. Fresh air and ex-

ercise have a beneficial effect. Exercise burns up

calories. A period of rest should intervene between

strenuous exercise and a meal. Cod liver oil, vita-

mins, and ultraviolet rays increase appetite. Cod

liver oil, however, in some cases causes anorexia

and is not beneficial to appetite. Tonics, Carlson

has pointed out, have no effect on hunger. In chil-

dren their use is very disappointing. Sometimes

prescribing a drug does psychic harm.

Overfeeding is detrimental to appetite. The ap-

petite preferably should never be completely satis-

fied. Meals should be finished hungrily. Aldrich

mentions a silver fox breeder who instructs his

men immediately to reduce the ration of any ani-

mal which does not devour his food hungrily and

forage around for more after his meal. He has

found that by so doing the ultimate amount of

food eaten is increased.

No discussion of training in eating would be

complete without a consideration of anorexia, its

causes and treatment. Numerous factors in the

technic of feeding will be brought out in connec-

tion with this discussion. Literature is more abun-

dant on the subject of loss of appetite, as this

symptom is being presented increasingly within

the last number of years. I shall quote fairly lib-

erally from some of the recent literature on this

subject.

Anorexia, occurring just beyond the age of in-

fancy and at the preschool age, is so frequently

complained of by parents that serious considera-

i
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tion of the problem is merited. Lowenburg of

Philadelphia states that these cases constitute one-

half or more of all ambulatory cases brought for

examination. Bartlett found this to be the chief

symptom in 24 per cent of out-patient children

coming to the clinic. Ramsey says “these cases of

anorexia form a very large part of the pediatri-

cian’s practice.” Abt says “no subject in pediatrics

is more important than anorexia.” Porter thinks

the problem has not very much to do with the

child but is a matter of education of the mother.

Schultz thinks that Bartlett’s figure of 24 per cent

is very low and that a much greater percentage

represents the number of cases of anorexia appear-

ing for treatment.

Anorexia can be divided into two main groups,

organic anorexia in which a definite possible cause

can be determined, and functional anorexia in

which no apparent organic cause exists. The latter

condition is much the more frequent. Admittedly

anorexia is a symptom and not a disease, and our

first duty is to search for the underlying cause.

This task is so difficult at times that one is almost

discouraged. However, after obtaining a careful

history of the case and making a thorough exami-

nation the cause often becomes apparent.

The fact that anorexia seldom occurs in infants

during the nursing age raises the suspicion that

psychic and abnormal environmental factors play

an important part in many cases. One or both

parents may be nervous, hysterical, egotistical or

present some abnormal or undesirable mental char-

acteristics. Very commonly there are no other

children in the family and the child has had too

much attention and solicitation with too much em-

phasis placed on minor feeding disturbances. In

infancy a foundation is laid and a bad atmosphere

created. “The child is brought up from infancy

in an atmosphere of promises, threats, pats, smacks,

scoldings, bribings, etc.” Too constant supervision

and attempts to suppress the child’s personality

may even lead to the development of negativism.

The mother becomes distracted and doubles her

efforts with still worse results. IMany of these

children are well developed and in good health.

(To be concluded)

INFANTILE TETANY
REPORT OF TWO CASES DEVELOPING ACTIVE SYMP-

TOMS AVHILE RECEIVING VIOSTEROL *

Norman Ward Clein, M.D.
SEATTLE, WASH.

A voluminous literature has developed within the

past few years relative to the laboratory and clini-

cal manifestations of activated ergosterol (vioster-

ol). Viosterol has been generally and universally

accepted as a specific in conditions involving hypo-

calcemia, especially rickets and tetany.

There is still some dispute as to the dosage. No
mention has been made in the literature of cases

in which active tetany has developed while the pa-

tients have been receiving prophylactic doses of

activated ergosterol prior to the onset of symp-

toms. A. Hess^ and coworkers report a case in

which a premature infant developed rickets while

receiving large daily doses of activated ergosterol.

Another observer^ reports craniotabes developing

in an infant while receiving supposedly adequate

doses of viosterol, although this subsequently dis-

appeared while the patient continued to take the

same daily dose.

Variations in individuals, climate and prepara-

tions of viosterol undoubtedly influence the actions

of supposedly adequate prophylactic doses of this

drug. Two cases are presented, both having had

viosterol daily from two to seven months respec-

tively prior to the onset of active tetany. Both

cases were relieved and cured very quickly by in-

creasing the dose to that which was required by the

individual infant. This observation surely merits

further study regarding the action of viosterol.

Case 1. L. M., boy aged 20 months. He was the second

child, a forceps delivery, otherw'ise being normal, birth

weight 8}4 pounds. He was breast fed two months and

received Eagle brand milk subsequently until the sixth

month. He was receiving undiluted raw milk up to the

time of his first examination at seven and one-half months.

He had received cod liver oil from three months of age

in increasing amount until two teaspoonsfull daily were

being taken.

.4t seven and one-half months he was brought in for

examination because he had no teeth and could not sit

alone. He had had frequent colds, poor appetite and was

constipated. The mother also stated that he could not

swallow well and had his tongue out all of the time. She

wondered if his brain was normal.

Physical examination revealed a fat, flabby, pale but

mentally alert infant, weighing 19 pounds. His sight and

hearing were normal. A rachitic rosary, Harrison’s groove,

bosses, large fontanelle, 60 per cent hemoglobin and roent-

gen-ray examinations showed definite signs of rickets.

Fluoroscopic examination showed a moderately enlarged

* Read before the Annual Meeting of North Pacific

Pediatric Society, Seattle, Wash., June 12, 1930.
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thymus. The tonsils were large and cryptic. Treatment

consisted of viosterol, 10 drops daily, cow’s milk with two

egg yolks daily, cereals, vegetables and beef juice. Sun

baths were suggested.

When nine months old he had two teeth, sat up, was

bright, had a good appetite, slept well and crawled around

in the play pen. The active signs of rickets had disap-

peared. From the age of nine to fourteen and one-half

months he progressed well except for abscessed ears on

two occasions. He had thrush at eleven months of age.

At one year he was given toxoid and was vaccinated. He
had been receiving ten drops of viosterol daily, given

directly into his mouth for the past seven months.

On January 25, 1930, when fourteen and one-half months

of age he began to hold his breath and have blue spells

when excited or angry. A few days later he began to

stiffen out for a few seconds and his eyes rolled back-

ward, following the blue spells. Examination at this time

was normal except for chronic infected tonsils and swollen

gums over the first molars. Fluoroscopic examination

showed an enlarged thymus as previously seen. This was

treated by a strong dose of roentgen rays. He seemed quite

well for the next two weeks when he developed tonsillitis.

At this time he fell from a chair and held his breath, be-

came blue and had a tonic convulsion. He was very tired

for the rest of the day.

Examination showed follicular tonsillitis, temperature

103° by rectum. Chvostek’s sign was very positive. The
thymus appeared normal. Blood chemistry was calcium

7.6, phosphorus 4.3. He was given twenty-five drops of

viosterol daily and 6 grains of calcium chloride three times

a day. Four weeks later he felt much better, although

the Chvostek’s sign was still positive.

When last seen, July 1, 1930, when 20 months old, he

weighed 29 pounds, was 3Sj4 inches tall. He was active,

happy and had eight teeth. His fontanelle was closed and
there was no Chvostek’s sign. Roentgen-ray examination

showed his long bones having heavy dark epiphyses. The
thymus was normal. Blood calcium ll.S, phosphorus 7.7.

He is now receiving viosterol, twelve drops daily, and cal-

cium chloride grains six twice daily, and a very full diet.

Case 2. B. A., girl, age 3j4 years. She was a normal

birth, first pregnancy, weighing seven and one-half pounds.

She was breast fed five and one-half months and then re-

ceived a milk, water and dextrimaltose formula. Her diet

the first year was an average one. She received cod liver

oil beginning at six months in quantities, averaging one

teaspoonfull daily during her second winter. Her develop-

ment and habits were normal. She had several slight colds

and a convulsion occurred, associated with high fever

when one year of age.

At two years of age, when first examined, she was nor-

mal for height and weight, well developed and a healthy

happy girl. She was of the high tension, neurotic type.

For the next fourteen months her development was un-

eventful with the exception of two attacks of croup. She
had gained nine pounds.

At thirty-eight months of age a convulsion occurred

about 6:30 in the morning, of a sudden onset, no aura of

any kind, generalized and lasted for ten minutes. The
child slept for one-half hour, awakened, ate her breakfast

and played out of doors with her playmates, feeling per-

fectly well. At the suggestion of a kindly neighbor she

was given a thorough worm treatment. Two weeks later

she had a second convulsion, coming on suddenly at 7 a.m.,

as the child was arising. This was also generalized and

lasted ten to fifteen minutes. There were no involuntaries.

At this time the examination was essentially normal.

Her mother stated that the child had recently become very

irritable, fretful, cried easily and went into tantrums
readily. She played hard all day, went to bed at 7 p.m.,

but never fell asleep until 9:30 or 10 p.m. The mother
stated that she had seen live pin worms in the stools, al-

though subsequent examinations by the laboratory failed

to reveal worms or ova. She was given treatment for the

worms and at the same time calcium chloride 6 grains

twice a day and viosterol IS drops daily. After two weeks
this was reduced to calcium chloride once daily and vios-

terol 10 drops daily.

At forty months (two months later) the child seemed
well except for being very nervous for the past month.
She had a third severe generalized convulsion, lasting one-
half hour, and occurring before her breakfast. Physical
examination was apparently normal; temperature was nor-
mal; the blood calcium was 8.7, phosphorus 5.2. Inasmuch
as she had been receiving calcium chloride and viosterol

daily for the past six weeks the dosage was increased to
thirty drops of viosterol once a day and six grains of cal-

cium chloride four times daily. This was continued for one
month and for the subsequent two months to the present
she has been receiving twenty-five drops of viosterol daily
and six grains of calcium chloride twice a day, in addition
to quartz light treatments twice weekly. Blood calcium,
taken July 7, was calcium 13.0, phosphorus 6.8. The child

has been greatly improved. Her nervousness has disap-
peared. She sleeps soundly. Her appetite is good and she
is brighter in every way.

The first case represents one in which there was
a definite history of rickets treated according to

accepted methods. Although he received the pro-

phylactic dose of viosterol advised by the Steen-

bock committee, he developed real tetany. The
second case, having no history or physical findings

of rickets, developed a condition of tetany as evi-

denced by the blood picture.

The dosage of viosterol recommended by the

Steenbock committee is eight to ten drops daily

when used as a prophylactic. There has been a

hesitancy in giving larger doses on account of nu-

merous reports of toxic symptoms which had de-

veloped. Holtz^ has demonstrated that giving doses

one hundred thousand times as large as the thera-

peutic dose to animals has caused them to gain

less and slower than normal animals. At postmor-

tem he demonstrated a calcification in the kidneys,

lung and aorta, but not in the heart, liver, spleen

or suprarenal gland. He states that this may be

due to other chemicals present which are known

to produce similar effects, i.e., aldehydes, lactic

acid, pyruvic acid, hydrogen peroxide and benzoyl

peroxide. Borgi^ believes that the toxicity observed

after giving excessive doses of irradiated ergosterol

was not due to vitamin D but to the presence of

toxic substances associated with it.

Moore,® in a carefully controlled group of in-

fants, recommends doses of twenty drops daily to

be adequate in preventing rickets in infants in the

Pacific Northwest. He claims that it is almost im-
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possible to give enough cod liver oil to prevent or

cure rickets in this section of the country. My
own experience, after using viosterol for the past

two years in over three hundred infants, is that the

doses as recommended are too low for those in

this district. I have found that twelve to twenty

drops daily are necessary to prevent the manifesta-

tions of rickets in healthy infants. To date there

has been no apparent clinical difference in the

physical condition, mental development and gen-

eral well being of the infants while taking viosterol

than those that have received cod liver oil.

Several authors claim that viosterol does not

prevent rickets as efficiently as cod liver oil given

in equal doses. DeSantos and Craig’ came to this

conclusion. After feeding infants ten drops of vios-

terol or three teaspoonsfull of Norwegian cod liver

oil daily, they found that in the viosterol cases 23

per cent developed rickets, while in the cod liver

oil group it was only 3 per cent. They state that

either the equivalent of units of viosterol are less

active than those of cod liver oil or factors other

than vitamin D are responsible for the greater per-

centage of rickets. Similar reports are made by

Barnes" who stated that viosterol prevented rickets

in only 44 per cent of his cases, while cod liver oil

was effective in 95 per cent. Therefore, he felt

that we were not justified in considering rat units

of vitamin D in cod liver oil as a curative or pro-

phylactic remedy for rickets. From the reports

mentioned previously it can readily be seen that

there is a great difference of opinion among observ-

ers as to what is an adequate prophylactic dose of

irradiated ergosterol.

Normally the calcium and phosphorus values, as

determined by the Clark modification of the Kra-

mer-Tisdall and the Tisdall methods, respectively

are;

Calcium 10 to lO.S mg. per 100 c.c. of serum

Phosphorus 5.5 to 6 mg. per 100 c.c. of serum

In tetany the calcium is always below this level,

although the phosphorus may or may not be low.

High phosphorus concentrations have been re-

ported.®

In treatment of tetany with viosterol Bakwin®

reports that the serum calcium became normal in

the average case within seven days on the daily

dosage of 4 mg. of viosterol. This is contrasted

with an average of fourteen days using ultraviolet

treatment in his series. Other observers have stated

that it takes an average of seven to twenty-one

days to cure rickets with viosterol, which is much

shorter than the time required with cod liver oil.

SUMMARY

Irradiated ergosterol (viosterol) has proven to

be a specific in the cure of rickets and tetany. On
account of the relatively short time which this pro-

duct has been available since the discovery in 1924

by Steenbock, there naturally arises a great differ-

ence of opinion as to the necessary dosages. The

future will undoubtedly reveal many weaknesses

and fallacies in our present interpretation of the

action of this drug. The cases presented bear out

these predictions.

One could easily feel safe while treating an in-

fant according to the standard methods, and yet

have such a condition as reported develop, while the

infant is under constant medical supervision. This

again brings out the fact that every infant must be

treated individually. We cannot and should not

prescribe the same dose’® of viosterol for every in-

fant any more than a scientifically trained physi-

cian should try to feed all babies on the same food.

Not much attention has been given to the section

of the country having a bearing on the dose of

viosterol required. This needs further study.

CONCLUSIONS

1. Two cases receiving “adequate” prophylactic

doses of viosterol for two and seven months re-

spectively developed symptoms of tetany.

2. Both cases responded readily by increasing

the dosage over that which they had been receiving.

3. The prescribing of viosterol or cod liver oil

should be that required by the individual after

regular periodic physical examination.

4. Further studies in this subject are indicated.
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EDITORIAL

THE CONTRACT PROBLEM
No subject has elicited so much discussion and

controversy of late among the profession of Wash-

ington and Oregon as has that of contract prac-

tice. The contention seems to center chiefly about

the distribution among physicians in general of the

work under the Departments of Labor and Indus-

tries. There is little criticism of the fees paid

by these departments, the compensations being

considered fair, all conditions considered. The

rub is that these fees are not equally obtainable

among the profession nor do those performing the

services always receive the full compensation

which is provided for this work. The contract

abuse appears chiefly under two forms. Certain

groups of physicians, ordinarily designated as clin-

ics, have succeeded in corralling the practice among

leading industries and manufacturing concerns to

the exclusion of the individual practitioner, often

bridging large sections of the state with branches

in numerous towns and cities. The most objec-

tionable phase, however, is found in the hospital

associations, commonly controlled and operated by

laymen, and often emanating from alien states,

which have succeeded in capturing many industrial

contracts, doling out the actual treatment of pa-

tients to certain physicians who receive for their

services only a percentage of the fees paid out by

the state, the balance going to the promoters of the

associations. The problem is further complicated

by the statement that reliable figures often show

better results from private contracts and hence less

expense to industry.

These much-debated problems received a great

deal of consideration in state association meetings

which were held last month. It was interesting,

in observing the discussions in the Houses of

Delegates of the two states, to note the identity

of the problems presented by each. The age-old

question naturally arises, what are you going to

do about it? It seems as if some progress may
be in sight in the action taken by the Washington

association. In that state the dissatisfaction of

the situation has extended outside of the medical

profession to the grange and labor unions. It is

reported that their representatives have in hand
a measure to be presented before the next session

of the legislature, abolishing all medical contracts

as now executed and giving the individual work-
man the right to select his medical attendant.

After a prolonged discussion before the Washing-
ton House of Delegates, a resolution was passed

favoring abolition of existing contract practice and
placing this work directly under the Department
of Labor and Industries, giving to the employe his

choice of physician. It was specified in the reso-

lution that all medical contracts, lodge insurance

and health contracts be placed likewise under this

department for greater safety of the insured. Since

the gauntlet has thus been thrown down against

the existing forms of contract practice, the field

should be open for a thorough discussion on the

part of all physicians and others interested in this

subject. Then by the time the next legislature is

in session, something concrete might be devised for

presentation with the hope that the present dissat-

isfaction with existing conditions may be relieved

and others substituted which may be more accept-

able to employers, employes, and medical at-

tendants.

REPORTING VENEREAL DISEASES

Doctors of Washington are neglecting one very

important condition, that venereal diseases are by

law reportable, as are smallpox, diphtheria and

other infectious diseases. The report is made by

a number and not by name. The physician with-

holding the name is legally held responsible for

the patient continuing under treatment until well.

If the patient discontinues treatment prematurely,

the law makes the very exacting provisions as fol-

lows, which are similar to the statutes of other

states;

Washington Session Laws of 1919, Chapter 114,

Sections 1 to 8, in paragraph (f) of the State

Board of Health regulations, provides as follows:

“Whenever any person suffering from syphilis or

gonorrhea or chancroid infection, who has been un-

der the care of any physician, goes to another

physician for treatment, he or she shall inform the

second physician of the name and address of the

physician under whose care he or she has been,

and if known, the name, initials or number under

which his or her case has been reported to the
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health officer. The physician to whom such in-

fected person applies for treatment shall imme-

diately report the case to the health officer having

jurisdiction, in the same manner as though he or

she had not been treated by another physician, and

in addition he shall indicate the name" and ad-

dress of the previous attending physician, and if

known, the name and serial number under which

the case was reported.”

Forgetting the legal aspvects, it is very much to

the doctor’s advantage to make reports when the

diagnosis is made. It impresses the patient with

the seriousness of the condition and necessity of

continuing treatment. The patient gets one-half

of the report blank and the doctor fills in and

sends the other to the local health officer. The

patient’s portion tells what he can and can not do,

and informs him that the report is by number, and

no name mentioned. If he discontinues treatment,

his name is then to be reported to the health of-

ficers.

The law requiring reporting is a good sound

public health policy. It is best for the patient, in

that it forces him to continue treatment, and is of

economic advantage to the doctor, in that it gives

him a hold on the venereals, a class notoriously

negligent. Report blanks are supplied by the lo-

cal health officer.

A MEDICAL ASSEMBLY IN THE
MOUNTAINS

Mountain scenery always has a fascination for

dwellers in the lowlands. Rugged peaks, a ma-

jestic mountain with a perpetual mantle of snow

ribbed with glaciers, beautiful small lakes, flowers

found only at a high altitude, bracing atmosphere,

all these are characteristics of ]Mount Baker Lodge,

where Washington State Medical Association held

its annual meeting last month. This unique ho-

tel, with its spacious lobby, adorned simply with

logs and unpainted timbers, presented an ideal set-

ting for friendly intercourse and social contacts

which were thoroughly utilized by a hundred and

fifty members with their wives and guests. Per-

petual sunshine and mild temperature attracted all

to the out-of-doors, which was not conducive to

continuous attendance at the scientific sessions.

The attractive surroundings of this mountainous re-

sort will provide lasting recollections for all visi-

tors.

The arrangement for holding the scientific ses-

sions in one end of the lobby, isolated only by a

few suspended blankets, was not a success for un-

disturbed reading and discussion of papers. Nev-

ertheless the program was an unusually good one,

containing papers on vital topics which will prove

of interest to all readers when later published, i

In addition to the valuable papers formally pre-

sented, the illustrated address at the dinner by Dr.

C. B. Leake of University of California Medical
|

School on the history of anesthesia was especially
j

attractive. The speaker has a style and en-

thusiasm which is communicated to his hearers.
I

The success and satisfaction of this annual dinner !

was enhanced by the skillful guidance of Walter
'

Woodward, the incomparable toastmaster, whose

inimitable yarns kept his audience in a gale of

laughter. A pleasing feature of this occasion was

the presentation of a token of affectionate regard

by his many friends to Curtis Thomson, who has

served as secretary of the State Association for

twenty-five years, an impressive introductory ad-

dress being delivered by John O’Shea.

The House of Delegates engaged in a pro-

longed consideration of affairs pertaining to the

association’s welfare, one morning being mostly

devoted to the consideration of the contract prob-

lem. It is suggested that emulation of the plan

of the Oregon State Society for holding sessions of

its House of Delegates would be conducive to a

better accomplishment of results and avoid con-

flict with the scientific sessions. Their procedure

is to hold a meeting of the House in the morning

in conjunction with a 7 o’clock breakfast. This

provides several hours for consideration of busi-

ness of the organization before opening of the

scientific session. It has proven so successful and

satisfactory with its southern neighbor that it

would be quite worthwhile for the Washington

Association to consider its adoption.

THE PORTLAND ANNUAL MEETING
The recent annual meeting of the Oregon State

Medical Society at Portland was replete with in-

terest both from scientific and social standpoints.

One who has been accustomed to attend these

meetings for the last quarter century is greatly

impressed by the disappearance of the forceful and

prominent group who formerly headed the activi-

ties of this organization. Only a few of the old

guard continue to function. The places of these

former distinguished members are being filled by

a group of brilliant new practitioners, whose ac-

quaintance it is a privilege to make and whose
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presence is an honor to any medical organization.

Instead of holding meetings of the society in a ho-

tel or public building, as has been customary in

the past, the sessions were scheduled in the audi-

torium of the Medical-Dental Building, in prox-

imity to the rooms where all the society activities

function during the year. Thus all members were

given the privilege of inspecting their society’s ac-

tivities and familiarizing themselves with the

workings of their organization.

The program of papers was an ideal one for a

state society, in that the papers were presented ex-

clusively by the members. More interest could

not have been shown had leading representatives

of the profession been featured from southern and

eastern cities. It is a great advantage in a state

society that its members are capable of presenting

such a group of papers on vital subjects that are

engaging the attention of leaders of the profes-

sion. It is hoped that most of these papers may

be published in this journal for the enlightenment

and benefit of its readers.

One interesting feature of the meeting was an

address by Dr. W. B. Coffey of San Francisco who

was visiting the city in response to a request on

the part of groups of business men that he estab-

lish a clinic for the administration of the Coffey-

Humber cancer remedy. Since such a project

would demand the services of local physicians, it

had been considered by a group of them who had

agreed to undertake to employ this treatment,

provided it should be exclusively under their juris-

diction and be subject entirely to their observa-

tion and report of results. These conditions were

said to be unacceptable to Dr. Coffey. He is a

man of forceful personality who presents his sub-

ject with great vigor and with an authoritative as-

pect. These characteristics are probably to an

extent responsible for the degree of acceptance

which has accompanied the publicity of the Coffey-

Humber cancer treatment. His address before the

society was devoted to an attempted vindication of

his attitude regarding this method of treatment.

Many condemnatory letters were read with others

to demonstrate the inconsistencies of his critics. It

is no invidious comment to state that his auditors

did not appear convinced or enthusiastic over the

alleged beneficial effects following the application

of this treatment to cancer patients.

One of the pleasing features of this and all of

the state meetings in this section is the spirit of

cordiality and friendliness evident among the

physicians of these adjacent states. No visitor

from one state to another is a stranger. Friendly

greetings and warm expressions of appreciation are

universally observed, regardless of the state in

which the various men reside. This is a pleasing

indication of the increasing solidarity of the medi-

cal profession of this country.

MEDIC^ NOTES
New Journal Officials. The House of Delegates of the

Washington State Medical Association, at its annual meet-

ing last month, elected the following trustees for North-
west Medicine: Drs. C. E. Hagyard and H. C. Olmsted

of Seattle, and C. J. Johannesson of Walla Walla. At the

annual meeting of the Oregon State Society the journal trus-

tees from that state appointed Dr. W. H. Bueermann of

Portland as associate editor to replace Dr. William House,

deceased. At the annual meeting of the Idaho association,

held in Coeur d’Alene, Dr. H. W. Stone of Boise was

elected secretary of the association, who thus becomes as-

sistant editor from that state in place of Dr. J. N. Davis.

The trustees of the Idaho association appointed Dr.

Alexander Barclay, of Coeur d’Alene, associate editor.

OREGON
Opening of Medical School. The University of Oregon

Medical School opened its fall term October 2. The enter-

ing class is limited to sixty members, although three hun-

dred applications were received. The total number of

students will number about three hundred. The construction

of the new clinic building is progressing rapidly. This was

made possible by a gift of $400,000 from the Rockefeller

Foundation. The medical school has a staff of one hundred

and forty-two members with fourteen full time profes-

sors, the others being practicing physicians of Portland.

Cancer Clinic Offered. Dr. W. B. Coffey, chief sur-

geon, Southern Pacific railroad, last month offered to install

a clinic in Portland for the treatment of cancer according

to the Coffey-Humber procedure. He stated it would cost

$25,000 to operate it without profit. He stated that the

glands from sheep for making the extract cost three dollars

a pound and it requires fifteen hundred pounds to make

ten c.c. of the extract. He claimed that seventy per cent

of the cases were releieved of pain, accompanied by slough-

ing of th cancer cells and an improvement of the general

health. As far as known such a clinic has not yet been

established.

College Epidemic. Last month an epidemic of acute

intestinal disturbance occurred among a large number of

students at Reed College, Portland. While there were no

fatalities, the number of patients was large. .After many

theories were offered in explanation, Dr. William Levin,

state bacteriologist, has determined that the etiologic factor

was an ingredient of cream date pie, with dates probably

responsible as a carrier of the infection.

Board of Health Annual Meeting. Preceding the an-

nual meeting of the state medical society at Portland, there

was a conference of state and county health officers which

presented a two days’ program, September 16-17. Prob-
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lems of public health protection were discussed, covering

purification of water, safeguarding of mUk suppUes, lower-

ing of infant mortality, periodic health examinations and

preventive medicine, prevention of tuberculosis and gen-

eral health education. Papers covering these subjects were

presented by officers of the state department of health, pro-

fessors of the University Medical School and health of-

ficers.

New Hospit.vl Plvn'ned. It is proposed to build a

community hospital at Hood River, for which plans are

being prepared. The new structure will cost about ?40,-

000. Its construction depends up>on proxdsions that it

shall never pass into the hands of a religious sect, but

shall remain a community hospital. Since it wiU be lo-

cated above the city water supply, pro\'isions will be

made for cast-iron sewers and other protections to pre-

vent contamination of the water.

New Hospit.vl Contemplated. It has been announced

the stafi" of physicians and surgeons, compHjsing the Port-

land Medical Hospital, have purchased a site on Marquam
Hill, south of the Veterans’ Bureau Hospital, where a new

hospital will be constructed. It will cost §100,000, and

contain seventy-five beds. Construction work is to be-

gin in the near future.

Lmproaxments to Hospital. Improvements to St.

Joseph’s hospital at Vancouver have been completed, in-

cluding the addition of new rooms and balconies, with

other additions to enhance the efficiency of the institution.

J.ACKSON COL-NTY MeDICAL SOCIETY held its first fall

meeting at Medford, September 3. After dinner at the

Medford Hotel, case reports were presented and discussed.

Dr. R. W. Steams of Medford read a paper on “State

Medicine.”

Complement to a Veteran. On .Aug. 28 the friends of

Dr. John F. Dickson of Portland, tendered him a comph-

mentaiy^ dinner in honor of his seventy-firth birthday.

Forty-three of his associates in the Pacific Coast Oto-

Ophthalmological Society were present.

Dr. H. J. K.AVAN.AUGH of Pendleton has returned after

an absence of five months, during which time he sp>ent

two months of study in Vienna. He was impressed with

the prosperous appearance of the jieople in many parts of

Europe, but the unemployment situation in England was

verj" depressing.

Dr. G. P. Winchell of Eugene has returned home
after several months absence, during which he sp>ent con-

siderable time in A'ienna, \-isiting the Passion Play at

Oberammergau.

Dr. C. H. Phetteplace, who has practiced during the

last three years at Springfield, has located for future prac-

tice at Eugene, where he wiU be associated with Dr.

H. M. Peeiy-.

C.ANDiD.ATE FOR Mayor. Dr. Frederick Thompson of The

Dalles, who is now serving as state health officer, is a

candidate for mayor at the coming election. The present

incumbent is not seeking reelection and has enthusiastically

endorsed Dr. Thompson.

Dr. E. L. Bywater of Grants Pass has returned to the

practice of medicine. He has resided several years in that

city, where he formerly practiced for a period of years.

Physiclan to the University. Dr. Mark T. Phy of

Hot Lake has located in Eugene, where he will become
University of Oregon physician. He will also devote time

i

to research work. ‘

Dr. Leslie L. Nunn, formerly of Portland, has located

for practice at Vancouver after spending several years as I

resident physician at the Mayo Clinic.
|

WASHINGTON
|

Public Hlalth Conaxntion. Following the annual
1

meeting of Washington State Medical .Association at Mount I

Baker Lodge last month, public health officers of Wash-
ington held a two days’ session at Bellingham. About

|

fifty physicians were present, led by Dr. A. E. Stuht of !

Seattle, director of the State Department of Health. Be-

sides discussions dealing with public health problems and

administration, there were considerations of recommenda-

tions for changes in the state code which may be pre-

sented at the session of the next legislature.

Visit From Former Hlalth Officer. Last month Dr.
,

Joseph P. Kane, who practiced for many years in Ta-

coma and later was health officer of Walla Walla city

and county, paid a xdsit to this section. He is now con-

nected with the .American Public Health .Association with

headquarters in New York City. He is a member of the

committee on administrative practice, and is assigned to

the health program of the United States Chamber of

Commerce.

Disabled Veterans’ Hospit.al. Somewhere in the North-

west the government wiU establish a national home for

disabled volunteer soldiers, for the construction of which

$2,000,000 has been appropriated. It will house 2,000

veterans, with a staff of four or five hundred people.

Several cities in Washington are striving vigorously to be

selected for the location. .Among these Yakima and Long-

view are especially active, while other cities are agitating i

the question. Perhaps it will be located in some other
|

state than Washington.

Bellingham City and County Health Program. The

officials of BeUingham have been laboring industriously for

some time to secure a city-county health officer. Last

month Dr. H. J. Green of Seattle accepted the appoint-

ment. Within a few days he tendered his resignation.

.A similar experience occurred shortly before that with Dr.

J. W. McDowell of Seattle. Therefore, the present situation

remains unchanged with Dr. Marion LeCocq as county

physician and Dr. I. W. PoweU as city health officer.

New Hospital Established. .A new hospital has been

established at Bremerton under the auspices of Kitsap

County communities. It will be a combination hospital

and home for the aged with accommodations for about

thirty patients. It will be known as Sunnyvale Hospital

and has been constructed at a cost of about $30,000.

New Hospital Sl'perentendent. Mrs. Cecile Tracy

Spry has been apjxiinted the superintendent of Everett

General Hospital. She has recently been superintendent

of Hahnemann Hospital in Portland, and previous to that

superintendent of nurses at Tacoma General Hospital.

Visit From an English Lord. Last month His Majesty

King George's physician. Lord Dawson of Penn, made a

brief visit to Seattle, where he spent a few days. The



October, 1930 EDITORIAL 489

immediate object of his presence in this locality was to

visit two brothers living in Wenatchee. This physician

has obtained world-wide publicity in connection with the

late illness of King George.

Dr. John K. Stewart has located for practice at White

Center, after having practiced for several years at Ho-
quiam.

Pacific Coast Oto-Ophthalmological Society held its

annual meeting in Victoria, B. C., September 3-4. An ex-

tensive program was presented, containing papers by spe-

cialists from the cities of California, Oregon, Washington

and British Columbia. A wide range of subjects were

considered in the papers and discussions.

New Athletic Physician. Dr. H. J. Green, recently

from the University of Nebraska Medical College, has

been appointed physician for athletics at the University

of Washington.

Dr. W. E. Tupper has located for practice in Seattle,

coming there from Laurel, Mont., where he has practiced

for a number of years.

Dr. N. M. Bellas,- recently from Salem, Ore., has lo-

cated in Wenatchee, where he will be associated in prac-

tice with Dr. E. J. Whidby, who is mayor of the city.

Dr. Robert E. Mullarky of Seattle, who has taken

postgraduate work in the East since last April, has sailed

for Europe, where he will pursue studies in pathology and

surgery in London, Prague and Vienna. He expects to re-

turn home to resume practice in the spring.

Dr. and Mrs. John W. Unis are receiving congratula-

tions on the birth of a son, John Waldemar, Jr., Tues-

day, September 23, at the Swedish Hospital.

Dr. F. a. Black of Seattle has returned home after a

year of travel and study. With his family he sailed west-

ward on a circuit of the globe. He relates many interesting

experiences among strange and unfamiliar people. The latter

part of his absence was devoted to study, chiefly in Eng-

land and Germany.

Dr. Albert Knudtson of Seattle has been abroad several

months, pursuing studies in the medical centers of Europe.

Dr. j. a. Weber of Seattle has recently left for a course

of eight months of study in ear, nose and throat work
which will be carried on in Vienna.

Dr. F. W. Jones of Bremerton has left for several

months study in Europe, which will be chiefly spent in

Vienna and Budapest.

Dr. Donald G. Corbett of Seattle has left for six

months study of urology in Vienna and Berlin.

Dr. j. M. Wooodward, who has been stationed for the

past three years on the staff of the hospital at the Navy
yard at Bremerton, has been transferred to the naval sta-

tion at Guam.

Dr. Thomas Runnals, who has recently practiced in

Puyallup, has located in Orting. He formerly practiced

in this city where he served as health officer.

IDAHO
Working for New Hospital. It is hoped that the new

National Veterans’ Home, which will be constructed at

a cost of $2,000,000, may be located at Coeur d’Alene.

The Idaho U. S. senators and Congressmen are working for

this purpose and the interests of the state seem to be united

on this location for the institution.

New Hospital Superintendent. Pocatello General Hos-
pital receivd its new superintendent last month. She is

Miss C. Lasser from San Diego where she has recently

been in charge of the General Hospital of that city.

New Hospital Needed. There is agitation for the con-

struction of a hospital for Fremont county to be located

at St. Anthony. There is no such institution in that region.

This city thought the population of the county would
justify a sixty bed hospital which it is believed could be

made self-supporting.

New Hospital Opened. A new hospital has been opened

at McCall with Mrs. Kay Cotter, registered nurse, as super-

intendent. All physicians of that locality are privileged to

send their patients to this institution for treatment.

South Side Medical Society held a joint medical and
dental meeting at Park Hotel, Twin Falls, Sept. 26. The
program comprised a paper on “Vincent’s Angina,” by
Dr. E. L. Berry and R. G. Inset. Also “Focal Infections,”

by Drs. J. H. Murphy and F. F. McAtee.

Wedding. Dr. Arlo A. Morrison of Buhl was married

to Miss Marcell Tillery of that city September 7.

OBITUARIES

Dr. Daniel P. Love, of Junction City, Ore., died at Port-

land August 25, aged 63 years. He was born in Tennessee

and came to Oregon in his boyhood, living in .Albany and

Lebanon. He graduated from Lincoln Memorial Univer-

sity Department of Medicine, Knoxville, in 1890. He prac-

ticed in Junction City for twenty years. He served in the

World War, retiring as captain, and was later surgeon of

the Southern Pacific Railway Company.

Dr. W. F. Olh'er, of Arlington, Wash., died at Seattle

August 24 from chronic nephritis, aged 71 years. He was

bom at Bloomington, Iowa, in 1859, spending his child-

hood at Ladoga and Indianapolis, Ind. He obtained his

medical education at the Medical Department of the Uni-

versity of Illinois. He practiced at Longton, Kansas, where

he also served as county superintendent of schools. He
came to Washington in 1889 and located at Cicero, later

residing at Buenna. For the past thirty years he has lived

at Arlington.

Dr. Oscar E. Bloom of Akron, Ida., died August 24 as

a result of disease of the heart, aged 51 years. He was

born in Aurora, Indiana, and graduated from the Uni-

versity of Cincinnati Medical College in 1910. During

the World War he served as lieutenant in the medical

corps. He formerly practiced at Richfield, but for the

past six years had been located at Akron.

Toilet W.ater Dermatitis. J. E. Lane and M. J. Strauss,

Conn. {Journal A. M. A., Sept. 6, 1930), describe a

peculiar dermatitis which has received but little attention

in the American or English medical literature but has been

frequently described by German, French and Italian derma-
tologists. Most of the reported cases have been due to the

use of eau de cologne. The condition is known as berlock

dermatitis (Rosenthal), dermite pigmentee en forme de

coulee (Du Bois) and dermatitis des rinneden tropfens

(Stein). A typical case of this eruption due to a prepara-

tion other than eau de cologne is reported.
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REPORTS OF SOCIETY MEETINGS

WASHINGTON STATE MEDICAL ASSOCIATION

MINUTES OF THE FORTY-FIRST ANNUAL MEET-
ING OF WASHINGTON STATE MEDICAL ASSO-

CIATION, HELD AT MOUNT BAKER LODGE,
WASHINGTON, SEPT. 2 AND 3, 1930.

The forty-first annual meeting of Washington State

Medical Association was held at Mount Baker Lodge,

Sept. 2-3, 1930.

THE HOUSE OF DELEG.\TES
First Session

Tuesday, September 2

The first meeting of the Board of Trustees and the

House of Delegates was called to order by the President,

Dr. Cleveland, at 9:00 a. m. On calling the roll a quorum

was found present, the following delegates being present:

H. E. Cleveland, A. E. Anderson, J. R. Morrison, C. H.

Thomson, J. H. O’Shea, S. L. Caldbick, D. C. Hall, D. H.

Houston, Geo. .Anderson, Elmer Hill, H. E. Rodehamel,

J. T. Rooks, Frederick Epplen, D. E. McGillivray, J. E.

Gahringer, H. G. Miller, O. R. Austin, Roger .Anderson,

C. E. Hagyard, C. W. Shannon, H. E. Coe, J. T. Dawson,

Oscar Proctor, A. H. Peacock, W. C. Speidel, E. W. Young,

D. A. Nicholson, P. V. von Puhl, F. A. Bird, F. W. Ander-

son,, H. G. Willard, W. B. Penney, W. D. Read, C.’ L.

Hoeffler, E. C. Leach, A. A. Matthews, R. N. Hamblen,

S. S. Oppenheimer, S. E. Lambert, C. J. Johannesson and

W. A. Hulbrush.

Motion was adopted to accept the minutes of previous

session as published in the Journal, Northwest Medicine.

The Secretary-Treasurer presented the last audit of his

accounts and it was accepted and ordered published in

the Journal. r-. -id’ Financial Report

To the Ofiicers and Members, The Washington State Med-

ical Association, Seattle, Washington.

Gentlemen:

In accordance with your request, we have audited the

books of the Washington State Medical .Association for

the six months ending June 30, 1930, and now present

our report. As a part of this report, we have prepared

and attach herewith the following Exhibits:

Medical Association Fund Exhibit A
Legal Defense Fund Exhibit B

Disbursements M. A. F Exhibit C
Disbursement L. D. F Exhibit D
General Receipts Exhibit E
Recapitulation Statement Exhibit F

While these exhibits will, we believe, give you all the

essential information, we would make the following com-

merits *

Medical Association Fund

Receipts from membership dues for the period have

amounted to $4,249.00, being remittances from 850 mem-
bers; 795 of these were for 1930, 49 for 1929, 6 for 1928,

and 2 for 1927. The amounts were satisfactorily recon-

ciled with the remittance blanks from the Secretary-Treas-

urers of the various constituent Societies. We have also

credited this Fund with interest upon investments in pro-

portion to the balance to the credit of this fund at Jan-

uary 1, 1930, as shown by Exhibit E $152.25, making a

total in receipts of $4,401.25, credited to this fund. Dis-

bursements from this fund have amounted to $3,291.23, as

shown by Exhibit C, therefore, showing an increase in

this fund of $1,110.02. This amount, added to your Jan-

uary 1 balance of $6,763.80, gives you a balance of $7,-

873.82 to the credit of this fund at June 30, 1930, as

shown by Exhibit A.

Legal Defense Fund
Receipts from subscribers to this fund have amounted to

$2,690.00, or 269 subscriptions for the period. We have

credited this fund with interest upon investments in pro-

portion to the balance in this fund at January 1, 1930,

as shown by Exhibit E, $400.87, making a total in re-

ceipts of $3,090.87. Disbursements for this period have

amounted to $2,052.48, as shown by Exhibit D, a net

increase in receipts over disbursements of $1,038.39. This

amount, added to your January 1 balance of $17,804.77,

gives you a balance of $18,843.16 to the credit of this

fund as at June 30, as shown by Exhibit B.

Recapitulation Statement

This Exhibit shows total Receipts from all sources of

$7,497.12 and Disbursements of $5,348.71, a net increase of

Receipts over Disbursements of $2,148.41 for the period.

This amount added to your January 1 balance of $24,-

568.57, gives you a balance of Cash and Securities in the

hands of your Treasurer of $26,716.98, as at June 30,

1930, this balance being made up as shown by detail list

attached to this Exhibit.

General

The Bank Balances have been satisfactorily reconciled

with statements from the Depositories. The bonds were

inspected by us, except three American Telephone and

Telegraph Co., which are covered by a temporary receipt,

all unpaid coupons being attached to the bonds.

All disbursements have been made by voucher check,

drawn on your regular depository, have been properly

endorsed and cleared through the bank in regular order.

Invoices from parties to whom payments were made are

properly O.K.’d by the President of the Association and

are on file, or payments authorized by your minutes or

By-Law s.
Certification

We Hereby Certify that the attached Exhibits, to-

gether with the foregoing comments, all in agreement w'ith

your books, and in our opinion are correct, and show the

true status of the two funds at June 30, 1930, and the

correct amount of Receipts and Disbursements for the

six months ending that date.

Respectfully submitted,

Louis E. Smith & Co.,

Certified Public Accountants.

(Signed) By Louis E. Smith, C.P.A.

Report of Social Hygiene Committee

Dr. W. R. Jones then presented the report of the Social

Hygiene Committee.

The Social Hygiene Committee claims no particular

credit for work done during the past year. It was ap-

pointed in April, when the organizations through ivhich

most work could be done were winding up their year’s

program. The work left unfinished by the previous year’s

committee had been continued in the interim by the State

Department of Health and Public Health League.

Last year’s committee had left behind several w'ritten

lectures with slide illustrations on the subject of general
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hygiene, bacteriology and physiology of the sexual organs.

Good speakers, not members of the committee, both men

and women, handled the addresses admirably. These talks

were used in the Y. M. C. A., Y. \V. C. A., high schools,

grade schools and various social organizations. Approxi-

mately thirty-five such talks were delivered over the state.

One set of Brayco films on “The Science of Life,” with a

suitable lantern, was furnished by the U. S. Public Health

Service. These films were complete, needing no speaker.

They were just about worn out.

One thing particularly demanding attention is the or-

ganizing of a Washington Social Hygiene Society that will

be controlled by the persons who would reflect credit

upon the medical profession, and not be controlled by the

vice hound type. This organization is coming and, unless

we meet it properly, there may be just a little more
socialized medicine.

Some of the things we learned and which are still de-

manding attention are:

1. There is a very definite need of some place where

the young people can learn the physiology of the sexual

organs. They will get the information some place, and the

doctors ought to be the ones to supply it.

2. .Abortion business is no longer an infant industry, nor

is it in the hands of medical doctors.

3. The age of the first sexual experience has markedly
decreased in the last years with resulting increase in

venereal disease, illegitimate pregnancies and abortions.

4. Syphilis is on the decrease, while gonorrhea is very
much on the increase.

5. The number of brothels and prostitutes has increased

markedly of late.

Big business has invaded the brothels with standard-

ization and systematization to the extent of open adver-

tising by distinctive signs, and giving their medical business

by contract, though not covered by the medical aid law.

We believe that the brothels are honestly trying to reduce

venereal disease, and consider having one regular examiner
as the best means of reducing them. It is good sound
business for them.

Attention of officials was called to this condition, and
the answer was that there is not a law prohibiting a phy-
sician contracting to diagnose and treat venereal accidents

any more than industrial accidents. Health officers com-
mented that one regular examiner ought to reduce venereal

disease.

No official action was taken by this committee on the

subject, and it is merely brought to your attention as an-
other step towards socialized medicine at the place where
we thought it least likely to occur.

We have, as in times past, religiously confined our work
to education and now find that perhaps we have also edu-

cated the people too much, though not too well.

On motion the report was accepted.

Report of Tuberculosis Committee
Dr. Charles R. Castlen then made the report on the

Tuberculosis Committee as follows:

The work in tuberculosis has gone on very well during

the past year, both from a public health as well as from
a clinical point of view.

The State Tuberculosis Association, through its sale

of seals, has done a great deal of work in the education

of the public of the necessity of guarding against tuber-

culosis, as well as conducting numerous free clinics.

Various cities and counties have conducted free clinics for

the examination and discovery as well as appropriate

advice in tuberculous cases, with the follow-up system

of the visiting nurses. A great deal of the success of this

work is due to the physicians over the state who have

given their time and effort to conduct these clinics, as well

as giving numerous talks to parent teachers associations

and school children.

In Spokane, under Dr. Frank Miller’s direction, there

were conducted twice during the year, two day institutes

and clinics for physicians which were well attended and

very successful. In addition a weekly clinic is held. A city

nurse and county nurse do the follow-up work, and

the patients are cared for at the Edgecliff Sanatorium

under Dr. Miller.

At Elma, under Dr. Hull, free clinics are given. Patients

are cared for at the County Sanatorium, Oakhurst, and

the follow-up work is carried on by the visiting nurse.

In Tacoma the work is ably conducted at the Mountain

View Sanatorium under Dr. Steele. Drs. Quevli and Dr.

Penney are caring for tuberculous cases and have done

considerable work in public health matters and education

in antituberculosis measures.

In Everett Dr. Woodford has done considerable work
along these lines both from educational as well as clinical

standpoint. Considerable work in chest surgery has been

done successfully here.

In Seattle the work has been divided into several divi-

sions, each of which has functioned quite well. First, the

King County Antituberculosis League, under Mrs. Kling-

berg and Miss Hughes, has arranged numerous lectures

and talks to organizations, such as parents-teachers, school

teachers, child welfare associations, as well as talks and

clinics at high schools. They have maintained a summer
camp, “Happy Acres,” for run-down children which has

been most beneficial. Second, the school clinic has coop-

erated and brought many children to examinations in the

clinic. Third, King County maintains tuberculosis pavilions

at the County Hospital, where are cared for mostly the

more advanced type of patient, there being during the

past year 6S entries, with capacity at present of about

100 patients under treatment. There are five visiting

county nurses who follow up the tuberculous cases. Fourth,

the Health Department of Seattle maintains the Firland

Sanatorium and the Seattle tuberculosis clinic, and in addi-

iton has numerous visiting nurses who do the follow-up

and sociologic work. Under Dr. Stith the clinic handled

1,561 cases, of which 993 were new cases, 360 of which

were positive tuberculous patients. There were 250 deaths

from tuberculosis in Seattle the past year.

At Firland there are 200 beds, of which 50 are for chil-

dren. Here much has been done in chest surgery during the

past year.

The visiting nurses of the clinic have seen 1,883 patients

at home, making 6,198 calls.

The Laurel Beach Sanatorium, a private institution under

Drs. Slyfield and Nelson, has admitted 145 patients, with

142 discharged, the cases here being private patients.

Here the general care of tuberculosis as well as surgical

treatment is given.

At the Riverton Sanatorium, an endowed private semi-
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eleemosynary institution under a staff management, there

were admitted ISO patients, with 130 discharged. The

usual sanatorium care of patients is given here in addition

to surgical treatment. During the past year the sanatorium

has received some fifty thousand dollars. Additional en-

dowment bequests will be of much benefit in carrying on

the tuberculosis work. The active staff of this sanatorium

is composed of Drs. Robert Stith, VV. S. Griswold, Philipp

Schonwald and Charles R. Castlen, chief of staff.

In submitting this brief report, the committee has at-

tempted to mention the various phases of this extensive

work and give due credit to all. The great work is being

done by the many practitioners of the state, not only in

the vast amount of time spent in prevention and education

of the public regarding tuberculosis, but also in the actual

care and treatment of such unfortunates.

On motion the report was accepted.

Resolutions

The Secretary-Treasurer offered the resolution endorsing

the plan to celebrate the two hundredth anniversary of the

birth of George Washington
;

also resolution adopted by

the Minnesota State Medical Association in regard to the

Medical Reserve Corps of the United States .Army.

Dr. A. H. Peacock presented a number of resolutions

relating to the care of injured workmen, and the welfare

of the association.

Dr. H. J. Davidson was granted the privilege of the

floor and spoke in regard to contract practice and pro-

posed regulation thereof.

After considerable discussion motion was made and

adopted that the above resolutions be submitted to a com-

mittee report at the next session of the House of Dele-

gates. The Chairman appointed the following committee:

Dr. .A. H. Peacock, Chairman; Drs. John O’Shea, O. R.

Austin, E. Weldon Young, and D. A. Nicholson.

The House of Delegates then adjourned until the fol-

lowing morning.

Board of Trustees Meeting

The Board of Trustees then convened to hear the ap-

peal of Dr. G. F. Hilton vs. Chelan County Medical Soci-

ety. Dr. Hilton of Wenatchee complained Chelan County

Medical Society would not accept his application for

membership and acted in irregular manner in regard there-

to. The president and secretary of the Chelan County

Medical Society stated that they had gWen Dr. Hilton a

fair hearing and his application had been rejected at a

regular meeting. After considerable discussion, the Board

of Trustees came to the conclusion they were only em-

powered to pass upon the procedure of the county society

in rejecting this application and could not go into the facts

of the case. Motion was made and adopted that Chelan

County Medical Society submit a certified copy of their

minutes relating to the rejection of this application, that

Dr. Hilton file his statement, and that this matter be

passed upon by the Executive Committee of the Asssocia-

tion. The Board of Trustees then adjourned.

Secoxd Session

September 3

The second session of the House of Delegates was con-

vened Wednesday morning at 9:00 a.m. On calling the

roll, a quorum was found present. The following dele-

gates answered to their names.

F. H. Brush, H. E. Cleveland, A. E. Anderson, J. R.

Morrison, C. H. Thomson, J. H. O’Shea, S. L. Caldbick,
||

D. C. Hall, D. H. Houston, C. L. Smith, P. J. Gallagher,
||

George .Anderson, Elmer Hill, H. E. Rhodehamel, J. T. ll

Rooks, Frederick Epplen, A. E. Gerhardt, D. E. McGil- ]

livray, John Christensen, H. G. Miller, O. R. .Austin, Roger

.Anderson, C. E. Hagyard, C. W. Shannon, H. E. Coe, J. T.

Dawson, Oscar Proctor, A. H. Peacock, W. C. Speidel,

E. W. Young, D. A. Nicholson, H. D. Dudley, H. L. ||

Petit, F. A. Bird, F. W. Anderson, H. G. Willard, W. B.

Penney, W. D. Read, S. W. Holton, C. L. Hoeffler, E. C.

Leach, .A. .A. Matthews, R. N. Hamblen, S. S. Oppen- |;

heimer, S. E. Lambert, C. J. Johannesson, W. A. Hul-
|

brush, W. A. Taylor, J. E. Bittner.

Motion was made and adopted that the Board of Trus-

tees and the House of Delegates go into executive session.
’

i

Report on Resolutions

The resolutions committee submitted the following re-

port: (Motion was made and adopted that the report be i

acted upon by sections)

.

We, your Committee on Resolutions, make leave to sub-

mit the following report of such resolutions as have been

submitted to this Committee to date.

I. Referring to the resolution requesting endorsement

of the anniversary (two hundredth) of the birth of George

Washington, we recommend its adoption.

W’HERE.AS, The Congress of the United States has cre-

ated a Commission to arrange a fitting nation-wide ob-

servance of the Two Hundredth Anniversary of the Birth

of George Washington in 1932, and

WHERE.AS, The Commission so created, composed of

the President of the United States, the Vice President of

the United States, the Speaker of the House of Representa-

tives, four members of the United States Senate, four

members of the House of Representatives, and eight citi-

zens appointd by the President of the United States, is

charged with the duty of planning and directing the cele-

bration, and

WHERE.AS, The high purpose of the event is to com-

memorate the life, character and achievements of the most

illustrious citizen of our Republic and to give everj' man,

woman and child living under the Stars and Stripes an

opportunity to take part in the celebration which will be

outstanding in the world’s history, and

WHERE.AS, The George Washington Bicentennial Com-

mission, desiring the full cooperation of the people of the

United States, has extended a most cordial and urgent in-

vitation to our organization to participate in the celebra-

tion, therefore be it

RESOLVED, That the Washington State Medical .Asso-

ciation does hereby endorse the program of observance of

the Two Hundredth .Anniversary of the Birth of George

Washington, to take place in 1932; accept with apprecia-

tion, the invitation of the George Washington Bicentennial

Commission, and pledge this organization to extend earnest

cooperation to the United States Commission in all pos-

sible ways, so that future generations of .American citizens

may be inspired to live according to the example and pre-

cepts of Washington’s exalted life and character, and thus

perpetuate the .American Republic, and be it further

RESOLVED, That this resolution be incorporated in the

official proceeding of this meeting and that a copy thereof
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I be transmitted to the George Washington Bicentennial

I

commission, Washington, D. C.

This resolution was adopted.

I

II. Referring to the request for an endorsement of a

I

resolution, adopted by the Minnesota State Medical Asso-

I

elation, recommending the endorsement of their action in

I

reference to the status of certain officers of the Reserve

I Corps of the United States Army, we recommend the

adoption of the same.

I

VV'^HEREAS, The present Army regulations require that

•

I

every reserve officer shall, during each fiv’e years com-

!
mission period, put in two hundred (200) hours military

I work in camp, correspondence school, in active training

t ' meetings, or similar military activity, or else become in-

.
j

eligible for renewal of his commission with assignment to

• i an Organized Reserve Unit, and, therefore, revert to the

I “Au-xiliary Reserve” in time of peace, and

t WHEREAS, There are many highly trained, highly

I I
skilled and very active physicians who, as reserve officers,

I have been assigned as chiefs and assistant chiefs of surgi-

I cal, medical, laboratory, roentgen and other distinctly pro-

I I fessional services in Organized Reserve Hospital Units,

I

j

carrying very little administrative responsibility, and whose

! professional duties in busy private lives make them espe-

cially well fitted for their duties in their army assignments,

j

but whose same duties make it practically impossible for

$ them to carry on military work in time of peace, and

WHEREAS, Many of these men and their valuable at-

I I
tainments are being lost to the Organized Reserve, al-

^
j

though they are willing and anxious to serve in time of

i
I

need and do not aspire to advancement in grade, therefore,

^|be it

RESOLVED, That the Washington State Medical Asso-

tj elation, desiring that the medical profession may be of

[ I

the greatest service to our country, respectfully suggest

) I
that the service might be enhanced if the regulations were

1 1 changed to provide for recommission and reassignment of

I chiefs and assistant chiefs of professional services of Hos-
^ipital Units, even though they have not completed the re-

^jquired amount of military work, and further, be it

RESOLVED, That a copy of this resolution be sent to

jjthe Surgeon and the Commanding General of the Ninth

I

i Corps Area, the Surgeon General, the officer in charge of

I

Reserve Affairs, the Adjutant General and the Chief of

;

Staff of the United States Army.

I

This resolution was adopted.

I III. Referring to the resolutions presented by Dr. Alex-

^lander Peacock, we recommend the adoption of the fol-

lowing:

1. That the State Department of Labor and Industries,

having charge of the Workmen’s Compensation Act, in ad-

dition to the medical adviser, should employ associate

I ! medical advisers in different parts of the state in order to
*

I

expedite the examination of applicants for indemnity and

J

by so doing relieve the claimants of unnecessary expense

of travel, in the matter of appeals.

1-1 This resolution was rejected.

!

2. That the Washington Slate Medical Association

views with disapproval the solicitation of patients or

group of patients and feels that the individuals should

have the right to select his own physician or surgeon.

This resolution was adopted.

3. We recommend an amendment to the Insurance

Code, placing all health insurance contracts and policies

under the supervision and control of the State Insurance

Commission. This to include every health insurance policy

and agreement, regardless of whether it is fraternal, private

or group agreement insofar as they pertain to the medi-

cal and surgical care of all individuals not covered by the

State Industrial Insurance Act.

This resolution was adopted.

4. In the matter of a Grievance Committee, we recom-

mend that, in view of the fact that the subject is too

large to be decided hastily, it be referred to the Board

of Trustees of this association and the Executive Commit-
tee of the Public Health League, with instructions to con-

sider this question in all its angles, secure such legal ad-

vice as may be deemed necessary, and report their findings

and recommendations to the House of Delegates at the

1931 session of the Washington State Medical Association.

This resolution was adopted.

5. In the matter of an amalgamation of the member-
ship, joint occupancy of office space and joint clerical serv-

ice of the Washington State Medical Association and the

Public Health League of Washington, we recommend that

this question be referred to the Board of Trustees of the

Washington State Medical Association and the Executive

Committee of the Public Health League for report and

recommendation at its next session.

This resolution was adopted.

Motion made and adopted that the Board of Trustees

of this Association meet at least once each quarter and

that the Executive Committee of the Public Health League

should meet at least once with the Board of Trustees.

The committee on Resolutions further reported that they

had carefully considered the resolutions of Dr. H. J. David-

son. The parts of his resolutions which in our judgment

pertain to the welfare of the State Medical Association

have already been considered and acted upon in the reso-

lutions presented by Dr. A. H. Peacock. The balance of

his resolutions we recommend not approved.

This recommendation was adopted.

The committee recommended that the following Resolu-

tion be passed;

RESOLVED, That the Washington State Medical Asso-

ciation, in annual session, present a Memorial to the next

session of the legislative bodies of the State of Washington

as follows:

WHEREAS, Dr. Mitchell Langworthy, of Spokane, dur-

ing the performance of his duties to the State of Wash-

ington was assassinated by a disgruntled applicant for in-

demnity to the Department of Labor and Inrustries, there-

fore, be it

RESOLVED, that his daughter be granted a pension of

fifty dollars per month by the State of Washington until

she reaches the age of twenty-one years; and that the

necessary legislation be enacted so as to provide for this

appropriation.

This resolution was adopted.

Dr. Roger Anderson then offered as a new resolution the

following; Resolution endorsing in principle the proposed

changes in the Industrial .Act Bill, particularly in reference

to,

a. Increase of compensation and revised methods of fig-

uring rates.
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b. Give the workmen better right of appeal.

c. Repealing Sec. 7724 (in part) of the Compensation

.4ct which pro\'ides for industrial contracts; and permitting

the workmen to select his own physician.

After considerable discussion, the foregoing was adopted

by ballot.

Deceased Members
The Secretary-Treasurer read the following list of de-

ceased members:

Burns, Arthur E. Seattle, 1866-1929; Bellevue, 1886.

Langworthy, Mitchell, Spokane, 1892-1929; Univ. of

Iowa, 1916.

Ransom, David H., Spokane, 1876-1929; Univ. of Buffa-

lo, 1900.

Russell, Chas. H., Pullman, 1862-1929; Coll, of Phy. &
Sur., 1888.

D’Arc, Harry T., Mount Vernon, 1880-1929; Univ. of

Toronto, 1908.

Saunders. Harry .4., Wenatchee, 186S-1929; Univ. of

Nebraska, 1894.

Woodin, Scott P., Seattle, 1862-1929; Univ. of Mich.,

1894.

Wimberly, Geo. W., Toppenish, 1875-1929; Geo. Wash.
Univ. School, 1902.

DeBeck, David, Seattle, 1855-1929; Med. Coll, of Ohio,

1881.

.\nthony, X. L.. Spokane, 1870-1930; McGill, 1905.

McClanahan, .Albert L., Mount Vernon, 1872-1930; St.

Louis Univ., 1904.

Mattice, Menzo B., Sedro-Woolley, 1855-1930; Albany

Med. Coll., 1881.

Baumgarten. Roy C., Seattle, 1889-1930; Jefferson Med.
College, 1912.

Gray, George A., Spokane, 1869-1930; Univ". of Minn.,

1898.

Bennett, Lewis F., Spokane, 1860-1930; Rush, 1886.

Gaines, Wm. S., Spokane, 1851-1930; Bellevue, 1887.

Mapes, John A., Seattle, 1872-1930; Univ. of Michigan,

1897.

Buckley, Daniel, Seattle, 1906-1930; Wash. Univ. School

of Med., 1929.

Chamberlain, Geo. E., Aberdeen, 1864-1930; Univ. of

Illinois, 1893.

McCulloch, George B., Seattle, 1859-1930; Bellevue,

1885.

Teel, Chas. S., Bellingham, 1861-1930; Kentucky School

of Med., 1901.

Johnson, Hiram M., Toppenish, 1873-1930; Med. Coll,

of Indiana, 1903.

Provost, Benjamin W., Wenatchee, 1888-1930; Loyola,

1916.

Wilson, G. Burwell, Pullman, 1861-1930; Cooper Med.

Coll., 1892.

Elmore, Bruce, Seattle, 1876-1930; Columbia, 1903.

West, Wm. F., Sr., Everett, 1871-1930; Chicago Homeo-
pathic Coll. 1902.

Hall, Willis H., Seattle, 1871-1930; Coll, of Phy. &
Sur., 1898.

Greiner, Herman A., Seattle, 1878-1930; Gen. Med. Coll.,

Chicago, 1904.

Kloeber, John S., Yakima, 1865-1930; Univ. of Mary-
land, 1888.

Weyer, Ross W'., Orting, 1877-1930; Univ. of Illinois,

1906.

Penn, Geo. T., Ritzville, 1864-1930; Northwestern, 1890.

MacLeod, Alexander F., Spokane, 1848-1930; Univ. of

Michigan, 1878.

The President appointed the following committee to

draw up suitable resolutions for the deceased members:

Dr. H. D. Dudley, chairman. Dr. C. E. Hagj^ard, and Dr.

E. Weldon Young. The committee was instructed to file

these resolutions with the Secretary-Treasurer.

Motion made and adopted that By-Laws be brought up

to date and printed and that each county and all delegates

be furnished with a copy.

Dr. O. R. Austin then invited the Association to hold

its next annual meeting in Aberdeen, Washington. On mo-

tion the invitation was accepted.

Election of Officers

The following officers were then elected for the ensuing

year: (Those whose terms did not expire are added to

complete the list).

President, Dr. A. E. Anderson, Aberdeen. Term expires

1931.

First Vice-President, Dr. J. T. Rooks, Walla Walla. Term

expires 1931.

Second Vice-President, Dr. H. L. Petit, Chehalis. Term

expires 1931.

Secretarj’-Treasurer, Dr. C. H. Thomson, Seattle. Term

expires 1931.

Assistant Secretary-Treasurer, Dr. J. H. O’Shea, Spo-

kane. Term expires 1931.

TRUSTEES

First District

Dr. D. H. Houston, Seattle. Term expires 1931.

Dr. D. G. Dickerson, Seattle. Term expires 1931.

Dr. S. L. Caldbick, Everett. Term expires 1932.

Dr. H. J. Whitacre, Tacoma. Term expires 1932.

Second District

Dr. George Anderson, Spokane. Term expires 1931.

Dr. Elmer Hill, Walla WaUa. Term expires 1931.

Dr. Carroll Smith, Spokane. Term expires 1932.

Dr. P. J. Gallagher, Spokane. Term expires 1932.

Journal

Dr. C. J. Johannesson, Walla Walla. Term expires 1931.

Dr. H. C. Olmsted, Seattle. Term expires 1931.

Dr. C. E. Hagyard, Seattle. Term expires 1931.

Delegates to A. M. A.

Dr. J. H. O'Shea, Spokane. Term expires 1931.

Dr. Chas. Mowerj- (Alt.), Spokane. Term e.xpires 1931.

Dr. Frederick Epplen, Seattle. Term expires 1932.

Dr. W. B. Penney (-41t.), Tacoma. Term expires 1932.

The House of Delegates and Board of Trustees adjourned

sine die.

SCIENTIFIC PROGR.\M
Tuesday, September 2

10:00 a.m. “The Treatment of .\cute Diffuse Septic Men-
ingitis by the Intramuscular Injection of Autocerebro-

spinal Fluid.” Dr. J. T. Rooks, Walla WaUa.
Preliminary report discussed by Dr. Edward S. Lanzer,

Rock Springs, Wyo.
“.4n Experience with Evaporated Milk in Infant Feed-

ing.” Dr. Harry C. Olmsted, Seattle.

“Surgical Diseases of the Spleen.” Dr. Dean Lewis,

Johns Hopkins University.

12:00. Public Health League Luncheon.

1:30 p.m. “Vomiting in. Pregnancy.” Dr. E. J. Barnett,

Spokane.
“Separation of the Upper Femoral Epiphysis.” Dr.

C. F. Eikenbary and Dr. John Le Cocq, Seattle.

“Traumatic Injuries of the Brain.” Dr. G. W. Swift,

Seattle.
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“Hypertension.” Dr. J. M. Blackford, Seattle.

“Harelip.” Dr. H. E. Coe, Seattle.

6:30 p.m. Informal Banquet.
“A History of Surgical Anesthesia.” Dr. C. D. Leake,

San Francisco.

Wednesday, September 3

10:00 a.m. “Malignancy of the Large Bowel.” Dr. Fred W.
Rankin, Mayo Clinic.

“Intravenous Pyelography by Uroselection.” Dr. O. A.
Nelson, Seattle.

“Medical Economics.” Dr. H. J. Whitacre, Tacoma.
1:30 p.m. “Observation on Gallbladder Surgery.” Dr. C.
W. Sharpies, Seattle.

“Seventy-five Successive Biliary Surgical Cases.” Dr.
J. C. Lyman, Walla Walla.

“Further Studies in the Relationship of Gallbladder
and Liver Infections.” Dr. J. R. Else and Dr. Millard
Rosenblatt, Portland.

“Recent Advances in Preanesthetic Medication.” Dr.
C. D. Leake, San Francisco.
“Tumors of the Spinal Cord.” Dr. D. G. Dickerson,

Seattle.

“Polyglandular Disease with Predominating Thyroid
Symptoms.” Dr. R. H. Loe, Seattle.

SPOKANE COUNTY MEDIC.\L SOCIETY
Pres., C. B. Ware; Secty., R. P. DeRiemer

The regular meeting of Spokane County Medical Society

was held at Spokane Country Club September 11. .\bout

one hundred members and their families were present at

a dinner, followed by the program arranged by Dr. Car-

roll Smith. A piano solo was rendered by Mrs. Lorenzo
Walter following the dinner.

Drs. J. C. Bunten, Clarence L. Lyon, J. W. Lynch and
Alfred O. Adams were unanimously elected to member-
ship in the society. Dr. Harold T. Anderson of Coeur
d’Alene, Ida., was elected to associate membership.

Dr. Whitacre of Tacoma presented a paper on “Medical

Economics,” well illustrated by a series of charts with
tabulations.

Attorney Don Kizer of Spokane followed Dr. Whitacre
and used much of his material to joke with the medical

profession. His talk kept the audience highly amused.

The next meeting will be arranged by Dr. J. G. Cun-
ningham, as announced by President Ward.

OREGON
LANE COUNTY MEDICAL SOCIETY
Pres., I. R. Fox; Secty., H. G. Talbot

Lane County Medical Society held its first regular meet-
ing of the year at Eugene September 12. About thirty-

five members were present with visiting members from
Corvallis.

Dr. Charles E. Hunt of Eugene read a paper, “Training

the Child to Eat.”

Mr. Jack Magladry of Eugene read a paper, “The State

Industrial Accident Commission and Its Problems.”

Drs. E. L. Zimmermann and William Kuykendall of

Eugene gave a report of the activities of the Medical-

Dental Health Bureau of the Lane County Society and
the Southern Willamette District Dental Society.

BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

Collected Papers of the Mayo Clinic and Mayo
Foundation. Vol. XXI, 1929, Published May, 1930.
W. B. Saunders Co., Philadelphia and London.

The Mayo Clinic volume has become one of the most
important medical publications of each year. In this

number there are 181 articles printed in full, abridged or

abstracted
; and references to 290 others. In the earlier

volumes the matter was chiefly clinical, but since the be-

ginning of the Mayo Foundation the number of purely

scientific papers has been increasing, but it has been
thought advisable to restrict those printed in these pages

to matter that wilt prove of some practical service to the

general practitioner, internist and surgeon.

Rivers and Hartman write on the statistics of cases, in

which the preoperative diagnosis was either cholecystitis or

cholelithiasis. In S02 cases with a preoperative diagnosis

of cholelithiasis it was found at operation that, in 28.9 per

cent of the cases with gallstones, chronic appendicitis also

occurred. In 12.7 per cent of cases with gallstones there

was hepatitis, and in 7.8 per cent pancreatitis was also a

complication. Chronic and subacute cholecystitis were

present in nearly 30 per cent of cases of gallstones; and

in IS.2 per cent cholecj'stitis only was found without

stones. In 879 cases, in which the preoperative diagnosis

was either cholecystitis or cholelithiasis, there were found

as additional complications chronic appendicitis in about

30 per cent of cases, hepatitis in 14 per cent, and pan-

creatitis in 7.4 per cent. So that besides occasional mis-

cellaneous diseases, as rarely cancer and cholangititis, the

important complications are chronic appendicitis in about

one-third of gallbladder troubles, and pancreatitis in nearly

one-twelfth of these cases.

Kirklin, in his review of cholecystography in over 24,000

patients examined within the past four years, makes some

valuable comments. To irregularities of contour the

writer attaches little importance, as denoting disease of

the gallbladder or adhesions, since the gallbladder shadow

has often a perfectly symmetrical contour, when the or-

gan is buried in adhesions, and when the shadow is very

irregular in outline the gallbladder may be found per-

fectly normal at operation. Mottling must be distin-

guished from gas, calcified lymph nodes and costal car-

tilages, and the reviewer would add calcified areas in the

gallbladder itself which he observed in one case where

stones were diagnosed by roentgen-ray films. The most

important and practical observation of Kirklin is that in

nearly 20 per cent of cases with normal cholecystograms

the gallbladder is found diseased at operation. This is

borne out by the work of Caylor and BoUman who have

shown in advanced disease of the gallbladder that concen-

tration of bile may be preserved or even enhanced and it

is upon this function alone that cholecystography depends.

The deduction naturally follows that diagnosis of gallblad-

der trouble cannot be made by the roentgenologist, when

the roentgenograms are normal. The absence of shadow

(or ver>’ faint shadow, so as to be barely visible in all

films) is the only valuable and almost positive sign of

cholecystitis.
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A ver>- valuable paper is that by Louis B. Wilson on

improved training of medical specialists. He finds that,

in addition to four years clinical hospital work, it is es-

sential that during six months of this time the student

should pursue some sort of investigative work that will

require him to delve into some field of anatomy, physiol-

ogy, physiologic chemistiy or pathology, for it is through

thorough grounding in these fundamental studies that ex-

cellence in diagnosis depends. The technic of intensive in-

vestigative work will stand specialists in good stead all the

rest of their professional careers. It has heen possible to

only touch upon a few of the great number of valuable

subjects in this volume from the greatest clinic the world

has ever seen or is likely to see for some time.

Winslow.

A Practtical Medical Dictionary. By Thomas Lathrop
Stedman, A.M., M.D., Editor of the Twentieth Century
Practice of Medicine, etc. Eleventh Revised Edition.

Illustrated. 1222 pp. S7.S0. WiUiam Wood and Com-
pany, New York, 1930.

The new edition of this authoritative dictionary, which

appears every two years, is thoroughly revised, presenting

new titles necessitated by advances in medical knowledge.

Particularly in bactriology has the changed nomenclature

been especially noted. New definitions in the physics of

radiology’ have been extensively adopted. The author notes

certain purifications in medical orthography. The letter k

is changed to c in words derived from the Greek through

the Latin, as illustrated in leucorrhea. The retention of the

terminal e in alkaloids, such as morphine, is in accordance

with the most approved chemical terminology. It is no-

ticeable that the hyphenizaticn of many compound words

has been abohshed, such as gastroenterostomy, gallbladder

and similar words in daily use. At the same time is retained

the suffix ending in al which is commonly omitted in

such words as anatomic and physiologic. Another leading

medical dictionary maintains the opposite forms of spelling

in most of the details mentioned above. It would pro-

mote stability in medical orthography if the same rules

were followed by all such publications.

A medical dictionary is essential for every physician,

whose studies and writings require authoritative reference

concerning spelling, definitions and manifold forms of in-

formation. This work by Stedman is unsurpassed. One will

not be disappointed if he has this book within hand’s reach

for daily use.

Arterial Hypertension. By Edward J. Stieglitz, M.S.,
M.D., .Assistant Clinical Professor of Medicine, Rush
Medical College, University of Chicago, etc. With 21

Illustrations. 280 pp. SS.SO. Paul B. Hoeber, Inc., New
York, 1930.

Medical literature is enriched by’ this valuable and

critical monograph which represents the annual lectures at

Rush Medical College. Separate chapters on the anatomy,

physiology, pathogenesis, etiology', symptoms, treatment and

prognosis of hypertension are followed by two additional

chapters on the factors of cardiac and renal reserve and

finally' one on arterial hy’pertension in pregnancy’.

Of special interest are his v’iews concerning the patho-

genesis of hypertension. The progressive tendency of the

disease is explained by the vicious cycle, resulting from

the essential or fundamental cause of hypertension, in-

creased peripheral resistance due to arteriolar muscular

hypertonia which in time results in vascular muscular

fatigue and this, whatever the initial cause of the hyper-

tonia may be, by reducing the threshold of stimulation,

leads to exaggerated response to lower degrees of stimula-

tion and thus to still more vascular hypertonia. The initi-

ating factors of this hypertonia are characteristically mul-

tiple, and in the individual case these several factors

—

infections, intoxications, endocrine disturbances, heredity, J

etc.—have to be searched for and removed where possible,

Besides evaluating the usual therapeutic procedures the ^
author attacks the problem of hypertension by breaking |

up the vicious cycle not only by attempting to eradicate |

the initiating etiologic factors, but also by eliminating
||

the perpetuating factor of vascular fatigue. This is at- K
tacked by the administration of bismuth subnitrate orally n
for long periods of time, which results in continuous *

enteral absorption of small amounts of powerful vasodilat- i

ing nitrites which are demonstrable in the urine. Five r

years use of this chemical is convincing of its potent thera-

peutic value. A. L. Jacobsons ,

Ultraviolet Rays in the Treatment .and Cure of

Disease. By Percy Hall, M.R.C.S. (Eng.), L.R.C.P.

(Lond.), Hon. .Actino-Therapist, the Mount Vernon
Hospital, London and Northwood, etc. With introduction

by Sir Henry Gauvain, MA., M.D., M.C. (Camb.),

F.R.C.S., Medical Superintendent, Lord Mayor Treloar

Crippples’ Hospitals, and Leonard E. Hill, M.B. (Lond.),

F.R.S., Director, Department of .Applied Physiology and

Nation Institute of Medical Research, London. Fourth

Edition. 248 pp. $4.50. The C. V. Mosby Company,
St. Louis, 1930.

Much has been written during recent years concerning

the employment of ultraviolet rays in treatment of dis-

ease. To most minds the subject is hazy and obscure.

Some profess skepticism as to any benefit deriv’ed from this

method of treatment. If one will read this book, he wDl

find a clear discussion of the physics, physiologv’, pathology

and hygiene of light which clearly explains the role which

it plays in the e.xistence of life and relief from disease.

The respective spheres of infrarer and ultraviolet rays

are clearly and convincingly presented. It is empha-

sized that ultraviolet rays, far from being harmless, may

prove detrimental unless used skilfully and with under-

standing. Chapters are devoted to the employment of actin-

otherapy in a great variety of diseases, ranging from those

of skin, neurasthenia and nervous conditions to stomach

disorders, rheumatic, tuberculous, asthmatic and metabolic

disorders. If one is seeking real information from an au-

thoritative source, he will not be disappointed in reading

this volume. It is one of the most conservativ’e and satis-

fying works on this subject which has been published. It

can be commended as of real value.

Galv.anism and Sine Current Technic. By Frederick H.

Morse, M.D., Ex-President of the .American Electro-

Therapeutic .Association, etc. 254 pp. S6.50. The Tudor

Press, Inc., Boston, 1930.

The author of this volume is one of the best known

physical therapists. .As an instructor and practitioner in

this special line of work his name is familiar to everyone

who follows this line of practice. While lower voltage cur-

rents are employed by every physical therapist, their mani-

fold applications are neglected by many. The author de-

votes comparatively little space to the explanation of the
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basic principles or theories of galvanism and since cur-

rents, this volume being devoted chiefly to their practical

uses. Methods of applying galvanism in the treatment of

specific diseases are outlined with sufficient illustrations to

emphasize the text. The chapter on electrodiagnosis clearly

and concisely presents the method of its application. The

treatment of different diseases by the galvanic current is

described, the technic of each being properly illustrated.

The author has written many articles concerning intes-

tinal stasis. The relief of this condition by sinusoidal cur-

rents is described at some length. Colonic irrrigation and

electricity in gj'necology receive due consideration. One

might criticize the brevity of some explanations, where

more detail might be useful, but the author’s purpose is

clearly to employ brevity in description. This is a helpful

book for this phase of physical therapy.

Diseases of the Skim. A Text-book for Practitioners and
Students. By George Clinton Andrews, A.B., M.D.,
Associate Professor of Dermatology, College of Physicians

and Surgeons, Columbia University; Consulting Derma-
tologist and Syphilologist to Tarrjdown Hospital; to

St. John’s Hospital, Yonkers; to Grassland’s Hospital;

and to the Broad Street Hospital, New York City. 1901

pages with 988 illustrations. Philadelphia and London:
W. B. Saunders Company, 1930. Cloth, $12.00 net.

This book is probably the most complete edition of any

of the various isssues of dermatology in the English litera-

ture. The chapters on roentgen-ray, radium and ultraviolet

therapy, from the standpoint of dermatology, are probably

the most complete to be found in any general text in

dermatology. Practically every condition is well illustrated,

with from one to four illustrations of every phase of any

particular condition. The edition includes the complete

biography of all important literature up to the time of this

edition. The one frank criticism is that the book tends to

follow the more or less stereotyped procedure, as classify-

ing dermatology purely on a pathologic rather than an

etiologic basis. Parker.

.\n Introduction to the Study of Physic (Now for the

first time published). By William Heberden (1710-

1801). A Prefatory Essay by LeRoy Crummer, with

a Reprint of Heberden’s Some Account of the Disorders

of the Breast. Portrait in Photogravure. Six Illus-

trations. 159 pp. $2.00. Paul B. Hoeber, Inc., New
York, 1929.

Anyone interested in medical bibliography will find

much of profit in this volume. Heberden was one of the

distinguished medical men of his century, being contem-

porary of the Hunters and Harvey. He was physician

to Sir Samuel Johnson, Cowper and other literati, and an

intimate of Benjamin Franklin. His medical publications

were among the famous texts of the day. One of the

best known was “Some Account of a Disorder of the

Breast,” published in 1768, describing the well known an-

gina p>ectoris which term he introduced in this essay.

An Introduction of the Study of Physics was recently

discovered by Crummer in an old book store, which be

purchased for a small sum, its v'alue as a work of an-

tiquity in the script of the author not having been recog-

nized. It is published in full in this volume, being thus

for the first time presented to the public. It consists of

short chapters on botany, chemistrj’, materia medica, anat-

omy, surgery and a few other topics. The text displays

the versatility of this distinguished author and offers in-

teresting comments on various phases of medical practice.

He states that in the study of both chemistry and botany

the young physician is taught how to get enough to warn

him not to get too much. In the study of anatomy the

student is cautioned he will have few opportunities of

improving in anatomy after he has begun practice but must

live on the stock of his early studies. He includes an in-

teresting chapter on ancient Greek and Latin medical writ-

ers, some of which seem to have been utilized in his day.

Dietetics and Nutrition. By Maude A. Perr>-, B. S.,

Formerly Director of Dietetics at the Michael Reese

Hospital, etc. 332 pp. $2.30. The C. V. Mosby Com-
pany, St. Louis, 1930.

The aim of this book is to present scientific and tech-

nical material in plain and simple language to meet the

needs of schools, training schools for nurses, graduate

nurses, physicians and teachers. Beginning with a chapter

on food and the normal diet, there follow discussions on

nitrogenous and nonnitrogenous foods, outlining the values

and necessities for each. A chapter on vitamins discusses

them from A to E, outlining the function, source and suit-

abilities of each. Separate chapters are devoted to the

dietaries of specific disease, with suggested test meals for

different conditions that may arise. A chapter on keto-

genic diet therapy offers interesting suggestions for over-

coming ketosis in certain conditions. Anyone might find

it profitable to read this volume.

Outline in Obsietrics for Nurses. By F. W. Rice, M. D.,

Instructor in Obstetrics, Iowa Methodist Hospital, Des
Moines, Iowa. Illustrated. 228 pp. $2.00. The C. V.

Mosby Company, St. Louis, 1930.

The author states this is intended as a quick reference

book, enabling one to get a bird’s-eye view of symptoms

and treatment. The various features of delivery are briefly

outlined with numerous illustrations illustrating the teach-

ings. A nurse can herein obtain much information pre-

sented clearly and concisely.

Results of Tonsillectomy. Considering all the data

from a ten year follow-up study of tonsillectomized chil-

dren, Albert D. Kaiser, Rochester, N. Y. {Journal A. M. A.,

Sept. 20, 1930), concludes that: The real value of the re-

moval of tonsils and adenoids cannot be definitely estab-

lished in a few years. Apparent benefits during the first

few postoperative years are not so evident over a ten year

period. Outstanding benefits are apparent in influencing

the incidence of sore throats over a ten year period. Sub-

stantial benefits are apparent in rendering children less sus-

ceptible to scarlet fever and diphtheria, .\cute head colds

and otitis media, though definitely lessened over a three

year period, are not essentially influenced over a ten year

foUow-up period. Cervical adenitis is decidedly reduced in

tonsillectomized children over a ten year period. The re-

spiratory infections, such as laryngitis, bronchitis and

pneumonia, not only are not benefited but actually occur

more frequently in tonsillectomized children. First attacks

of rheumatic manifestations occur from 30 to 50 per cent

less often in tonsillectomized children. The greatest reduc-

tion occurs in children tonsillectomized early. Recurrent

attacks are not benefited at all. Incomplete tonsillectomies

do not offer the same protection against the usual throat

complaints and infections as complete removal of tonsils.

The hazards of tonsUlectomy must be considered in evalu-

ating the end-results. Considering this hazard, the late re-

sults seen in 2,200 children ten years after operation are

evident only in the reduction of sore throat, cervical ade-

nitis, otitis media, scarlet fever, diphtheria and rheumatic

fever and heart disease.
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ADDRESS

COOPERATION IN THE MEDICAL
PROFESSION*

Wilson Johnston, M.D.

PORTLAND, ORE.

Through your graciousness in electing me your

president, it becomes my pleasing duty to welcome

you to the fifty-sixth annual meeting of Oregon

State Medical Society. We are glad to have you

share our Portland hospitality. We hope your

stay may be most pleasant, that good fellowship

may prevail and that the keen interest which al-

ways dominates our scientific meeting will not be

lacking.

A little over a year ago we welcomed to this city

our great national medical organization, the Ameri-

can Medical Association. Those of you who attend-

ed that meeting know that words of mine cannot

adequately describe how splendidly, efficiently and

generously the needs of the Association, its mem-

bers and guests were taken care of. That meeting

was a credit to the profession of Oregon and some-

thing w’hich they may long regard with pride and

satisfaction. We know that such a meeting did

not just happen but was the result of careful plan-

ning and much work on the part of all members,

especially those serving on the different divisions

of the committee of arrangements. As president,

I wish to express publicly to Dr. E. A. Sommer,

• President’s Address, read before the Fifty-sixth
Annual Meeting of Oregon State Medical Society, Port-
land, Ore., Sept. 17-19, 1930.

chairman of the committee of arrangements, and to

all the members of his committee, the hearty ap-

preciation of the Society for their most excellent

work.

This year we have reached the membership goal

set by the fifty-second annual meeting of this So-

ciety in 1926, when the need of a full time execu-

tive secretary was stressed and the prediction made

that with a permanent five year program we could

increase our membership to seven hundred. This

year our membership reached seven hundred and

sixteen with fourteen deaths, leaving a net member-

ship of seven hundred and two.

With about fifteen thousand persons directly

associated with the practice of medicine and its

branches, it would seem that we have a group with

tremendous potential possibilities for professional

and public good if properly organized. The coordi-

nation of all organizations interested in the preven-

tion of disease should be an important function of

the state Society and the Oregon Public Health

League. A Council or Advisory Board, consisting

of the presidents and secretaries of these different

organizations, should meet once or twice a year to

discuss the various phases of their work and to see

that there is no overlapping of programs, no chance

of friction and that all the work planned has the

approval of the medical members of the Board.

At the last annual meeting of the House of Dele-

gates, the Committee on Public Policy recommend-

ed that steps be taken to secure the passage of a

basic science law by initiative at the general elec-

tion in 1930. When your officers started to carry
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out this recommendation, they found the profession

was not a unit as to the best type of basic science

law or the best method of securing the passage of

such a law. This year has, therefore, been devoted

to presenting this subject to the district and county

societies. I have visited all district societies except

two, and hope that some progress toward a better

understanding of the basic law has been made. It

is proposed that this subject be kept before the

county societies for the next two years.

In all the societies visited there has been open

dissatisfaction with the present policy of the In-

dustrial Accident Commission in granting an in-

creasing number of contracts to hospital associa-

tions. This question was asked me more than once,

“How is it that hospital associations and groups

can send a layman into my town and solicit busi-

ness and the doctors of those organizations still be

considered ethical while, if I solicit business from

house to house, I am considered unethical and

dropped from the Society.” These questions should

be answered by this Society in no uncertain man-

ner. It is time either to hold to the traditions and

ethics of the profession or to put them in discard.

The status of industrial practice is the most dis-

turbing factor in the profession at the present time

and it challenges the best minds of our members.

In speaking of industrial practice, I want to recog-

nize two distinct types; one, where large corpora-

tions employ physicians to take care of their em-

ployes on salary and where assistants, hospitals

and consultants are paid adequate fees; the other,

a parasitic type that plays the physicians and hos-

pitals against one another so as to reduce fees to

the minimum and from whom the collection of an

emergency fee is like pulling the proverbial hen’s

tooth. This latter is the disturbing type and is al-

together objectionable to the medical profession

and the spirit of medicine.

One of the hopeful marks of progress has been

the establishment of two central county units this

year, one at Eugene for Lane county and the other

at Salem for Polk and Marion counties. This spirit

of cooperation in the profession has great possi-

bilities and may eventually lead to the solution of

this vexing and perplexing industrial practice prob-

lem.

In conclusion, I wish again to express my thanks

for the honor of serving as your president and to

thank all of those who by word or deed have con-

tributed to the success of my administration and

to assure the Society of my most hearty goodwill

and best endeavor in the future.

ORIGINAL CONTRIBUTIONS

M.ALIGNANCY OF THE LARGE BOWEL *

Fred W. Rankin, M.D.
ROCHESTER, MINN.

That marked progress has been made in the

general treatment of carcinoma is, I believe, a rea-

sonable assumption, and not tinged with too much
optimism. That this success pertains especially to

diagnosis, treatment and prognosis of malignant

lesions of the colon is an unescapable conclusion,

if one studies a long series of cases. That this prog-

ress in dealing wdth carcinoma of the large bowel

and rectum (for they must be considered so closely

allied as to be inseparable in treatment) has been

forwarded by improved methods of diagnosis, par-

ticularly roentgen-ray diagnosis, as well as by pre-

operative care for rehabilitation, and careful selec-

tion of technical maneuvers, is self-evident.

Knowledge of the physiologj' of the large bowel

is steadily increasing, and yet much remains to be

done in this field before relief can be afforded from

many ailments, particularly those of low-grade in-

flammation now amenable in some measure to med-
ical treatment. The absorption of the fluid from

the right half of the bowel, and the use of its left

segment as a storehouse, emphasize the difference

in development of the two segments and are, per-

haps, the greatest factors in determining the type of

growth as well as the chain of symptoms pro-

duced by neoplasms. All but about 10 per cent of

the absorption of fluid in the gastrointestinal tract

takes place in the right half of the colon. Con-

sequently, this is the active physiologic portion of

the large bowel and symptoms arising from it rep-

resent a disturbance in the physiologic equilibrium,

whereas the bowel on the opposite side, harboring

a different pathologic type of growth and being host

to a hardened, formed type of intestinal content,

naturally reflects its symptoms in obstructive phe-

nomena.

To set down accurately, in sequence, a chain of

symptoms caused by carcinoma of the large bowel

is impossible, particularly if one desires to empha-

size merely the earlier manifestations of the disease.

The obvious reason for this is that the symptoms

vary in different segments of the bowel according

to the situation of the lesion, its pathologic type

and the presence or absence of complications, such

* Division of Surgery, The Mayo Clinic, Rochester,
Minn.

* Read before the Forty-first Annual Meeting of
Washington State Medical Association, Mount Baker
Park, Wash., Sept. 2-3, 1930.
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as metastasis, perforation or ulceration. Unques-

tionably, the greatest advance in the diagnosis of

diseases of the large bowel in the last decade has

been at the hands of the roentgenologists, and

today, with adequate preparation and cooperation

on the part of the patient, the roentgenologist may,

by fluoroscopic examination and by supplementary

evidence on roentgenograms, report the presence of

lesions which will be proved at operation in the

same satisfactory and accurate percentage as in

diseases of the upper part of the gastrointestinal

tract. An accurate roentgenologic diagnosis of 95

to 97 per cent of gastric or duodenal lesions is no

longer looked on as unique. To approach this high

degree of perfection in the diagnosis of colonic

lesions beyond the view of the proctoscope, namely,

the middle of the sigmoid flexure, is not only within

the realms of possibility but an accomplished fact.

Weber, in 1929, in the Section on Roentgenology of

The Mayo Clinic, made a correct diagnosis in nine-

ty-nine of one hundred and two organic lesions of

the large bowel, beyond the middle of the sigmoid

flexure, as was proved by subsequent exploration.

Carcinoma always causes more or less pronounced

interference in the integrity of the lumen of the

colon. If there is distention of the lumen with

opaque material, this can be visualized and the

deformity is known as a filling defect. Rarely a

nonmalignant affection of the large bowel will ex-

hibit this phenomenon as well, but when it is due

to carcinoma it has pathognomonic features which

make the diagnosis accurate, and its persistence of

occurrence and tjq^ical characteristics make the

radiologic method the only objective preoperative

diagnostic evidence at our disposal. Radiologically

controlled, and aided by palpatory manipulation,

the opaque enema is the method preferred for ac-

curate localization of the filling defect in the large

bowel. I emphasize the opaque enema in contradis-

tinction to the oral meal, because of the tendency in

some quarters to continue this obsolete and unsat-

isfactory method which, aside from its lack of ac-

curacy, is in the case of an obstructing growth a

positive menace, since not infrequently it produces

acute intestinal obstruction superimposed on a

chronic process.

Under the fluoroscope, definite canalization of

the lumen of the bowel may be visualized and the

rough, jagged contours of its margins, associated

with the firm, knotty consistence of the mass, which

is frequently felt in association, are the cardinal

differential characteristics. Occasionally, in the sig-

moid colon, because of its inaccessibility deep in

the bony pelvis and its frequent fixation there by

any process affecting it or by complicated anoma-

lous multiplication of its coils, the difficulty of in-

spection makes the diagnosis relatively uncertain.

That this is a rare occurrence, however, is borne out

by the clinical experience; it is now universally

recognized that the most significant factor of error

is the failure on the part of the roentgenologist

to obtain adequate exposure of the involved lumen

of the bowel. With this valuable addition to our

diagnostic armamentarium, an accurate anamnesis

and a careful general examination should permit

a diagnosis of organic colonic disease in most cases,

or should at least give sufficient evidence of a lesion

to urge a complete roentgenoscopic examination at

the hands of a competent roentgenologist. With im-

provement in roentgenologic technic and as famil-

iarity with symptoms of organic disease of the

colon increases, I am convinced that more routine

general examinations will call for more routine co-

lonic examinations, particularly roentgenographic

and proctoscopic, with the result that a higher per-

centage of latent lesions will be discovered at a

time when they are more susceptible to measures

of extirpation.

The sequence of events which occurs in cases

of carcinoma of the colon, differing as it does ac-

cording to situation and pathologic change, is

fairly conclusive, if one divides the colon sharply

into two segments, the right half, which corre-

sponds to that portion proximal to the middle of

the transverse colon and which develops with the

midgut, and the left half, which is distal to the

middle of the transverse colon and is developed

with the rectum from the hindgut. In the right half

of the large bowel, the large, flat, ulcerating

growths, frequently covered with stubby protuber-

ances like granulation tissue, occur on the lateral

wall of the colon and present a large, ulcerating

surface for absorption but do not tend to produce

obstruction because of: (1) the liquid nature of

the fecal current at this point; (2) lack of a

tendency to encircle the bowel, the lumen of which

is greater here than elsewhere in its course; and

(3) the likelihood that the growth will go on to

penetration, perforation or the formation of abscess.

In most cases, symptoms of carcinoma in the

right side of the colon may be classified under three

main headings: (1) so-called dyspepsia, mild in

character, with few localizing symptoms, and usual-

ly diagnosed chronic appendicitis; (2) loss of

weight, loss of strength, weakness and profound

anemia;’ and (3) a mass or tumor accidentally

I
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discovered in the right iliac fossa which on further

investigation will prove to be a neoplasm.

The first group represents a high percentage of

latent, unsuspected cases of carcinoma of the right

half of the colon which may be interpreted early,

if routine roentgenologic examinations are urged.

It should be emphasized here that in most cases

of carcinoma of the colon in the earliest stages,

very few pathognomonic symptoms are manifest,

but usually a warning is given by change of bowel

habit or bowel irregularity, such as mucous diar-

rhea, or alternating periods of diarrhea and con-

stipation. Should the suggestive symptoms of ir-

regularity of the bowel appear early without ex-

plainable cause over a period of a week to a month,

a routine examination certainly would prevent many

of the sad disasters to patients who present them-

selves in the late stages of the disease with com-

plications and distant metastasis. Pain or local

tenderness over the cecal area, simulating appendi-

citis and wdthout a tendency to disappear entirely,

should call attention to the necessity of examina-

tion of the gastrointestinal tract because these are

among the early symptoms.

In the second group, namely, that characterized

by anemia, weakness and loss of weight, one ele-

ment is outstanding in the symptoms relative to

the right half of the colon, profound anemia with

concomitant decrease in the entire blood picture,

yet without visible loss of blood. Attention may
be called to such anemia by the patient’s inability

to carry on his work or by unexplained weakness, or

it may be found on routine examination without

apparent cause. An exact explanation of this type

of anemia cannot be given, but it is probably due to

some perverted function of the mucous membrane

which impairs it to such an extent that absorption

of toxins from the broad, infected surface of the

growth occurs, as the work of Whipple and Smith,

Koons and others, has demonstrated. It is cus-

tomary in textbooks on the subject to demand dis-

tinction between carcinoma of the stomach and

pernicious anemia, but I think that more often one

is called on to distinguish between pernicious ane-

mia and carcinoma of the right half of the colon.

True, the blood picture of pernicious anemia does

not resemble the secondary anemia of either ex-

tensive carcinoma of the large bowel or stomach,

but the distinction between primary and secondary

anemia is so important that it must always be

made, and in the production of secondary anemia,

organic lesions of the right half of the colon cer-

tainly stand among the most prominent causes.

The syndrome of neoplastic growths of the left

half of the colon is evidenced more by symptoms

of obstruction of an acute, subacute or chronic

nature than by physiologic disturbances. The type

of growth which tends to encircle the lumen of the

bowel, the hard, formed fecal content of the left

half of the colon, and its anatomic make-up, all

predispose to obstruction, so to speak. Borboryg-

mus and visible peristaltic movements, associated

with increased flatulence, may be accounted for by

change in the intestinal content, or it may be due

to degeneration of the tumor or to obstructive

changes which accompany stenosis. Visualization of

peristalsis is possible only in lean subjects or in

those in whom contraction of the lumen of the

bowel produces such obstruction as to bring about

proximal dilatation with increased stenosis. Tume-

faction in the left half of the colon is more com-

mon than in the right half, possibly because of the

greater accessibility of the left half of the colon,

but probably because of the obstructive nature

which dams back the content of the bowel and

produces dilatation. The progressive constipation of

elderly persons, which occurs in from about 25 to

40 per cent of the cases, should, as a rule, call at-

tention to mechanical stenosis before routine ex-

amination is made.

The definition of constipation by any individual

patient is difficult to interpret. Many patients,

when questioned about the number of stools passed

each day, do not inform the examiner accurately,

for frequently they are inclined to consider the

bowel movements normal when they have gone to

stool four to six times and, in fact, pay little at-

tention to early irregularity, whether it is mani-

fested by constipation or diarrhea. Chronic diar-

rhea in the case of an elderly patient may often

be due to malignancy.

Blood in the stool is a symptom which is usually

emphasized in any consideration of carcinoma of the

large bowel. It is my belief that the blood must be

bright red, or that continual tests for positive oc-

cult blood must be made before significance can

be attached to its presence. Blood in the stool may

come from any portion of the alimentary tract.

When it is secondary to carcinoma, it frequently is

due to trauma caused by the growth, as at the

angles of the colon and in the left half of the colon.

Bright red blood in or on the stool is pathogno-

monic of rectal lesions. If tests for occult blood

give positive results, the lesion may be anywhere

between the buccal cavity and the rectum, and, in

my experience, this has been of more significance
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in the diagnosis of unusual tumors of the small

bowel than of lesions of the colon and rectum.

I would emphasize a little more in detail the

obstructive phenomena which occur in cases of car-

cinoma of the colon, usually of the left half. Ob-

struction may be of three varieties, acute, sub-

acute and chronic, and in any event it represents a

serious, and unless relieved a lethal, complication.

In about 5 per cent of all cases of malignancy

of the large bowel, acute obstruction occurs without

premonitory symptoms, “out of a clear sky.” It

may be due to volvulus, intussusception, plugging

of the lumen of the bowel or to swelling of an in-

flammatory process, superimposed on the malignant

lesion. The chronic or subacute varieties, however,

are much more frequently met with and, in con-

junction with tumefaction or borborygmus, blood

in the stool, or other well-known signs of carcinoma

of the left half of the colon make the diagnosis rela-

tively certain.

Burgess, in a review of a large series of cases of

intestinal obstruction in a hospital in Manchester,

England, noted that a third of all cases of acute

obstruction resulted from acute stenosis of the

colon, and he pointed out that, if one could exclude

hernia and intussusception, after localizing the le-

sion to the colon, the chances were nine to one that

malignancy would be the cause. Chronic intestinal

obstruction is probably present in most cases of

carcinoma of the large bowel at one time or another

and its tendency is progressive. Usually the pre-

monitory symptoms of irritability of the bowel or

change in bowel habit, which are the earliest symp-

toms of a malignant lesion of the colon, are caused

in the left half of the colon by the beginning steno-

sis secondary to the growth.

Tenesmus as a symptom of carcinoma of the

colon is not significant, except when the growth

is close to the rectum. When the growth is at the

rectosigmoid juncture, and as it approaches the rec-

tal sphincter, tenesmus increases and straining at

stool is more marked. It is an untrustworthy symp-

tom of disease of the colon and is rarely found

except in the presence of low-lying growths.

In summarizing the diagnostic evidences of car-

cinoma in any of the segments of the large bowel,

it may be said that the most significant early

symptoms are: (1) change in bowel habit, as evi-

denced by increased irritability of the bowel, some

form of diarrhea, usually designated as mucous

diarrhea, or alternating periods of constipation and

diarrhea; (2) localized pain or tenderness without

a tendency to disappear; (3) tumefaction; (4) pro-

found anemia, usually not associated with loss of

blood; and (5) obstruction of the acute, subacute

or chronic variety. Confronted with any of these

suggestive phenomena, a patient should immedi-

ately be urged to undergo, at the hands of a com-

petent roentgenologist, a complete examination of

the intestinal tract in the belief that the presence

or absence of an organic lesion may be positively

demonstrated. In this connection, I would strongly

urge that such symptoms as loss of weight, ca-

chexia, dehydration and desiccation, commonly set

down in textbooks as symptoms of carcinoma of

the large bowel, are in reality symptoms of metas-

tasis and approaching lethal state, and that the re-

sponsibility of waiting for the development of such

a chain of evidence to establish a diagnosis of ma-

lignancy falls on the examining physician, and is

not to be treated lightly.

SURGICAL PROCEDURES

Surgical removal of carcinoma of the colon un-

questionably precedes all other measures from the

standpoint of curability. If the lesions cannot be

removed in a radical manner, that is by extirpation

of the local growth and lymph nodes in immediate

juxtaposition, frequently side-tracking operations

or palliative measures may be employed. I shall

not consider the use of radium or roentgen rays in

the treatment of carcinoma of the colon because I

am not familiar with the technical details of admin-

istration, and my limited experience has left me
little optimism as to their curative value. In fair-

ness to these reagents, it must be admitted that

the inaccessibility of the growth and lack of direct

application are largely responsible for unsuccessful

end-results in many cases in which they are used.

Surgical extirpation, as applied to carcinoma of the

colon, is again governed by the site of the growth,

and measures adapted for removal of carcinoma of

the right half are not applicable to growths in the

left half. The fundamental principle of individuali-

zation of the patient with growths in the rectum

or colon, from which deviation has been rare in The

Mayo Clinic during the last three years, the stress-

ing of standardized preoperative measures, and the

careful selection of technical maneuvers have aided

materially in improving end-results. Preoperative

rehabilitation aims at: (1) increasing the patients’

resistance, for most of them are poor risks and are

rarely able to stand a formidable surgical proced-

ure; (2) improving the local condition by reducing

infection around it; and (3) adequately individual-

izing each case, selecting the optimal time for ex-

ploration and the most advantageous type of pro-
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cedure, either in a graded or in a single maneuver.

Such preoperative rehabilitation measures as blood

transfusions, increase in the amount of intake of

fluid, adequate and proper dietary measures and

occasionally drainage procedures, have proved ex-

ceptionally beneficial. The local infection 'around

the growth and the amount of obstruction present

are attacked at the same time by decompression

measures, such as repeated enemas, judicious pur-

gation and occasionally, in cases of more advanced

obstruction, the employment of cecostomy or en-

terostomy as a preliminary step to subsequent re-

section.

Introduction of intraperitoneal vaccine of strep-

tococci and colon bacilli has proved so satisfactory

that it is done as a routine in the clinic. Theor-

etically, it is a correct procedure and experience in

nearly five hundred cases has convinced us that it

has a direct bearing on mortality from peritonitis,

which is the greatest single lethal factor.

The choice of an anesthetic is important, both

from the standpoint of the patient and the surgeon.

It has been my custom in the last three years to

employ spinal anesthesia in all operations on the

colon and rectum as a routine, unless it is decidedly

contraindicated. I make the single exception in

perineal extirpation of the rectum, which is done

following colostomy under caudal, or sacral and

caudal, anesthesia. I accept the probable increase

in risk with spinal anesthesia over the inhalation

method, but I do this with full knowledge that if

the patient survives the operation, the chances of

subsequent contamination are minimized because

the abdomen is splinted and kept quiet over a

period of thirty-six to forty-eight hours. Thus far

untoward results have not occurred following the

use of spinal anesthesia and I feel confident that

its emplo3mient may be continued into the future.

The ease of operating, the satisfactory exposure

and the bloodlessness of the field, all militate to

more satisfactory technical procedures, while the

postoperative quiescence of the gastrointestinal

tract is a most desirable feature against subsequent

peritonitis.

The choice of operation differs in the two halves

of the colon and may not be considered in detail

here. I believe, however, that a good working rule

for growths in the right half is the employment of

a single procedure only in the very best class of

risks; in the average or poor risks, a grade maneu-

ver is indicated. It is my belief that the operation

of choice for removal of growths in the right side

of the colon is aseptic anastomosis between the

terminal portion of the ileum and the transverse

colon, dividing the bowel and implanting it end-to-
^

side. I emphasize the necessity of making an end-

to-side anastomosis because of the fact that any ' •

graded maneuver has as its primary object the

desire to remove the infection in and around the i

growth. This is impossible if the fecal stream is not Ij

diverted, and lateral anastomosis fails to do this !

most incompletely.

If, after making the anastomosis, one decides

that the patient’s condition and the local condition

warrant extirpation of the right half of the colon i

at this stage, it is a perfectly feasible operation and ;

may often be successfully accomplished. I believe

that in about half of the cases of carcinoma of the

right half of the colon, a single stage maneuver

may be accomplished at the primary operation. In

the cases which constitute poor risks, after rehabili-

tation measures have been carried out, ileoclostomy

and resection may best be accomplished in two

stages. If a single-stage operation is attempted, it

is often advantageous either to do an ileostomy

distal to the anastomosis, or to bring the cut end

of the bowel, which is turned in with catgut sutures

up into the skin, through the peritoneum, so it may
be grasped with forceps on the fourth or fifth day,

after the C. H. Mayo method, if intracolonic dis-

tention develops from pressure of gas. Drainage

following extirpation of the right half of the colon

is, of course, an individual problem which must be

decided as such.

If the growth is situated beyond the hepatic

flexure or, more accurately, beyond the middle of

the transverse colon and down to the juncture of

the middle and lower thirds of the sigmoid, I

prefer to remove the offending segment of bowel
]

at one stage by an obstructive type of resection in
|

every case in which chronic or subacute obstruc-

tion may be reduced to a minimum. I have found

this type of procedure, which utilizes all of the

satisfactory fundamental principles of the Mikulicz

operation and avoids all of its disadvantages, the

most satisfactory for removal of all mobile seg-

ments of the bowel. By mobilizing the bowel ac-

curately, ligating the blood supply close to the root

of the mesentery, and extirpating all of the glands

and gland-bearing tissue in the immediate vicinity

of the growth, just as radical a resection may be

carried out as is possible by any t3q3e of surgical

procedure. IVIaking sure of the blood supply to

the two ends of the bowel, and leaving a clamp on

after the bowel is removed and the toilet of the

peritoneum is completed, leaves the colon complete-
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ly obstructed for a period of forty-eight to sixty

hours. At the end of this time the proximal clamp

is released and gas pressure blows the end of the

colon open. The subsequent steps of the operation

are completed exactly as in the old Mikulicz opera-

tion. It is the rule that most of these wounds heal

spontaneously at the end of about two months, if

enough spur has been removed from between the

two gun barrels and pouting mucous membrane has

not been left outside of the wound. The Mikulicz

operation, as originally described, is now used in

only a few cases, but the operation in its present

form takes care of the majority of cases of carcino-

r ma in mobile segments in the colon.

Occasionally it is essential to do colostomy for

1 1 decompression, with resection and anastomosis at a

\ second stage. This procedure is the second choice

|!
but is applicable to many cases and may be used

satisfactorily when indicated.

I

One particular point should be emphasized in

I relation to the operation for carcinoma of the colon,

i
and that is the importance of the time element only

I insomuch as sufficient time is allowed to elapse

I

between stages. To hurry to the second stage with-
'

out waiting a considerable time following the initial

ij step is not only a mistake but frequently results

I
in disaster. I have found that the longer I wait

I between stages the more likely is the outcome to

•
I

be favorable.

MORTALITY

The admittedly high mortality rate following sur-

r, gical removal of portions of the large bowel for

I' carcinoma seems to be compensated for by the

satisfactory end-results. For since we have been

i accustomed to look on the mortality rate as neces-

c! sarily huge, following operation for carcinoma of

li the rectum and colon, many surgeons have lost

II their optimism for attacking such growths by ex-

V tensive maneuvers. Unquestionably, a mortality

» rate of 10 or 12 per cent, or even higher, is dis-

) couraging when compared with the immediate sur-

r gical mortality in carcinoma of the breast, lip,

» body of the uterus and so forth, but if a compari-

0 son is made of the immediate mortality in car-

1 cinoma of the large bowel and in carcinoma of

II the stomach, I believe the results will be favorable,

r There are no simple surgical procedures with which

C to “dilute” the mortality following operations for

I carcinoma of the large bowel. If one compares the

I final results in resections of the bowel to resec-

) tions of the stomach, the discrepancy in mortality

I will be slight.
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During the last year, at The Mayo Clinic, 527

patients were submitted to operation for organic

disease of the large bowel, largely carcinoma. Of
this group, 380 patients had carcinoma of the large

bowel and rectum for which 238 resections were

performed. Sixty-five of the patients died, a mor-

tality rate of 12.3 per cent. However, in this group,

755 operations were performed, making the mor-

tality rate, by operation, 8.6 per cent. The opera-

bility of 57.5 per cent is high, but unquestionably

could be improved by earlier diagnosis which

would permit a larger number of patients to seek

relief at an earlier stage, before metastasis or local

fixation rules out the possibility of surgical treat-

ment of a curative nature.

REHABILITATION IN SURGERY
OE THE COLON*

S. E. Herrmann, M.D., Ph.D.,

TACOMA, WASH.

There have been various periods in the develop-

ment of surgery. Ancient surgery was followed by

anatomic, antiseptic and aseptic periods, each

bringing advances based on the extension of scien-

tific knowledge in a particular field. We are at

present in what might be called the rehabilitation

period. In this modern period actual surgical inter-

vention is merely one incident in the management

of a patient. All forces, medical and surgical, are

combined in investigating and attempting to cor-

rect every pathologic factor before and after the

operation. There are diseases that are immediate

surgical emergencies, such as hemorrhage, acute

intestinal obstruction, acute perforation, acute ap-

pendicitis, but the greatest advance in recent times

has been made in those conditions, in which, al-

though necessarily surgical, there is time to be

more deliberate, and to first rehabilitate the pa-

tient. Not a little of the improvement has come

through greater application of physico-chemical

knowledge. An outline of the proper steps in the

management of surgical lesions of the colon will

illustrate what is meant by such rehabilitation.

The number of surgical lesions of the colon is

relatively small. Cancer, benign tumor, hyperplas-

tic tuberculosis, chronic ulcer, stricture, diverticul-

itis practically complete the list. Perhaps chronic

ulcerative colitis should also be mentioned, al-

though it is not often by choice or necessity a

surgical disorder. In most of these lesions, except

* Read before a meeting of Pierce County Medical
Society, Tacoma, Wash., Sept. 23, 1930.

REHABILITATION OF COLON HERRMANN
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the last named, there is one common pathologic

factor which causes the alteration in physiology,

and which must be corrected, namely, obstruction.

When one considers all the many ailments

ascribed to constipation, it is surprising to note

how little apparent disturbance in physiology re-

sults from actual chronic intestinal obstruction.

The obstruction which results from a grownng car-

cinoma of the colon develops gradually. In the ab-

sence of metastasis and malignant cachexia ob-

struction may become relatively complete before

anorexia, staiv’ation and dehydration cause ill

health. Until such time there may be little loss of

weight and strength. Demonstrable changes in

blood chemistry also appear very late. In the pres-

ence of a large, sloughing, infected, ulcerating le-

sion, such as one sees in the right half of the colon,

notably the cecum, a high degree of secondary ane-

mia will also develop.

There is apparently no abnormal absorption

from an obstructed colon unless, in addition to the

obstructive pressure, there is also a break in the

surface of the mucosa. This was shown by the ex-

periments performed by Higgins and myself.^ We
produced colonic obstruction in dogs by means of

tape ligatures and then fed them colloidal graphite

(hydrokollag). There w^as no demonstrable absorp-

tion of graphite particles unless ulceration devel-

oped in the obstructed, distended colon; but under

these conditions the graphite entered the intestinal

capillaries and could be abundantly demonstrated

in the liver. From this combination, then, of ob-

struction plus ulceration one may expect toxemic

symptoms. Incidentally this same combination may
be the reason for earlier metastases to the liver

from lesions of the left colon, where obstruction

more readily becomes complete and the distending

pressure, therefore, will be relatively great.

These factors, obstruction, starvation, dehyrda-

tion, anemia and possibly toxemia, are the basis of

the rehabilitation problem in the case of a patient

with a colonic lesion who is to be prepared for sur-

gery. To operate on the distended abdomen of an

enfeebled, emaciated, dehydrated patient means al-

most certain death. The wall of the dilated colon,

packed full of fecal material, may be reduced to a

mere membrane almost as thin as tissue-paper, and

any surgical manipulation is liable to cause fatal

soiling of the peritoneal cavity. Much can be done

by proper preoperative preparation.

Unless the obstruction is absolute, which is sel-

dom the case, there need be no hurry about surgi-

cal intervention. Preliminary preparation in the

hospital is very essential. The fluid balance is re-

stored by plentiful administration of liquids by

mouth if tolerated, or usually by hv'podermoclysis

or intravenous infusion. Enemas two or three times

daily, together with catharsis, gradually effect an

emptying of the distended colon. A nonresidue car-

bohydrate diet supplies energy, and does not refill

the bowel with fecal mass. This diet will consist

largely of fruit juices, candy, jello, broth, butter,

cream and custard. One can readily give 3000

calories of such food, and it is even possible for a

debilitated patient to gain weight on this diet.

Severe anemia may require transfusion. The pa-

tient is ready when the colon is relatively empty,

the tissue turgor improved, and the glycogen re-

serve somewhat restored. On the day before opera-

tion intestinal motility is lessened by repeated

doses of paregoric.

This preparatory regime diminishes the operative

risk not only because of the generally improved

condition of the patient, but because after such

preparation the technical procedures of surgical in-

tervention can be carried out with less danger of

gross fecal soiling. But another factor of safety

can be established by intraperitoneal vaccination.

This has been showm to raise the local tissue im-

munity of the peritoneum. 2 Such local immunity

is quickly established, and is a much greater de-

fense than general immunity induced by subcu-

taneous vaccination.

Probably the most important pathogenic compo-

nents of the fecal flora are streptococci and colon

bacilli. This was shown by animal experiment. Any

irritant injected intraperitoneally wdll, by arousing

vascular and leucocytic forces, confer some degree

of nonspecific immunity to fecal soiling, but the

injection which proves most effective is a vaccine

of streptococci and colon bacilli. Two injections

of one cubic centimeter are given intraperitoneally

with an interval of three days. Three days after

the second dose the patient is ready for surgery.

By following this scheme Rankin and Bargen® were

able to report a lowering of mortality from 23 to

5 per cent. Of course the importance of the other

phases of preoperative preparation, as previously

outlined, must not be underestimated.

I shall not discuss the various tvqies of operation.

The surgeon will lessen the danger of postoperative

peritonitis by accomplishing the desired resection

in at least two stages. To precede the actual resec-

tion by a preliminar}’^ colostomy or an ileocolos-

tomy not only simplifies the technical problem, and

improves the condition of the patient, but also
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causes a peritoneal reaction which confers relative

immunity to subsequent peritoneal soiling. The

choice of any procedure is a matter of individual

experience and judgment. An experienced operator

may perform a resection in one stage in selected

cases. The avoidance of fecal soiling of the peri-

toneum is one desideratum, but of equal if not

greater importance is the preservation of adequate

blood supply to the line of anastomosis. The peri-

toneum can be immunized against a moderate de-

gree of contamination, but no amount of immuni-

zation will protect against constant leakage from a

gangrenous suture-line.

Of greatest importance in the postoperative care

is strict interdiction of anything taken by mouth

for at least four days. Hypodermoclysis of two

liters of salt solution daily will take care of fluid

requirements. To prevent parotitis, arising from

undue dryness of the mouth, chewing gum, slices

of lemon and frequent rinsing are of service.

SUMMARY
Resection of the colon is seldom an emergency.

The actual surgical operation is only one incident

in the rehabilitation of the patient. Cooperative,

careful, purposeful preparation and aftercare are

most essential to success.
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INTESTINAL OBSTRUCTION *

RECENT CONTRIBUTIONS TO ITS STUDY

G. E. Burget, Ph.D.

PORTLAND, ORE.

In order to throw further light on the treatment

of intestinal obstruction as seen clinically, many

investigations have been carried on in experimental

laboratories. Attempts have been made to simulate

the condition in animals and to study them care-

fully for enlightenment upon the symptoms and

treatment. The following are some of the problems

that have been repeatedly studied: What is the

toxic substance in the fluid above the obstruction?

Is it specific? B. welchii is present; is it the prin-

cipal offender? What relation does distention of

•University of Oregon Medical School.
Read before the Fifty-sixth Annual Meeting of

Oregon State Medical Society, Portland, Ore., Sept.
17 - 19 , 1930 .

the bowel bear to toxin absorption? Why do blood

chlorides fall? When does nonprotein nitrogen of

the blood rise and why? These are by no means all

the questions that might be asked, but I shall con-

fine my discussion largely to them.

Much of the experimental work has been devoted

to studying animals, in which the condition of ob-

struction was thoueht to be simulated by making a

closed loop of small intestine, dropping it back into

the peritoneal cavity and reuniting the intestine by

an end-to-end anastomosis. Loops of small intestine

made thus in dogs have almost invariably resulted

in death in two to five days. The loop distends and

ruptures into the peritoneal cavity, causing death

from peritonitis and absorption of toxins from the

loop material. The higher the loop, the more rapid

is distention, rupture and death. Clinical observa-

tions have shown that there is invariably distention

of the gut above obstruction or of the segment in-

volved in strangulation. For this reason the con-

tents of experimental closed loops which rapidly be-

come distended have been searched for a special

toxic substance as the cause of death.

Van Zwallenburg^ some years ago put forth the

idea that distention in any infected hollow viscus is.

a material factor in bringing about strangulation

and necrosis. In order to investigate this theory we

made closed loops of the small intestine and re-

united the intestinal tract by an end-to-end anasto-

mosis’. Instead of leaving the loop free in the ab-

dominal cavity, it was brought to the anterior ab-

dominal wall and its antimesenteric border lightly

attached to the peritoneum. The point’ of attach-

ment was marked by a stitch in the skin. By insert-

ing a hollow needle through the skin and into the

loop, the pressure developed in it could be measured

and the fluid withdrawn when desired. The average

maximum pressure recorded during the few days

immediately following the operation was found to

be 40 cm. water (30 mm. Hg.). This intraloop

pressure, together with distention of the loop and

stretching of the capillaries, tends to embarrass the

circulation to the extent of producing necrosis and

consequent rupture of the loop. However, if the

fluid is aspirated and the intraloop pressure pre-

vented, the animal does not show toxic symptoms,

does not vomit, and makes an uneventful recovery.

There is no marked fall in the blood chlorides of

these animals. There is no vomiting. Nonprotein

nitrogen of the blood does not rise. The animal

shows practically no toxicity. If the loop is allowed

to become distended with fluid, the animal vomits.
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a reflex phenomenon at first, since he wall eat at

once following aspiration of the loop fluid. If the

pressure is not relieved, vomiting continues; he

soon becomes toxic, and dies in a few days. Autopsy

shows a gangrenous ruptured loop with the abdo-

men filled with a gray blood-tinged fluid. After the

circulation becomes impaired in the loop, toxin ab-

sorption begins to take place through the injured

mucosa, kidney damage is brought about and the

nonprotein nitrogen of the blood rises. These ob-

servations point to a direct relationship between the

distention of an obstructed bowel and the appear-

ance of toxic symptoms. Distention means in-

creased intragut pressure. Increased pressure and

stretching of the capillaries mean embarrassed circu-

lation, and this leads to toxin absorption and ne-

crosis. If drainage can be established before the

bowel becomes gangrenous, a long step tow'ard re-

covery has been taken.

One more word must be said upon this toxic sub-

stance in the fluid above obstruction. Our obser\'a-

tions show that no matter how toxic, so long as dis-

tention is kept down and normal circulation to the

segment of bowel maintained, toxins are not taken

up or at least not faster than they can be handled

by the liver. Wangensteen and Chunn^ have shown

that this material in the gut above obstruction is no

more toxic than the content of a normal small in-

testine. Their preparations were made by diluting

a small amount of toxic fluid or content of normal

small intestine with physiologic salt solution, filter-

ing twice and then putting through a Berkefeld fil-

ter. Plates were made to ascertain sterility; injec-

tions were made into a vein. Material from normal

gut thus prepared and given proved as toxic as that

from an obstructed segment. There would seem to

be no particular or specific toxin here, then.

Toxins are present in quantity, but that is what

would be expected, where there are numerous or-

ganisms and a medium for them to live on. There

is no strange and elusive substance here, however,

that, when taken up by the lymphatics or perito-

neum, causes death. B. welchii or its spores are

usually present in our closed loops but cause no

disturbance so long as distention is prevented, nor

are they the cause of distention and fluid forma-

tion. Therefore, the use of B. welchii antitoxin as

has been suggested by some w'ould not seem to be

of great value in obstruction.

There is an obvious reason for a fall in blood

chlorides in high obstruction; the individual vomits.

This fall is not seen in our dogs, where there is very

little vomiting. Repeated vomiting causes tremen-

dous loss of gastric juice. This is itself a sufficient

cause for grave symptoms. By making a pouch out

of the entire stomach of the dog, bringing the

pylorus to the abdominal surface as a fistula, and

connecting the duodenum to the lower end of the

esophagus, Dragstedt and Ellis'* have brought out

the importance of the loss of gastric secretion. In

such an experiment the animal loses its entire gas-

tric secretion which amounts to one to two liters p>er

day. There is a marked fall in blood chlorides and

death in five to eight days. If large quantities of

salt solution are injected intravenously daily, the

blood chlorides are kept up and life prolonged in-

definitely. In clinical obstruction at the pylorus or

in the upper small intestine a more or less complete

loss of gastric juice is brought about by vomiting.

White and Fender" showed the importance of this

loss in a different way. After producing a high ob-

struction in a dog, these investigators collected the

vomitus and injected it into the intestine below the

obstruction. The animal remained in good condi-

tion for a month. These experiments prove beyond

any doubt the seriousness of the loss of gastric and

duodenal secretions. They further show that the

loss of chlorides in intestinal obstruction is not by

the route of neutralization.

CONCLUSIONS

.\n attempt has been made to emphasize the im-

portance of some recent investigations bearing upon

the problems of intestinal obstruction.

1. The pressure and distention brought about

by accumulating fluid in an obstructed segment of

bowel should be relived by drainage as soon as pos-

sible. Otherwise, the circulation soon becomes im-

paired, the mucosa permeable to toxins and even-

tually gangrene and rupture follow.

2. There is no specific toxin in obstructed gut

fluid that is the cause of death. Material from an

obstructed loop is hardly more toxic than material

from a normal intestine. B. welchii antitoxin is

probably not of much value.

3. Blood chlorides fall because of loss of gastric

secretion and an attempt should be made to replace

this loss by giving sodium chloride solution. There

would seem to be no sufficient reason for assuming

that the fall in chlorides is brought about by their

utilization in toxin neutralization.

4. High obstruction is more rapidly fatal than

low obstruction because of the great loss of fluids

and minerals by vomiting in the case of high ob-

struction.
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GASTROCOLIC FISTULA

Arthur Betts, M.D., F.A.C.P.

SPOKANE, WASH.

Two unusual cases of gastrocolic fistula are pre-

sented, and the literature briefly reviewed.

Case 1. Gastrocolic fistula secondary to carcinoma of

the stomach. Mr. V. P. A., aged 51, was referred by Dr.

D. H. Lewis for roentgen-ray study. He had had indiges-

tion at irregular intervals for two years. For three months

there had been a constant dull epigastric pain which was

more severe after eating. He complained of belching large

quantities of foul smelling gas. He had vomited twice

during the preceding week. The vomit was not fecal nor

of the coffee-ground type. There was no history of tarry

stools. There was a weight loss of fifteen pounds.

Fig. 1, Case 1. After barium meal. The fistula and a
portion of the colon are outlined.

Fig. 2, Case 1. Film taken after barium enema. The
transverse and descending colon are superimposed.
The stomach was completely filled through the fistula.

Palpation of the abdomen revealed a large tumor in the
epigastric and umbilical regions. There was no free hy-
drochloric acid and a total acidity of twelve in the stomach
contents after the Ewald test meal. Tests for occult blood
were positive. The red blood cell count was 4,112,000 and
the hemoglobin 80.

Roentgen-ray findings; There was a large filling defect,

extending along the greater curvature from the fundus to

the middle of the body of the stomach. This defect cor-

responded with the palpable mass. Through the center of

the mass was a large fistula connecting the stomach and
transverse colon. The flow of the barium enema from the

colon to the stomach was free but only a small amount
of the barium meal emptied through the fistula. There
was no gastric retention at the six hour period. The trans-

verse colon was constricted at a point three inches proxi-

mal to the fistula (figs. 1 and 2).

Pathologic report: Carcinoma of the stomach with ex-

tension into transverse colon. Metastatic carcinoma of

mesocolon, adjacent lymph nodes and liver. There was a

fistulous communication 4 cm. in length and 1.5 cm. in

Fig. 3, Case 2. Film taken after barium enema. The
stomach is partially filled. The fistula is marked by
arrows.

greatest diameter, connecting the stomach and transverse

colon through the carcinomatous mass.

Case 2. Double gastrojejunocolic fistula. Mr. F. W.,

aged 52, was referred for roentgen-ray study by Dr. J. T.

Bird. His complaints were diarrhea and loss of weight.

Six years before the onset of present trouble he had had

a gastrojejunostomy for pyloric obstruction, with relief

of all symptoms.

The diarrhea had been continual and progressive for five

months. There were eight to ten bowel movements each

day, at regular intervals of two to three hours. There

was no relationship to meals. The stools were soft, light

yellow and had never been bloody or black. There was

no tenesmus nor griping. The weight loss was fifteen

pounds. There was no history of foul eructations or

vomiting. Abdominal examination revealed no palpable

masses.

Analysis of gastric contents gave free hydrochloric acid

55 and total acidity 85. Tests for blood were negative.

There was no blood nor undigested food in the stools.
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Roentgen-ray findings: Pyloric obstruction and dilated

stomach. The stomach emptied entirely through the gas-

trojejunostomy. There was a small pocket in the jejunum

about two inches distal to the stoma. The colon was not

visualized on fluoroscopic examination but on the films,

taken a few minutes later, the outlines of the colon could

be seen. On examination with the barium enema the fistula

was demonstrated and barium could be seen flowing into

the stomach from the transverse colon (fig. 3).

Dr. Bird recovered a methylene blue solution from the

stomach a few minutes after it had been given as an

enema.

.At operation. Dr. F. A. Brj'ant found two fistulas, one

coimected the transverse colon and stomach at the gastro-

enterostomy stoma, the other connected the transverse

colon and jejunum. The small bowel for twelve inches

was constricted by scar tissue and adhesions.

REVIEW OF THE LITERATURE

Czernyi 1903 reported the first case of gastro-

colic fistula following gastroenterostomy. The sev-

enty cases previously reported originated from can-

cer of the stomach or colon. In 1912 Haudek^

made the first roentgen-ray diagnosis of gastrocolic

fistula caused by carcinoma of the stomach. Burn-

ham® in 1917 reported the first carcinoma of the

colon with fistula into the stomach, in which the

diagnosis was made with the roentgen-ray.

Verbrugge^ in 1924 studied all previously report-

ed cases and wrote the most complete article on the

subject. He collected 202 cases of gastrocolic fis-

tula from the literature. Seven of these were from

the IMayo Clinic and he added fourteen more, mak-

ing a total of 216 cases. Since then the following

cases have been added: Six by Dickson,® four by

Brock,® two by Lahey and Jordan^ and one case

each by Kuttner,® Jansson,® Pratt,^® Robertson,

and Golob.^2

Verbrugge noted that fistulas due to carcinoma

were decreasing and that those due to gastrojejunal

ulcer were increasing with the growing popularity

of gastroenterostomy. Nearly all reported cases

have been in males and in the age periods when ul-

cers and cancers develop. Trauma, abdominal tu-

berculosis and gastric ulcer are uncommon causes.

Symptoms: The symptoms are masked by those

of the primary condition. Diarrhea is the most con-

stant symptom. It is usually persistent with ten to

twelve bowel movements a day and does not re-

spond to treatment. The stools are usually yellow,

at times watery, and may contain undigested food.

Lienteric diarrhea and fecal vomiting are consid-

ered by Dickson to be cardinal symptoms. In cases

secondary to gastrojejunal ulcer, the stools have an

acid reaction and contain neutral fats.

Weakness and loss of weight are common symp-

toms and may be extreme, if the diarrhea is of

great intensity. Vomiting of fecal material in the

absence of symptoms of intestinal obstruction is

pathognomonic .but it occurs in only a few of the

cases. Eructation of foul gas is a frequent symp-

tom. It is usually offensive to the patient but in

some cases is noticed only by others.

Pain is inconstant and variable. It is most often

caused by the primary condition but may be due

to colic from inflammation or stricture of the colon.

Physical signs are unimportant and may be absent.

A palpable mass may be discovered in cases of car-

cinoma or when there are sufficient postoperative

adhesions.

Diagnosis: Perisistent diarrhea, loss of weight,

fecal vomiting without intestinal obstruction, and

eructation of fecal smelling gases are suggestive

symptoms. When they occur following a gastro-

enterostomy, a diagnosis of gastrojejunocolic fistula

is easily made. Recovery of colored solutions from

the stomach after colored enema or the use of col-

ored meals which appear rapidly in the stools are

diagnostic procedures.

Roentgen-ray examination is the most valuable

method. The size and site of the fistula and in

most cases the associated pathologic changes may
be demonstrated.

Verbrugge noted in the IMayo Clinic cases that

seven cases not diagnosed clinically were not diag-

nosed by roentgen-ray. Dickson, on the other hand,

reported six cases diagnosed by roentgen-ray, in

five of which the condition was not suspected

after clinical e.xamination. The diagnosis of all

cases of gastrocolic fistula reported since 1924 has

either been made or verified by roentgen-ray ex-

amination.
SUMMARY

Two cases of gastrocolic fistula are reported.

One is secondary to carcinoma of the stomach and

the other is a case of double fistula following a

gastrojejunostomy.

Gastrocolic fistula is an unusual condition and

occurs most often as a sequel of gastroenterostomy.

Roentgen-ray study is the most reliable measure

of establishing a diagnosis of gastrocolic fistula. In

all cases reported since 1924, the roentgen-ray has

given positive evidence of the condition.
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DIAGNOSIS OF SPINAL CORD TUMOR*
Dorrell G. Dickerson, M.D., F.A.C.S

Seattle, Wash.

Tumor of the spinal cord offers a favorable prog-

nosis, if the diagnosis is made before cord damage
or general complications occur. Generally speaking,

a good prognosis may be given in over forty per

cent of the cases. It, therefore, behooves those re-

sponsible from a diagnostic standpoint to accurate-

ly localize the lesion. At this time it is inexcusable

to subject a patient to laminectomy and later have

to perform a second operation on account of an

inaccurate localization. Judging from some of the

cases reported, the average patient suffering from

a spinal cord tumor does not secure an accurate

diagnosis for at least two years.

Phillips, as early as 1792, reported a case of

spinal cord tumor, but it was not until 1887 that

the first successful removal was accomplished by

Gowers and Horsley. In the intervening forty-one

years much has been added to our knowledge of

this subject.

Tumors of the spinal cord occur more often dur-

ing middle life. They may be found, however, at

any age. Here is the story of a boy with pain in the

back and in the right leg for eighteen months. His

clinical history is as follows:

Case 1. R. S. Age 14 years. Seen in consultation with

Dr. H. J. Wyckoff.

Early in 1929 he began to experience a dull pain in the

back of his right leg. .Vt first the pain was slight and lasted

for short periods. There was some cramping of the muscles

in the back of the thigh. All discomfort disappeared for a

period of six months and then returned with renewed in-

tensity. Since then the pain has been constant and is in-

creased on sneezing, coughing and laughing. During the

* Read before the Forty-first Annual Meeting of the
Washington State Medical Association, Mount Baker
Park, Wash., Sept. 2-3, 1930.

Fig. 2. Case 1. Extradural fibroma, arising anteriorly
between fourth and fifth lumbar vertebrae.

last two months bowel movements have been attended by

severe pain, radiating into the back of the right thigh. On
walking over rough pavements he notices increased pain.

While lying quietly on his back there is very little dis-

comfort with the exception of cramping on the inner side

of the right thigh.

Neurologic patellar refle.xes are exaggerated, the left

being 3 plus and the right 2 plus. Tendo achillis refle.xes

are 2 plus and the abdominals exaggerated, more on the

left side. Left cremaster is extremely hyperactive. Lesague’s

test is strongly positive on both sides, more so on the left.

There is muscle spasm over the lumbar muscles. Sensory

e.xamination shows an area the size of a silver dollar, asym-

metrical in distribution over sacral segments three, four

and five. In this zone there is hypalgesia and hypesthesia

and delayed thermal sensibility. He is unable to feel the
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Fig. 3. Case 1. Photomicrograph of extradural fibroma.
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Fig. 4. Case 2. Intramedullary fibrolipoma, second tho-
racic segment.

vibrating tuning fork on the sacrum and vibratory sensi-

bility is absent below the level of the fourth lumhar spine.

Lumbar puncture demonstrated a positive Queckenstedt.

The fluid was xanthochromic; normal cell count, with

increased globulin.

Diagnosis: Tumor of the cauda equina was considered

as a probability.

Operation: Exploratory laminectomy disclosed a firm,

irregular, extradural fibrous tumor lying between the fourth

and fifth lumbar vertebrae (figs. 1, 2, 3).

IMost authorities state that trauma plays little,

if any, part in the etiology. Considering the number

of injuries to the back in proportion to the number

of spinal cord tumors, it is only fair to assume that

trauma plays little part in their production. Some

writers have reported the onset of symptoms fol-

lownng pregnancy. This, as a true cause, is ques-

tionable. The probabilities are that in such cases

the changes in the pelvis and spine incident to

pregnancy aggravate or precipitate symptoms of a

dormant growth.

A patient who gives a story of long continued

pain in the back, abdomen or extremities, without

adequate physical cause, may harbor a tumor of

the spinal cord. It is not always an easy matter

to differentiate the pain arising from disease of the

abdominal viscera or pelvis, the atypical pain of

sacroiliac disease, and that due to a tumor imping-

ing upon the lower roots of the spinal cord, nor is

it a simple matter to differentiate pain in the lower

extremities, due to low-grade Inflammatory verte-

bral disease and inflammatory lesions of the cauda

equina. Intrathoracic lesions, either tumor or in-

flammation, may produce intercostal neuralgia.

Likewise a tumor of the spinal cord may produce

pain in many respects similar to that of an expand-

ing thoracic lesion or inflammatory disease.

While the vast majority of patients suffering

from spinal cord tumor will, at some time during

the course of their illness, complain of pain, there

are cases where pain does not occur or if it is pres-

ent, it may be so insignificant as to escape atten-

tion. As an example let us study the following

history:

Case 2. B. B. A white male, 18 years of age, seen in

consultation with Dr. Harry Friedman at Providence Hos-

pital.

When eight years of age he began to have discomfort

and stiffness of the neck, for which an Albee operation was

performed on the supposition that the condition was tuber-

culous. Through a period of ten years it was observed that

he was becoming progressively spastic in both legs and

suffered a loss of power in the right arm. This was accom-

panied by the gradual development of numbness below the

level of the shoulders.

He presented the following neurologic findings: Atrophy

of the left shoulder girdle, arm and forearm, interossei and

lumbricales. The left grip was decidedly weak. There was

some weakness and atrophy of the right arm, hand and

fingers, exaggerated patellar reflexes, absence of the left

trcieps and biceps reflexes, bilateral Babinski and Gordon,

and ankle-clonus. There was hypesthesia, hypalgesia and

diminished thermal sensibility below the second dorsal seg-

ment and tenderness over the third dorsal spinous process.

A band of hyperesthesia ran through the level of the sixth

cervical segment and there was complete absence of vibra-

tory sensibility below the hips and diminished vibratory

sensibility in both arms. The abdominal reflexes were ab-

sent but the cremasters were present.

A lumbar puncture revealed clear fluid, a pressure of 12

mm. and the manometric tests were considered negative.

It was felt that we were dealing with a compressive

lesion of the second dorsal segment, probably a spinal cord

tumor.

Operation disclosed an intramedullary firbolipoma in the

second dorsal segment (fig. 4).

A tumor developing from the spinal meninges,

the roots or from the substance of the cord itself,

unless it produces traction upon the sensory roots.
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or involves the pain fibers of the spinal cord, may
produce very little, if any pain.

An intramedullary glioma may run a painless

course. Occasionally we obtain a story that there

has been pain for a number of months or even

,

years, and then an abrupt cessation with recurrence

I

months or years later. This is explained by the

fact that the growing tumor within the canal

reaches such a size that it slips from beneath or

over the root and then lies free. It is only when

the growth again reaches sufficient size to impinge

upon the next sensory root that the pain returns.

These remissions may at times be misleading and

confusing.

The pain of spinal cord tumor has certain char-

acteristics. It is usually a radiating pain and at

I times it may be stabbing and knife-like. The pa-

: tient may complain of a boring or gouging pain.

It is essentially a root pain, that is, it has a defi-

i nite point of origin, a definite zone of extension and

; always ends in the same area. Associated with it

t may be certain subjective sensory phenomena.

The following story portrays the characteristic

I root pain in spinal cord tumor and illustrates the

i importance of recording chronologically the symp-

t toms.

Case 3. Mrs. J. T. A white female, 43 years of age,

' seen in consultation with Dr. Wm. H. Anderson.

During the early part of August, 1927, she began to ex-

I
perience pain in the left side of her neck, radiating down

I the arm and into the left index finger. The pain was very

t sharp and always radiated into the same region. Gradually

I the pain extended into the other fingers of the hand and

I finally the thumb. The pain was increased on coughing,

I straining, laughing or turning the head. Several months

I later she noticed numbness beginning in the left hand and

(
gradually extending into the left arm and shoulder. In

V March, 1928, she began to suffer some weakness and stiff-

I ness of the legs and had difficulty in walking. Just recently

t' she has experienced “flashes” and pressure in both legs

( which she describes as “sky-rocket” sensations. This began

^ in the hips and radiated downwards. Lately she has ex-

i
perienced urgency and frequency of urination and has

f noticed during the last several months a gradually increas-

1 ing constipation.

The neurologic examination disclosed the following:

) Gait slow. There is some stiffness and scraping of the toes

i in walking. Tenderness over the seventh cervical spinous

I process with an area of hyperemia in a band-like distri-

^ bution about the neck. There is decreased vibratory sen-

I sibility in the legs. The tuning fork is barely felt at the

i costal margins. Vibratory sensibility is decreased in the left

i arm up to the tip of the shoulder. There is hypesthesia,

i hypalgesia and decreased thermal sensibility in cervical seg-

I ments five, six and seven. This is especially noticeable

J

along the back of the left arm. There is diminished light

touch below the knees bilaterally, weakness of both legs,

• weakness of the left grip and atrophy of the intrinsic

I muscles of the left hand and left shoulder girdle. Both
I thenar and hypothenar eminences of the left hand are de-

Fig. 5. Case 3. Perineural fibroblastoma, fifth cervical
root, left side.

cidedly flattened. The fingers of the left hand are in typi-

cal main-de-predictator position. Patellars are greatly ex-

aggerated and arm reflexes in the left are quite hyperactive.

There is a bilateral Babinski and ankle clonus.

An opportunity to carry out the manometric studies was
not possible but a clinical diagnosis was made of cord

tumor involving the fifth cervical segment on the left side,

extramedullary.

At operation a perineural fibroblastoma was removed
from the sensory root of the left fifth cervical segment

(fig. S).

A tumor involving the cauda equina frequently

provokes pain, beginning in the back low down,

radiating into one or both lower extremities. In the

beginning it is usually unilateral but later, when

the growth reaches sufficient size to impinge upon

the opposite root or to compress the roots against

the opposite bony wall of the canal, the pain then

becomes bilateral.

Patients suffering from spinal cord tumor are

peculiarly susceptible to nocturnal pain (relaxation

of the muscles and vertebral ligaments during

sleep). Usually it comes on about 2 or 3 o’clock

in the morning. On retiring there may be freedom

from pain only to be awakened during the early

morning hours by a paroxysm of pain. They usu-

ally get up and assume peculiar attitudes, learned

from experience that bring relief, or they may

spend part of the night sitting in a chair or kneel-

ing beside the bed. These positions are taken to

relax the tension in the involved spinal roots. This

mechanism occurs principally in those tumors in-

volving the lower parts of the cord and the cauda

equina. Changes in the weather have very little,

if any, influence on the pain caused by cord tumor.

Any condition putting sudden strain or increased

pressure in the spinal subarachnoid space will ag-

gravate the pain. This accounts for paroxysms of
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pain on sneezing, coughing, laughing or straining.

Likewise sudden jarring of the spine in stepping

from the curbing or in riding over uneven roadways

will frequently provoke pain. Cer\dcal cord tumors

sometimes produce stiffness of the neck and often-

times these patients complain of pain whenever the

head is flexed or rotated.

Many patients suffering from spinal cord tumor

will asssume a peculiar gait, walking in a protected

manner, holding the muscles of the back tense and

picking their steps in order to better protect them-

selves against sudden jarring. They avoid any sud-

den movement. There are others, especially when

the tumor is in the cauda equina, who drag the

toes and frequently assume a “steppage” gait,

due to the weakness of the peroneal groups.

A very common symptom is some disturbance in

sensation. There are cases of tumor of the cord

which run a long course with practically no dis-

turbance in the sensorium. These are in the mi-

nority, however. The following is an excellent ex-

ample of such a case:

Case 4. J. K., a white male, 45 years of age. Seen in

consultation with Dr. Harry Friedman, at Virginia Mason
Hospital.

For several years, the exact duration being indefinite, he

has had pains and soreness in the lower part of his back

with gradually increasing stiffness of the back. He first

noticed a severe, sharp pain under the left lowest rib two

years ago. This pain was increased on walking so that

his steps had to be selected with care. He gradually de-

veloped a swelling in both legs.

On examination he showed a normal sensorium and no

disturbance in the motorium. The reflexes, including the

deep and superficial, were without exception normal. There

was bilateral edema of both lower extremities. The ver-

tebral spine was negative for local tenderness. Lumbar
puncture showed a marked xanthochromia with spontane-

ous coagulation of the fluid and negative manometric tests.

A diagnosis of spinal cord tumor, at about the level of

the ninth thoracic segment lying on the left ventrolateral

aspect of the cord, was made.

Operation revealed an intradural, olive-shaped tumor,

lying opposite the ninth and tenth thoracic segments on

the left ventrolateral aspect of the cord. Pathologically it

was a perineural fibroblastoma (fig. 6)

.

Following the pain stage perhaps by several

months, or possibly years, there are usually slowly

developing subjective sensory disturbances. There

may be numbness, burning, tingling or any num-

ber of perverted sensations in the trunk or extremi-

ties. Often the legs have a “deadened” feeling.

These disturbances in sensation may vary from

slight hyperesthesia to most profound anesthesia.

Frequently the patient describes a narrow band

of hypersensitiveness about the abdomen or chest

or a strip of hypersensitive skin along the arm or

leg. In the regions innervated by the cauda equina

there may be hypersensitiveness to touch over the

buttocks, around the anus or genitals. In the be-

ginning the sensory' disturbances are irritative.

Later, when the growth has reached sufficient size

to produce vascular occlusion or compression, these

sensory disorders give place to anesthesias. Slowly

developing segmental anesthesias are practically

diagnostic of spinal cord compression.

The distribution of the disturbances in the sen-

sorium will vary, depending upon the location of

the lesion. At first they follow a narrow band of

skin in the general direction of an extremity or in

a band-like arrangement about the trunk, depend-

ing upon whether the lesion is in the cervical,

thoracic or lumbar segments. Later on all the mo-

dalities below the level of the growth are included.

L^sually, following the disturbances in sensation,

appear disorders of motility. This may make its

appearance either gradually or abruptly, but it is

usually gradual in onset and may be purely seg-

mental in character. That is, the muscles involved

are those innervated by the particular segments

wherein, or upon which the tumor lies. If it lies

in the cauda equina or on the conus, the lower ex-

tremities will be the first to show weakness and

the characteristic foot-drop. If in the cervical or

upper dorsal regions, then the muscles of the arm,

forearm and the intrinsic muscles of the hands and

fingers will be impaired, depending upon the par-

ticular cord segment affected. Below the point of

compression will be a gradually increasing spas-

ticity and weakness of the lower extremities. These
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Fig'. 7. Case 5. Extradural fibrous inflammatory mass
compressing cord at fifth thoracic level.

patients assume a characteristic spastic gait. After

a period of months, or perhaps years, they are

forced to bed and locomotion becomes impossible,

due to rigidity. Practically all cord tumors, at

some time during their course, involve the control

of the sphincters.

At any time in the development of a spinal cord

tumor we may encounter disturbances in the vaso-

motor control. Vasomotor paralysis in an extrem-

ity or edema of the legs, decubitus, hyperemia and

glossiness of the skin may occur.

There is one group of cases beginning with neu-

ralgic pains in the chest abdomen or extremities.

Many are subjected to futile and harmful abdomi-

nal operations, to-'wit, the following story:

Case S. C. G. A white male, 27 years of age. Seen at

King County Hospital.

During the past three years he has suffered from an

obscure abdominal pain high up in the pit of the “stom-

ach.” Two years ago he was subjected to laparotomy. The
appendix was removed. Later his gallbladder was re-

moved. The pain was not relieved, occurring only peri-

odically but intense in character. He has noticed during

the last year a gradually increasing stiffness in the legs

and diminished feeling below the nipple line.

Neurologic examination shows a slight, lateral nystag-

mus, a slight pallor of the optic discs, tenderness over the

sixth thoracic spinous process, hypesthesia, hypalgesia

and diminished thermal sensibility below the level of the

fifth thoracic segment. Vibratory sensibility bilaterally de-

creased from the lower costal margins down. Greatly ex-

aggerated deep reflexes in the lower extremities. Bilateral

Babinski and ankle clonus, and absence of the abdomi-

nals. Lumbar puncture disclosed amber colored fluid,

positive globulin and suggestive manometric findings of a

partial subarachnoid spinal block.

A diagnosis of tumor of the spinal cord, impinging upon
the fifth thoracic segment, was made.

Laminectomy revealed an extradural fibrous inflamma-

tory mass opposite the fifth thoracic segment (figs. 7

and 8).

Figr. 8. Case 5. Photomicrograph of tissue showing
chronic inflammatory reaction.

This pain stage may last for a period varying

from months to years, followed in the course of

time by sensory disturbances on the opposite side

of the body. This may progress until both sides

are involved and there is diminished sensation be-

low the level. Lastly, there is a gradually develop-

ing spasticity of the extremities and disorders of

the sphincters.

The second group begins with subjective disturb-

ances in the sensorium and a sensation of pins and

needles and tingling and numbness, followed by

progressive loss of sensation in the contralateral

half of the body. Later, bilateral sensory and mo-

tor disturbances, accompanied by sphincter in-

volvement, make their appearance.

The next group includes those who are treated,

oftentimes over long periods for so-called back

strain, sarcoiliac disease, sciatic neuritis, enlarge-

ment of the prostate and other obscure conditions.

These are the patients harboring tumors of the

cauda equina or conus. As an example of the fore-

going, let us follow the story of this patient:

Case 6., Mrs. P. C. A white female, 35 years of age.

Seen in consultation with Drs. George Miller and 0. F.

Lamson at Providence Hospital.

Was well up to two and a half years ago. Has always

had a constant coarse tremor of the right hand. Her trou-

ble began with pains in the sacrum of a dull, aching char-

acter; at times sharp and radiating into the left leg.

Sciatic neuritis was suspected and her tonsils were re-

moved. Her condition improved for a period of eight

months, during which time she was free from pain. In

April, 1927, she began to have bilateral pains down both

legs, radiating into the toes; also she observed a gradually

developing numbness of both feet. The pain was aggra-

vated on sneezing, coughing and straining at stool, and at

times radiated around the crest of the ilium when cough-

ing. She first began to experience difficulty in walking a

year and a half ago, at which time she noticed that her

toes dragged slightly and that she tripped easily. During
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Fig. 9. Case 6. Intramedullary glioma conus (ependy-
mal cell).

the last six months she developed an extreme weakness of

both legs. She has suffered from constipation for years;

this has not been progressive.

Neurologic examination showed the following; Patellar

reflexes exaggerated 2 plus and equal. The tendo achillis

reflexes could not be obtained and the abdominals were

absent, the plantars decreased and there was decrease to

light touch and pin prick in the second, third and fourth

toes of the right foot and decreased vibratory sensibility

below the knees on both sides. The lower back showed
rigidity and muscle spasm.

Lumbar puncture revealed a pressure of 16 mm. Mano-
metric tests showed a positive block and the fluid was
amber colored. Nonne was strongly positive and there

were 17 lymphocytes.

An intramedullary tumor in the region of the conus

was suspected.

Exploratory laminectomy disclosed an intramedullary

ependymal cell glioma of the conus (fig. 9).

Another group consists of those with increasing

loss of power in both lower extremities, followed

by disturbances in the sensorium and, lastly,

sphincter involvement.

Diagnosis and localization of a spinal cord tumor

may at times be an exceedingly difficult matter.

During the last several years there has been an

increasing interest in this subject but nevertheless

the problem is still offering difficulties. Rand

speaks of the many cases of cord tumor having

had conflicting and erroneous diagnoses, at times

leading to needless surgical procedures. William-

son believes that in any case nnth symptoms of

spinal cord involvement it is well to consider the

possibility of a spinal cord tumor.

A carefully taken, chronologic history of the on-

set and progression of symptoms will prove in-

valuable in arriving at a correct diagnosis and

localization. It is well to make repeated sensory

examinations. This should be done before and

following the lumbar puncture, as there are cases

which present very little, if any, disturbances in

the sensorium until after the lumbar puncture. Fol-

lowing this a more accurate localization often can

be made.

Roentgenogram of the spine is of value in the

diagnosis of spinal cord tumor, more in the nega-

tive than in the positive way. In other words, a

roentgenogram of the spine, w'herein we suspect a

lesion to be located, can at least eliminate gross

bony changes. Lumbar puncture is an important

mechanical aid in the diagnosis or confirmation of

a cord tumor. The determination of the color and

character of the spinal fluid, the presence or ab-

sence of an increased number of cells and the

quantative globulin content materially aid in the

diagnosis.

The manometric tests (Queckenstedt) are used

in determining the presence or absence of a partial

or complete subarachnoid block. A partial block

is demonstrated by a slow rise or a slow fall of

the manometric fluid level. Complete obstruction

occurs only in a small percentage of cord tumors

and for this reason we should not rely too much
upon these tests, if they are negative. Elsberg has

shown that over fifty per cent of spinal cord tu-

mors fail to show a positive block.

In the differential diagnosis, especially those

cases with symptoms of low spinal cord or caudal

involvement, certain conditions simulating neo-

plasm must be eliminated. One of these is neuritis

of the roots of the cauda equina. It may be a dif-

ficult matter to rule out tumor in those cases with

root pain, lymphocytosis of the cerebrospinal fluid

and hyperesthesia over the buttocks and lower ex-

tremities, due to neuritis or inflammatory condition

of the cauda equina. A carefully taken history,

quantative globulin and cystologic study of the

cerebrospinal fluid constitutes our most reliable

source of information.

Angioma is occasionally mistaken for spinal cord

tumor. Also disseminated sclerosis of the spinal

type may at times present such a picture that it

is impossible to rule out a spinal cord tumor with-

out exploratory laminectomy.

Occasionally spinal cord symptoms plus blood

findings of a primary anemia are confusing. The

following story is of unusual interest:

Case 7, C. T. A white male, 61 years of age. Seen in

consultation with Dr. H. J. Wyckoff.

Was in good health until two and a half years ago.

when he began to experience pain under the left shoulder

blade. Six months later he began to notice w'eakness of

both legs and a “springing” sensation in the feet at the

same time. This gradually increased until it became diffi-

cult for him to walk on account of stiffness.
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Fig. 10. Case 7. Extramedullary arachnoid fibroblasto-
ma on left side of cord opposite third segment.

Fig. 11. Case 7. Photomicrograph of section from ar
achnoid til)roblastoma.

The neurologic examination showed pale discs with ves-

sels of the arteriosclerotic type. He was unable to stand

I or walk without assistance. The gait was slow and scrap-

I ing and his legs decidedly spastic and ataxic. Both legs

showed diminished power. The sensorium presented hypes-

t thesia and hypalgesia below the third thoracic segment,

slightly higher on the right side. There was decrease of

' vibratory sensibility below the hips and no local tender-

i ness of the spinous processes. There was diminished vibra-

t tory sensibility below the fourth dorsal spine. All of the

1 deep reflexes were markedly exaggerated, three plus in the

( legs. A bilateral ankle clonus, Babinski and Chaddock
* were demonstrated and the abdominals and cremasters

» were absent. No history of vesical or rectal disorder.

The interesting and conflicting part of the case now pre-

t sented. The hemoglobin was 50 per cent and the red cells

I 3,100,000 with 10,600 whites. No megaloblasts seen.

The pathologist’s report was as follows: “The blood

1
picture is that of a primary anemia.” Repeated blood

4 studies showed the same picture.

Lumbar puncture showed the fluid slightly amber col-

" ored, Nonne positive, pressure 30 mm. and the mano-

metric tests gave positive evidence of a complete spinal

arachnoid block.

It was thought that he was suffering from a tumor of

the spinal cord, involving the third dorsal segment, extra-

medullary and on the left side, associated with a primary
anemia.

An extramedullary arachnoid fibroblastoma on the left

side of the cord, opposite the third dorsal .segment, was
removed (figs. 10 and 11).

SUMM.ARY

The prognosis in spinal cord tumor is fairly

good, being over forty per cent, if the diagnosis is

made before complications or cord degeneration

result. Although the first spinal cord tumor was
reported in 1792 by Phillips, it was not until 1887

that the first successful surgical operation was per-

formed by Gowers and Horsley.

Tumors of the spinal cord may occur at any

age. Trauma plays small part in the etiology.

Symptoms of spinal cord tumor occasionally begin

during or following pregnancy. Protracted pain,

without adequate physical cause, may be due to

spinal cord tumor. A few cases occur without pain.

The pain in cord tumor has, as a rule, definite

characteristics. It is always radicular. Following

the painful stage, sensory and motor symptoms en-

sue, accompanied by sphincter disturbances. Vaso-

motor disorders occur in certain cases.

Four general groups of symptoms and chrono-

logic development are recognized from the clinical

standpoint. Roentgen-ray examination is usually

negative. Examination of the cerebrospinal fluid

and manometric studies should always be per-

formed. The differential diagnosis may at times be

difficult. Tumor must be differentiated from dis-

seminated sclerosis, angioma and system disease,

also neuritis of the cauda equina.

CONCLUSIONS

1. Seven surgically verified cases of spinal cord

compression are reported (six neoplasms).

2. The diagnosis depends upon a carefully taken

chronologic history.

3. Diagnosis and localization of tumor calls for

a thorough general and neurologic examination.

4. Examination of the cerebrospinal fluid with

manometric tests should always be carried out.

5. Roentgen-ray examination is necessary to rule

out malignant disease or gross bony changes.

6. Spinal cord compression usually progresses

through three stages. These are pain, disturbances

in sensation and disturbances in motility.

Medical Dental Bldg.
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SURGERY OF THE SYMPATHETIC
XER\'OUS SYSTEM AXD
CHROXICARTHRITIS* *

P.AUL G. Flothow, M.D.

SEATTLE, WASH.

Royle’s epochal work of 1924,^ designed to re-

lieve spastic paraplegia, has proven a potent stim-

ulus to the study of the sympathetic nervous sys-

tem. In the past three years many contributions

have been made to our knowledge of the anatomy

and physiology of the sympathetic nervous system,

and the surgical application of this knowledge.

ANATOMY

The term sympathetic nervous system is not

accepted by many who prefer to combine the sym-

pathetic and the parasympathetic systems under

the term autonomic nervous system. The sympa-

thetic is the thoracicolumbar outflow, the para-

s\Tnpathetic is the craniosacral outflow.

\Ve will deal only with the thoracicolumbar por-

tion of the autonomic nervous system, which con-

sists of a double ganglionated chain of nerve tissue,

extending practically the entire length of the ver-

tebral column on either side. The chains consist of

trunk, ganglia and rami. The ganglia tend to fol-

low a segmental distribution except in the cervical

region, where there are usually only, three ganglia.

In the thoracic portion the pattern is fairly con-

stant, but in the lumbar region there are frequent

variations. \Yhile there are segmental ganglia in

the cerv’ical, lower lumbar and sacral regions, these

ganglia have no direct central connection.

The preganglionic w’hite rami, forming the cen-

tral connections with the spinal cord, are present

only from the first thoracic to the second lumbar

ganglia. \Ve utilize this fact in both the dorsal

and the lumbar sympathetic operations. There are

no preganglionic rami above the first thoracic

ganglion. There are no postganglionic rami to the

brachial plexus below the second thoracic ganglion.

By removing the first and second thoracic gan-

glia together with the trunk, and severing all rami,

we interrupt all sympathetic fibers to the brachial

plexus. This also applies in the lumbar region.

There are no preganglionic fibers below the second

lumbar ganglion. There are no postganglionic fibers

distributed to the major nerves of the lower ex-

tremity below the fourth lumbar ganglion. Removal

• From the Neurosurgical Clinic.

* Read before the Fifty-sixth Annual Meeting of

Oregon State Medical Society, Portland, Ore., SePt.
17 -19 . 1930 .

of the second, third and fourth lumbar ganglia

together with the trunk, and severing all rami, in-

terrupts all sympathetic impulses to the lower ex-

tremity.

From the various ganglia and frequently from

the trunk itself arise numerous postganglionic

fibers knowTi as gray rami. These may be divided

into those laterally and those medially directed.

The laterally directed rami reenter the spinal

nerves and are distributed to blood vessels, sweat

glands, hair follicles and, we believe, to striate

muscle. The medially directed rami are distributed

to the smooth muscle and the vessels of the viscera,

usually by way of the large thoracic abdominal

and pelvic nerve plexuses, where they are in close

relationship with the craniosacral outflow. This

close anatomic relation of sympathetic and para-

sympathetic elements is also found in the various

ganglia of the head. Some investigators believe

that parasympathetic elements are also present in

the spinal nerves. This is interesting in view of

their close functional relationship.

Ransom,- Kuntz,® Kramer,^ Todd, Potts^ and

others have done much to advance our knowledge

of the anatomy of the sympathetic nervous system.

PHYSIOLOGY

Our knowledge of the anatomy of the sympa-

thetic system, while far from exact, is more definite

than our knowledge of its physiology. The scope

of this paper does not include a discussion of the

various controversial points on either its anatomy

or physiology. Almost any statement made as to

the physiology may arouse criticism. However,

some of the functions are generally accepted as

established.

^lost therapeutic surgical applications are based

on sympathetic function in regard to vasomotor

control. \Ye know^ that vasomotor constrictor fibers

are sympathetic and that interruption of the sym-

pathetic fibers to a portion of the body causes a

vasodilatation of that portion with consequent in-

crease in temperature. The sympathetics, in rela-

tion to the vascular bed, are the regulators of vas-

cular tone. Whether or not any other mechanism

affects vascular tone is undetermined. We know

that occasionally areas which have had sympa-

thetic denervation regain a certain amount of vas-

cular tone. Whether this is due to incomplete

denervation or to some other mechanism is one of

our problems. We believe that there must be some

other mechanism carried either in the spinal nerves

or present in the vessel wall which takes over a
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certain amount of vasomotor control after sympa-

thetic enervation has been destroyed.

We recently did a bilateral dorsal sympathetic

ganglionectomy upon a six year old child who had

a left lumbar ganglionectomy six months previ-

ously. Ever since the lumbar ganglionectomy, the

left leg has been from 10 to 15° F. warmer than

the right and markedly pinker. Within six hours

after the second opieration, the rectal temperature

rose to 108° F., probably due to an increased blood

supply to the thermic centers. At the height of

the fever a baffling condition was present. The

left leg, which had been denervated six months pre-

viously, and which had been 10 to 15° F. warmer

and pinker than the right, was absolutely ice cold.

The unoperated side was very hot, together with

the rest of the body. Here the picture has been

exactly reversed by the dorsal sympathectomy. The

temperature quickly dropped and within twelve

hours was practically normal but the left leg still

remained very cold. It gradually began to warm

from above downward. On the second day only the

toes were cold and forty-eight hours after the onset

of the phenomena the picture was as before, the left

leg being much warmer than the right.

In this case we have the phenomenon of a de-

t
sympathectomized limb which had been in a con-

stant state of vasodilatation, going into a state of

almost complete vasoconstriction within a few

hours after a bilateral dorsal ganglionectomy. This

phenomenon is unexplainable in the light of any

1
accepted knowledge of the physiology of the sym-

1

pathetic nervous system. It indicates that there is

I some mechanism by which vasoconstriction can

I
occur after all sympathetics have been severed.

: Among the other functions of the sympathetic

system are those of the control of sweat glands and

,

pilomoter and glandular functions. Whether or not

sympathetic fibers have any relation to tonus of

' striate muscle is a mooted question. Kuntz,**

Bocke,'^ Agduhr,® Hunter® and others have demon-

strated sympathetic fibers ending in striate muscle.

' Wilkinson^® has been unable to demonstrate these

fibers. However, the fact remains that sympathetic

|i operations do have some effect upon tonus of stri-

ate muscle. I recently visited Dr. Royle in Sydney.

I observed his work, saw his cases and his experi-

mental animals. Since this visit I am convinced

that sympathetic fibers do influence muscle tonus.

This influence may be vascular, or it may be due to

increased blood supply to the spinal cord.

While we are not primarily interested in the vis-

ceral functions of the sympathetics in this paper.

any discussion of the physiology would be incom-

plete, if they were not mentioned. The sympathetic

and parasympathetic visceral functions are closely

synchronized. That they act as antagonists is not

exactly true. We feel that the functions of the two

systems are complementary rather than antagon-

istic. Recent physiologic investigations have shown

that the reactions to stimuli applied to sympathet-

ics and parasympathetics are not necessarily spe-

cific but depend largely upon the state of the organ

at the time the stimulus is received.

Anatomically and physiologically the sympathetic

visceral fibers and the parasympathetics are closely

related. It is thought that the sympathetics have

a great deal to do with sphincteric functions from

esophagus to anus. It is probable that sympathetics

supply the motor mechanism of the sphincters,

while parasympathetics supply those of lumens.

We know that when the sympathetics are para-

lyzed, as in spinal anesthesia, there is active con-

traction of the lumen of the bowel and simultane-

ously a relaxation of the sphincters. It is also

thought that the sympathetics have a stabilizing

effect upon tonus of viscera. These functions are

the ones upon which the surgical treatment of

Hirschsprung’s disease and chronic constipation are

based.

I am avoiding the question of visceral pain and

sympathetic afferents except to state that I believe

that sympathetics undoubtedly carry afferent pain

fibers. It is only recently, however, that these ideas

are being proven. It has been only in the past year

or so that the majority of authorities have been

willing to admit the presence of any afferent fibers

in the sympathetic nervous system. I have reported

cases which give clinical support to the belief that

the sympathetic system does carry afferent pain

fibers.^^

It is upon this anatomic and functional knowl-

edge that sympathetic surgery in the following dis-

ease conditions is based:

1. Raynaud’s disease.

2. Thromboangeitis obliterans (Buerger's dis-

ease).

3. Generalized scleroderma.

4. Hirschsprung’s disease and chronic constipa-

tion.

5. Spastic paraplegia.

6. Chronic arthritis.

While this is far from being the entire list of

conditions amenable to sympathetic surgery, it

comprises the ones most generally accepted.

1. Raynaud’s disease is a pure disease of vaso-
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constriction and as such results in absolute cure

when all s3TTipathetic fibers to the affected portions

are destroyed, and vasodilatation replaces the vaso-

constriction.

2. Buerger’s disease is an obliterating endarteri-

tis, frequently associated with vasospasm. In the

type in which the vasospastic element is marked,

much relief and preservation of limbs results from

early sympathetic surgery, again by the vasodilat-

ing effect.

3. Generalized scleroderma, a thickening and

hardening of the skin and all body tissues, has

been found to respond to sympathetic surgery, if

not too far advanced. The improvement is probably

due to the increased circulation. This disease is

frequently associated with Raynaud’s disease.

4. Hirschsprung’s disease. No cases of this con-

dition have yet been reported, in which proper

sympathetic surgery has failed to give complete

functional relief. Chronic constipation of the spas-

tic type, severe enough to warrant operative meas-

ures, has resulted almost invariably in complete re-

lief. In these conditions the primary cause is prob-

ably functional sphincteric spasm which is relieved

by removal of the left first and second lumbar

sympathetic ganglia or the medially directed fibers.

5. Spastic paraplegia. Results of sympathetic

surgery in this condition w'ere discussed in the sec-

tion on physiology. It appears at the present time

that necessary tenotomies, plus sympathetic sur-

gery, plus reeducation, offer these patients more

than any other type of treatment.

6. Chronic arthritis. Rowntree^- in 1926 first

suggested that the circulatory effects of sympa-

thetic ganlionectomy be applied to chronic periar-

ticular deforming arthritis. Since then Adson^® has

several times reported excellent results. Some time

ago I made a favorable preliminary report.^* An

associate recently received a letter from a friend in

Japan, reporting that a Japanese had performed

sympathectomy in one hundred and twenty cases

with uniformly excellent results. Up to now all re-

ports have been favorable.

FUNCTIONAL BASIS OF THE OPERATION

We know from the results of sympathetic opera-

tions, performed for other conditions, that there is

an increase of temperature and a capillary and ar-

teriolar dilatation, following interruption of sympa-

thetic impulses to the part involved. We know, fur-

ther, that the increased temperature and the im-

provement in circulation are permanent. The bene-

fits of local heat in arthritis are well known. With

this knowledge it is not unreasonable to expect

actual structural improvement in the involved

joints as a result of the improved circulation and

we have found this does occur.

The relief of pain, following operation in Ray-

naud’s and Buerger’s diseases, is probably due to

interruption of sympathetic afferent fibers. One

may argue, however, that it is due not to interrup-

tion of afferent fibers but to the resulting vasodila-

tation. The fact that blood vessels are extremely

sensitive to pain must be admitted. We know of

no nerve pathways other than the sympathetics

which could carry painful stimuli from blood ves-

sels. The fact that cold weather and barometric

changes cause increased pain in arthritis could jus-

tify the assumption that arthritic pain is a vascular

type of pain and as such is carried by sympathetic

afferent fibers. On this assumption we could expect

sympathetic operations to relieve arthritic pain.

That this does occur is unquestionably true.

TYPES SUITABLE FOR OPERATIONS

Adson, Rowntree and Brown carefully select

their cases. They routinely do temperature studies

and select only those cases having a favorable vaso-

motor index. They advocate as the suitable type

the younger individuals with a chronic, progressive

periarticular arthritis, the ones having cold, clam-

my, painful joints with evident oversympathetic

stimulation. They further state that actual destruc-

tive changes in the joint surfaces are a contraindi-

cation. If we are to expect complete cures, it is

probably only in this type that we will get them.

But are we justified in withholding the favorable

results of the operation from the more advanced

and ev^en from the cases heretofore considered un-

suitable? We feel that our results justify a much

wider application.

We wish it to be understood that we do not ad-

vocate sympathectomy as an early treatment of

progressive arthritis. We feel that surgery should

be advised only after the removal of all foci, and

the trial of all known therapeutic measures. If, in

spite of all treatment, the condition progresses, we

advocate surgery and the earlier it is done the bet-

ter. We have operated on cases in the very unsat-

isfactory t\q)e with excellent results. We feel that

the operation is justified even in advanced cases,

where all we can expect is relief of pain.

RESULTS

Up to the present time we have only five cases

to report. All of these have been advanced ones,

with marked pariarticular bony changes and in

four of them the joint surfaces were involved.
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The ages of our cases were twenty-one, thirty,

forty-three, forty-five and fifty-seven. The dura-

tion of the disease varied from six to fourteen

years.

In every case there was immediate relief of pain

which has been permanent. In every case there has

been immediate improvement in joint function

which has been progressive. Our first two cases

had been bedridden for months and both have been

discharged from the hospital, able to take care of

themselves and to make their way about. In every

case to date our results have been much better

than we had hoped for.

EXPLANATION OF RESULTS

1. Relief of pain. We believe as a consequence

of the invariable relief of pain following operation

that the pain of chronic arthritis is almost entirely

of vascular origin. We believe that the relief of

pain ensues as a result not only of vasodilatation

but of an actual interruption of afferent sympa-

thetic pain fibers.

2. Improvement of joint function. The immedi-

ate improvement is, we believe, due largely to the

relief of pain which in turn relieves the muscle

spasm which is splinting the joints as a protective

measure. When pain on motion ceases this protec-

tive splinting is no longer necessary and the muscles

relax. The progressive improvement is, we believe,

due to the improved blood supply of the joint and

an actual improvement in the bony and periarticu-

lar changes.

3. Increased warmth. This, of course, is due to

the vasodilatation which always results when the

S3mipathetic tracts are destroyed.

TECHNIC OF OPERATIONS

Lumbar sympathetic ganglionectomy

.

1. Abdominal approach. In this operation it is

necessary to open the peritoneum and retract the

abdominal contents to expose the sympathetic

chain as it courses along the bodies of the verte-

brae between them and the medial border of the

psoas muscle. In some cases we have found it nec-

essary to place the intestines out on the chest in

order to get adequate exposure. The advantage of

this operation is that both sides may be done in

one operation. Its disadvantages, we feel, more

than offset this advantage. It is a long tedious

operation. It is necessarily accompanied by a cer-

tain amount of shock and too frequently is fol-

lowed by serious postoperative complications.

2. The lumbar approach devised by Royle. This

operation is entirely extraperitoneal. It is done

through an incision similar to that used for kidney

operations. The abdominal muscles are separated

from the crest of the ilium and the sympathetic

chain exposed by retracting abdominal contents

medially.

The advantages of this approach are manifold.

It is quickly performed. It is unaccompanied by
shock. It is entirely extraperitoneal and the ab-

dominal contents are not disturbed. Consequently

postoperative abdominal complications rarely occur

and the mortality is negligible. Furthermore, the

exposure is much more adequate than by the ab-

dominal approach.

Its only disadvantage is that only one side can
be done at a time. We feel that is safer and more
satisfactory than the abdominal approach and
have, therefore, adopted it.

Dorsal sympathetic ganglionectomy.

1. .interior approach of Royle. This is done

through a small incision above the clavicle. The
sternomastoid is retracted or a portion of it is sev-

ered and likewise the anterior scalenus. By blunt

dissection the dome of the pleura is exposed be-

hind the anterior scalenus. Sibson’s fascia is sev-

ered and the sympathetic trunk exposed on the

neck of the first rib. The trunk is then severed

below the first thoracic ganglion.

The advantages of this approach are the ease

and rapidity with which it is performed. Its dis-

advantage is that we feel it is incomplete. In merely

severing the trunk below the first thoracic ganglion,

white rami to this ganglion are left intact. Further-

more, there are frequently direct connections be-

tween the second thoracic ganglion and the brachial

plexus, not only through the intrathoracic ramus

described by Kuntz, but also by way of sympa-

thetic rami going directly from the second thoracic

ganglion into the first thoracic nerve. We do feel,

however, that it may be possible to do a complete

operation through this approach. In one case we

were able to remove the first thoracic ganglion and

obtained a very satisfactory result. With more ex-

perience in this approach, the second ganglion may

also be removable. If this is true, this will un-

doubtedly be the approach of choice.

2. The posterior Henry-Adson approach. This

consists in a removal of a portion of the first or

second rib, together with the transverse process.

The sympathetic trunk is found lying on the pleura

between it and the lateral aspects of the bodies of

the vertebrae. Through this approach the first and

second thoracic ganglia together with the interven-

ing trunk are conveniently removed.
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The only disadvantage of this operation is that

it is more time consuming, more mutilating, and

more difficult than the anterior approach. Its great

advantage and the thing that causes us to prefer

it lies in the fact that, when it is properly done,

it completely denervates all sympathetic fibers to

the brachial plexus. Royle feels the avoidance of

Horner’s sjmdrome is an advantage of his ap-

proach. In our last two cases, in which the pos-

terior approach was used, we have left the inferior

cervical ganglion intact and have had only a tem-

porary Horner’s syndrome.

CONCLUSIONS

Sympathetic ganglionectomy is indicated in all

cases of Raynaud’s disease, in Buerger’s disease

where there is a large vasospastic element, in gener-

alized scleroderma, in selected cases of spastic para-

plegia, in severe cases of spastic constipation and

Hirschsprung's disease, and in chronic progressive

polyarthritis.

In suitable t}T)es of chronic arthritis, such as the

young individuals with cold, clammy, painful ex-

tremities, without evidence of joint destruction, we

may expect complete cures as a result of proper

sympathetic surgery.

In the more advanced types the operation re-

sults in immediate relief of pain, immediate and

progressive improvement in joint function and

actual improvement in the structure of the joint.

Chronic progressive arthritis at last enters the

disease class, in which we have a very definite sur-

gical therapeutic measure of great value. Xo pa-

tient should be allowed to go on to the stage of

disability. If the condition progresses in spite of

all treatment, carefully carried out, sympathetic

operations should be performed. The earlier opera-

tion is performed, the better is the prognosis of

cure.
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ACUTE DIFFUSE SEPTIC MEXIXGITIS *

ITS TREATMENT BY INTRAMUSCULAR INJECTION OF

AUTOCEREBROSPINAL FLUID. PRELIMINARY REPORT

J. T. Rooks, A. M., M. D.

WALLA, WALLA, WASH.

Acute meningitis is one of the most deadly of in-

fections. Even in the epidemic type caused by the

meningococcus the mortality rate, in spite of the use

of specific serum, is still exceedingly high. In some

epidemics death often occurs before a diagnosis has

been made with certainty, while in the diffuse septic

type the prognosis is so unfavorable that death is

to be expected in nearly all cases.

Whether the pneumococcus or the streptococcus

is the more deadly when once it has invaded the

central nervous system is questionable. However,

there seems to be an impression among many phy-

sicians that a pneumococcal infection of the menin-

ges is more virulent than that caused by the strepto-

coccus, and yet, as far as I have been able to ascer-

tain from studying case reports, there is no evidence

recorded to substantiate this impression.

In discussing the treatment of pneumococcal

meningitis, Cole' says he knows of no method w'hich

has been demonstrated to be successful. All of his

cases ended fatally and he adds, further, that he

has not personally known of a single case in which

the diagnosis has been made wdth sufficient atten-

tion' to bacteriologic technic to meet all objections,

*Read before the Forty-first Annual Meeting of
Washington State Medical Association, Mount Baker
Park. 3Vash., Sept. 2-3, 1930.
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in which recovery has taken place. Ballenger^ re-

cently reported fourteen cases of streptococcal men-

ingitis and ten of pneumococcal. In all but one of

the twenty-four cases death occurred in from one to

fifteen days. The one exception was taken from the

hospital in a dying condition and the final outcome

is unknown. He reported one recovery from staphy-

lococcus aureus.

Pneumococcal meningitis has been recognized by

various observers as a complication of pneumonia,

ranging from ^ to per cent, and in Osier’s

Montreal series it reached 8 per cent. As a com-

plication of suppurative otitis media or as a sequel

of mastoiditis, septic meningitis is said to be not

uncommon and has often been known to originate

from an infection in the nasal accessory sinuses.

Of the various types of the pneumococcus it is

questionable whether we should consider one t3q>e

more severe than another, since in all cases the

mortality rate invariably approaches so closely the

100 per cent mark that the prognosis is considered

hopeless. Bauer and St. Clair^ reported four cases

complicating otitis media and five cases of primary

pneumococcal meningitis. The former four were

equally divided between types III. and IV. Of the

latter five one belonged to type I. and four to tjq^e

IV. All of these terminated fatally. Of the primary

cases the longest duration of life after the onset of

meningeal symptoms was three days in one case.

Two of these patients died within twenty-four hours

from the time the disease was recognized.

Christensen"* reported a series of sixteen cases,

five each of types I. and III. and six of type IV. All

of them terminated fatally. In 1927, after a com-

plete review of the literature, Goldstein^ estimated

that there had been only about 150 cases of recovery

from pneumococcal meningitis reported. His treat-

ment is heroic, consisting of radical drainage and

lavage of the ventricles and meninges with antisep-

tic solutions such as mercurochrome-220, neutral

acriflavine, metaphen and ethylhydrocuprein.

Globus and Kasanin® and also Harkavy^ mention

numerous isolated recoveries. In these cases usually

recovery was attributed to the employment of meas-

ures similar to those used by Goldstein, but Har-

kavy believes that the fundamental problem in the

treatment of pneumococcal meningitis is to influ-

ence the disease favorably by means of specific

serum therapy. His one case that recovered was of

type I. Stewart® is a strong advocate of the use of

ethylhydrocuprein and emphasizes the necessity of

bringing all regions of the meninges into frequent

contact with the therapeutic agent, the value of

which he was able to demonstrate on experimental

animals.

Kolmer’ places the greatest emphasis on early

treatment. He cured 60 per cent of his cases of

experimental pneumococcal meningitis in dogs by

injecting pneumococcidal agents directly into both

common carotid arteries, combined with cisternal

drainage and intracisternal medication, providing

the treatment was instituted at the onset of the

signs and symptoms of the disease. But we must

not overlook the fact that in these experimental

cases the diagnosis was known even before the first

symptom of meningitis appeared, which simplified

Kolmer’s task wonderfully and placed his problem

wholly without the realm of clinical experience.

All writers on the subject seem to agree that

whenever possible the primary focus must be thor-

oughly eliminated, a fact which I wish to emphasize.

Infected paranasal sinuses must receive proper at-

tention and it is equally imperative that all necrotic

bone be completely removed, regardless of the

structures involved. The recognized treatment,

therefore, is radical to the extreme, and, considering

the uncertain results, never justifiable except in the

hands of the most skillful expert and under ideal

conditions. The average physician does not see

many of these cases in the course of a life time, a

point which must be kept in mind, when these

heroic, radical measures are to be adopted. There-

fore, a more simplified therapy, if it offers even a

modicum of success, is worthy of the most careful

consideration.

Beginning in 1923 Spanyi*° treated ten cases of

tetanus with 70 p>er cent of recoveries by reinjecting

5.00 to 10.00 c.c. of cerebrospinal fluid under the

skin of the thigh one or more times. Of course, he

also employed serum and narcotic agents. Another

series of four cases treated in like manner by the

same author recovered without a single fatality. Of

still another series of twenty-seven cases, which he

treated without the reinjection of cerebrospinal

fluid, 56 per cent died. He has also employed this

method in the treatment of tetany, meningitis,

eclampsia, etc.

In 1929 Mariotti** reported favorable results

from the intravenous injection of cerebrospinal fluid

in various pathologic conditions of the central ner-

vous system, especially chronic infections. He states

that the method is readily, tolerated and causes no

disturbances whatever.

In April, 1930, Lauzer*® reported a series of thir-
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teen cases of epidemic cerebrospinal meningitis

treated by the intramuscular reinjections of auto-

cerebrospinal fluid, WTth prompt complete recovery

in all cases but one. The duration of the disease in

his series varied from six to twenty-seven days. Like

iVIariotti, Lauzer found the method to be harmless,

causing not the slightest local reaction and in all

cases apparently having a favorable influence on

the course of the disease.

^ly experience with this method of treatment is

limited to two cases. The first of these was diag-

nosed tentatively as type I. pneumococcal menin-

gitis, as the exciting microorganism, when examined

in direct smears of the cerebrospinal fluid. It was a

lancet-shaped encapsulated gram-positive diplococ-

cus, and the cerebrospinal fluid was precipitated by

type I. pneumococcal serum; but unfortunately,

owing to unavoidable tragic circumstances, the bac-

teriologic investigation was not completed. The

exact bacteriologic diagnosis, therefore, may be

questioned. The second case was also caused by

organisms which were morphologically similar,

when examined in the direct smears of the cerebro-

spinal fluid to those observed in the first case.

However, the identity of these organisms in the sec-

ond case was finally established by cultural and

other characteristics as the nonhemolytic strepto-

coccus.

My attention was first called to this method of

treating cerebrospinal meningitis by an associated

press report of Lauzer’s work. At that time I had

just performed a mastoid operation on case 1 of my
series. This patient was almost moribund and we

could offer absolutely no hope whatever. Death ap-

peared to be only a question of a comparatively

short time. I was in a mood to try anything sug-

gesting the faintest ray of hope, as matters could

hardly be made worse. The little patient, being one

of my personal friends, made the problem the more

serious for me.

The general reaction of some members of the

medical profession to this method of treatment is

peculiar. The dangers of its causing serious com-

plications are set forth with emphasis and skepti-

cism. The parents of my first case were warned

against it by the laity and indirectly by physicians,

disregarding medical ethics and professional deco-

rum. As a preface to Lauzer’s report, even the edi-

tor of the Medical Sentinel sounded a solemn warn-

ing. He said that, in spite of the apparent harmless-

ness of the method in the hands of the author, we

cannot help wondering if there may not be serious

dangers. However, after all of these warnings not

one person, as far as I know, has ever made a speci-

fic statement as to what a single one of these dan-

gers may be.

Believing that I was dealing with a pneumococcal

infection, and considering the seriousness of the

clinical picture, a fatal ending appeared obvious.

This was confirmed by numerous consultations. In

such a crisis the possibility of the intramuscular in-

jection of purulent cerebrospinal fluid causing local

abscesses or even septicemia were not to be given a

thought. I, therefore, elected to try this new

method of treatment. The results can be stated in

no better way than by presenting an outline of the

clinical course of each case.

Case 1. Female child, age 7 years, slightly undernour-

ished and underdeveloped. Her first signs of sickness were

noted on November 16, 1929, and were characterized by
more or less slight indefinite symptoms, such as general

malaise and loss of her usual activity. On November 18, she

complained for the first time of pain in her right ear and
two days later the right drum membrane was found to be

red and bulging and was lanced. Following the paracen-

tesis the middle ear drained profusely until the third day of

December, when the discharge became lessened and the pa-

tient’s condition grew worse rapidly.

On the afternoon and night of December 2, she com-
plained of severe p>ain over the forehead and vomited at in-

tervals, which no doubt marked the onset of meningitis.

When admitted to the hospital on the morning of December

4, her complexion, which was normally fair, was described

as ashen. She had but little to say and scarcely noticed

anyone. Her heart was rapid. Her pulse was bounding and

registered 140 per minute. Her respiration was 28 and

temperature was 103°. When testing for the Babinski

sign there was a slight tendency for the toes of the left

foot to fan. Otherwise the deep and superficial reflexes

were absent. Her neck was stiff. Kemig’s sign was doubt-

ful.

Her cervical lymph glands were j>alpable, although her

tonsils and adenoids had been removed and her throat was

in good condition. Her thyroid gland was not enlarged.

There was a slight purulent discharge from her right middle

ear. The superficial tissues over the mastoid area were

normal in appearance. No tenderness could be elicited over

either mastoid and her mother stated that there had been

none at any time. There was no evidence of organic disease

of the heart or lungs but the patient’s general condition was

that of a profoundly sick child.

Roentgen report. Haziness and blurred appearance of

the right mastoid cells, due to the presence of infection

and granulations.

Clinical laboratory report. Erythrocytes 3,000,000, total

leucocytes 22,000, polys 93 per cent, small lymphocytes S

per cent, large lymphocytes and large mononuclears, 1 per

cent each. The cerebrospinal fluid was cloudy and contained

4,000 cells per cm. and lancet shaped encapsulated gram-

positive diplococci and only a trace of sugar.

Treatment. Owing to the seriousness of the general clini-

cal picture, although there was but little upon which to base

a diagnosis of mastoiditis, the right mastoid was oponed at

10:00 a. m., December 4. There were a few granulations in

the mastoid antrum and in the small pneumatic cells but no

free pus and no evidence of necrotic bone.
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Immediately following the operation the patient’s gen-

eral condition continued to go from bad to worse. At 6:00

p. m. on the day of the operation her temperature was IOS.8

degrees and she complained of a great deal of pain over the

forehead and occiput. When not vomiting she was drowsy,

almost in a stupor.

The following morning, December S, twenty-four

hours after the operation, and forty-eight hours after the

first symptoms of meningitis were noted, she was given

10 c.c. of autocerebrospinal fluid into the muscles of the

right breast. At that time her temperature was 103 de-

grees and remained fairly high all that day. At 12:20 the

following morning her temperature was 101.2°, at 10:00

a. m., it was 98.8°. On December 7 the patient said

she felt fine and her temperature was still normal. The in-

jection of cerebrospinal fluid was repeated. December 9,

or four days after the first treatment, the cerebrospinal

fluid appeared to be perfectly clear and the cell count was
IS. Blood cultures were negative.

The treatment was continued on alternate days and the

patient seemed to improve steadily until December 13,

when her temperature registered 102.4 degrees, but she

showed no other unfavorable symptoms and her tempera-

ture gradually became normal in three days. On December
19 she complained of headache, was cross and rest-

less. The following day she was dizzy, photohobia was pro-

nounced and her temperature gradually ran up to 102.6

degrees.

December 21, dizziness and photophobia were even more
pronounced and she vomited repeatedly. There was no
nystagmus and never any disturbance of hearing. Her tem-
perature at 4:00 p. m. was 104°. The treatment was ad-

ministered daily for four days, beginning with December
3. December 2S, her temperature was normal but dizzi-

ness continued until December 27. Thereafter her tem-
perature varied from 98° to 101° until January 24, when
it rose to 102.8°.

During this time her general condition was as change-

able as her temperature. Four or five quiescent days were
invariably followed by one or more days of headache,

dizziness, photophobia, nausea and vomiting and extreme

irritability. On January S her condition appeared to be
almost hopeless, but these relapses were invariably followed

in a few days by improvement after the daily reinjections

by cerebrospinal fluid. The leucocytes remained more or less

constant at about 15,000 with 80 per cent polys, while the

cells of the cerebrospinal fluid varied with the condition of

the patient. At no time did the urine show anything more
serious than a few granular casts and an occasional red

blood cell.

Beginning with January 25, the treatment was supple-

mented by the daily administration of 25 cc. of pneu-

mococcus antibody intramuscularly for six days. Henceforth

recovery was uneventful. She left the hospital on February
11. She has since grown taller, gained in weight, returned

to school, developed an acute cold followed by a mild

attack of whooping-cough which subsided without com-
plications, and she is now the picture of health. In addition

to the treatment above outlined she received cod liver oil

and optochin base orally.

Case No. 2. Referred by Dr. J. C. Lyman. She was
also a blond girl, seven years old, fairly well developed but

slightly undernourished. She entered the hospital March 7,

1930.

On February 25 she began to complain of pain in the

left ear, over the left eye and left temple, but it did not

seem to be of a serious nature. On March 1, the left ear-

drum was lanced but was followed by very scant discharge

of rather thick pus which had to be removed with an ap-

plicator. Her earache was not relieved by the myringotomy
and became severe during the following night. A day later

her condition appeared to improve a great deal and she

began to exhibit her usual signs of activity and interest in

her surroundings, but, on the evening of March 6 the pain

over the left eye and left temple returned in a greatly

aggravated form and was continuous and progressive. On
the morning of March 7 she was badly nauseated and
vomited several times, and was cross and irritable, pre-

ferring not to be disturbed.

When admitted to the hospital on the evening of March
7, her physical examination revealed the condition described

below. There was a slight purulent discharge from the

left middle ear. The corresponding drum membrane and the

upper posterior wall of the external auditory canal were red

and swollen, but there was no tenderness or swelling of the

tissues over the mastoids which appeared to be healthy.

However, the roentgen report described all of the left

mastoid cells as being more hazy and more blurred than

they were when a similar examination was made three days

previously. Her neck was stiff and her head was drawn
backward, forming an arch of the neck and back, pro-

nounced opisthotonos. She would cry when attempt was
made to raise her head from the pillow.

Kemig’s sign was present. The right knee jerk was
normal, but the other deep and superficial reflexes were

diminished. There was no Babinski or other disturbances

of the plantar reflexes except a diminution in the excursions.

She paid almost no attention to her surroundings or to

those about her.

Clinical laboratory report. The cerebrospinal fluid was

cloudy and contained large flocculi. The cell count was 1400

with 97 per cent polys. The sugar content was 37 mg. per

100 cc. Smears of the cerebrospinal fluid contained a small

number of gram-postitve lancet-shaped diplococci which

were tentatively called pneumococci. Later, however, their

cultural and other characteristics proved them to be non-

hemolytic streptococci.

Blood. The total leucoyte count was 27,500 with 30 per

cent polys.

Urine. The urine contained a trace of albumin and dia-

cetic acid and a few hyaline casts.

Treatment. The patient’s condition was obviously criti-

cal. I was advised, after consultation, against surgery as

needless torture for it was considered too late to hope to

accomplish anything thereby. However, I insisted on a

left side thorough simple mastoidectomy, to which her

parents readily consented. The mastoid antrum was un-

usually small but contained pus and granulation tissue.

Smears of the pus revealed the presence of a similar type

of microorganisms to those found in the cerebrospinal fluid

which also proved to be nonhemolytic streptococci.

The operation was performed at 6:30 p. m., on March

7, preceded by an intramuscular injection of 22 cc. of the

patient’s cerebrospinal fluid. These injections were repeated

thereafter every twelve hours until the patient’s appearance

was normal and the intraspinal pressure remained reduced

to what we considered a safe level. Believing that we were

dealing with a pneumococcal infection the child was given

also an intramuscular injection of 25 cc. of pneumococcus

antibody twenty-four hours after the operation and repeated

every twelve hours until six doses had been administered.

At the time of the administration of the first injection

of cerebrospinal fluid her temperature was 103.8°, pulse

146, and respiration 28. At 6:00 o’clock the following

morning her temperature was 101°, pulse 128, respiration 30

and her general condition correspondingly improved. On
March 10, three days after the first treatment, her tem-

perature became normal and remained practically so until
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she was dismissed from the hospital on April 3. The highest

temperature recorded after it once became normal was
99.2°. In the meantime the patient was feeling fine and
acting and reacting like a normal child, free from head-

ache, dizziness, photophobia and other discomforts.

Course. This case ran a steadily progressive course with

practically no oscillations whatever. The cell count of the

cerebrospinal fluid which was originally 1400 was steadily

reduced and was normal twelve days after the first treat-

ment. On March 25 and 31 the cell count was 2 and the

sugar content was 60 mg. per 100 cc., although there was
still a trace of albumin present in the cerebrospinal fluid.

Since she was dismissed from the hospital on April 3,

she has gained in weight, is bright, active and alert, en-

joying perfect health. She has had no headache or other

symptoms of nervous disease or mental disorder.

GENERAL COMMENT

In every instance, in both cases, the cerebrospinal

fluid when injected into the muscles was absorbed

with unusual rapidity and ivithout the slightest

local reaction, and there was never once the merest

suggestion of shock or other harmful systemic ef-

fects.

“One swallow does not make a summer,” neither

do two cases warrant sweeping deductions but, con-

sidering Spanyi’s results and Mariotti’s observations

and Lauzer’s exp>erience with the method, the rapid-

ity with which the symptoms disappeared in the

second case, to whom the treatment was adminis-

tered in large doses at twelve hour intervals, and

the simplicity and apparent harmlessness of the

procedure, it is my firm conviction that the method

merits the most careful clinical consideration and

thorough experimental investigation. IVIy experi-

ence with these two cases has caused to develop in

me a semblance of security, for one could hardly

observe them throughout the daily course of the

disease without feeling a little more optimistic re-

garding the prognosis of this most deadly malady.
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DISCUSSION

Dr. Edward S. Lauzer, Rock Springs, Wyo. “,\11 things in

science begin with uncertainty, and end in facts.” I wish to

congratulate Dr. Rooks on his paper and also wish to express

thanks to him for his courage in using this new and radi-

cal treatment of meningitis.

My' interest in autotherapy and experiments began in

1912, when we first used immune serum in the treatment

of scarlet fever. I obtained very favorable results and pro-

ceeded to do some investigating, finding that by withdraw-

ing ascitic fluid and reinjecting it into voluntary muscle

tissue we could produce polyuria, then later attempted and

succeeded in extracting certain tyijes of carcinoma and re-

injecting the extract again into voluntary' muscle tissue, and

affecting a rapid recovery.

Following an epidemic of influenza, in which a great

many patients suffered from secondary’ anemia, we again

turned to autotherapy, and found that by withdrawing

5 cc. of blood from a vein and immediately reinjecting it

into voluntary muscle tissue, a peculiar phenomenon would

result. The first twelve to twenty-four hours after the

injection there would be a slight drop in the red cell count,

the hemoglobin would also drop and the coagulation time

lengthened, this, we have designated the negative phase.

Following this phase, a rapid rise in the red cell count

occurs and a rise in the hemoglobin content and the coagu-

lation time returns to normal. The peak of this positive

phase is reached in thirty-six hours after the autohemic in-

jection. The white cell count, if increased as it usually is,

drops down to normal. An increase in red cell count has

repeatedly been noted as high as one million at the end of

thirty-six hours.

We have been treating Rocky Mountain spotted fever

by autohemic injection for the past five years with won-

derful results, so that now it has become a standard treat-

ment with us. In the early part of 1929, during an epidemic

of cerebrospinal meningitis, when the results from serum

could not be obtained, we resorted to the use of auto-

therapy, and found that results could be obtained by re-

injecting cerebrospinal fluid into voluntary muscle tissue,

the details of which are given in an article published in the

Medical Sentinel.

Dr. Rooks has followed our line of treatment, but in a

different type of meningitis, and has brought out the fact

which must in all cases such as he described in his paper

be followed. That is, that if there is a local point of in-

fection, such as a mastoid, free drainage must be estab-

lished. From what work has been done in autotherapy, the

fact has been clearly demonstrated that a great field has

been opened, and that as we learn more about it, we shall

become convinced that greater stress should be placed on

biology in the medical college.

We are not able • to state as to how or why these

results are obtained, but we are convinced of the fact

that bacteria act differently when injected into tissue other

than those of their selection, within the same body. It

would seem that nature has stored the protectiv’e mechan-

ism in all animal life in the outside covering of the body,

but chiefly in the voluntary muscle fibers.
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TRAINING THE CHILD TO EAT*

Charles E. Hunt, A.B., M.D.

EUGENE, ORE.

(Concluded)

One common cause of anorexia in the young is

prolongation of the period of bottle feeding. The

bottle should be confined to infancy and the child

weaned by nine to ten months to spoon and cup

feeding. If cereal, orange juice, vegetable, etc., has

been started from six months up, there is no diffi-

culty in accomplishing this.

Prolongation of milk feeding in older children

is a very common cause of loss of appetite. These

children are often taking a quart of milk a day

and more. Milk is of the most importance in in-

fancy but there comes a time later when it is not

of the most importance and has to be reduced very

materially and other solid food substituted. Milk

is lacking in vitamins, minerals and other elements,

and is not a perfect food beyond infancy. The

propaganda to give a quart a milk a day to grow-

ing children is pernicious from the standpoint of

dietetics and is one of the chief causes of anorexia.

Schultz, Porter and many others have emphasized

this important point.

The foundation for loss of appetite is often laid

when attempting to educate to a new food. This

should be done in a matter of fact way and with-

out undue concern or the use of force. Feeding

new substances is largely a matter of education,

and patience and much tact must be used. It is

here that the first fatal error is usually made. No
notice should be made of refusal. Eventually the

food will be eaten.

Another important factor is the use of toys,

stories, etc. to divert the child’s attention. Also

artificial pacifiers, unkept promises, threats, etc.

On this score many parents are guilty, and many

children need new parents more than anything else.

The parents of an only child are the worst offend-

ers here. Children require supervision but not the

kind which these children get.

With older children serious mistakes are made

and anorexia developed when any eating is allowed

between meals; milk is used as a beverage between

meals, or too much food in too large quantities is

offered at meal time with an anxiety shown or ex-

pressed as to the amount eaten. A pernicious habit,

also, is to give children milk at bedtime.

Many children are thought by their solicitous

parents to be suffering for loss of appetite, when,

as a matter of fact, they are well nourished. The

trouble is that they do not eat as much as the par-

ent thinks they should. Too short intervals be-

tween meals is often a cause. For the child a year

old and over, three meals a day are sufficient and

on this regime with no lunching between there will

be a good appetite, providing the child is not ill.

Talking about food and eating habits in the child’s

presence at any time is pernicious. The child that

thinks he is a bad eater very often will do his best

to live up to the reputation.

Schultz maintains that chronic anorexia in child-

hood is seldom encountered in the rugged child.

He holds that it occurs in the hyposthenic or as-

thenic type, and is probably a constitutional dispo-

sition or characteristic, transmitted from parent to

offspring. He states that it occurs with hyperfunc-

tion, hyperactivity, great instability of temperment,

a tendency to habit formation, wilfulness and be-

havior problems. They are often the offspring of

intellectuals. He says, “After the most critical sur-

vey and evaluation of all causes, both principal and

contributory in a case of functional anorexia, one

will be forced to the conclusion that underlying

the whole complex picture is the constitutional dis-

position.” Wile of New York very strenuously ob-

jects to Schultz’ consideration of the relationship

of anorexia to heredity and states that the relation

between them is not more important than that of

typhoid and other conditions to heredity.

Porter considers that these behavior anomalies

relative to eating can be prevented, and that the

parents should be trained in prophylaxis. He says

it is the glare of the limelight that brings these

children to this state of maladjustment in almost

every case. Sweet considers one of the important

causes the fact that by not eating the child gets

something which he values more than food, and

that is the undivided attention of every adult mem-

ber of the family. Greenwald emphasizes Krasno-

gorsky’s work which shows that emotional states

of all sorts, such as grief, anxiety, excitement,

anger, etc., all put a stop to or grossly interfere

with the psychic secretion of gastric juice, so that

the sense of appetite is lost. Greenwald mentions

factors which disturb the psychic well being and

affect appetite as being coercion, coaxing, distract-

ing the child’s attention, imitation, negativism,

prolonging the period of infancy, criticism of table

manners, etc.

There is another type of child who does not eat

because of overfatigue, overexcitement, too much

play or too much competition with other and older

children. They get up late and worry about get-
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ting off to school on time. They are anxious to

get over a meal and get out to play or are too

busy placing to come in and eat. They are over-

excited in anticipation of going to a show or other

entertainment and their appetite is affected ac-

cordingly. These children have to rest before a

meal for a short time, and relax and rest a short

time afterwards. They have to get to bed earlier,

get more rest and cut down on all manner of ex-

citement and strain. Occasionally they have to be

taken out of school for a short period. Sometimes

they need a change of scenes and environment.

Careful examination following a good history

will show, however, that there are many physiologic

and organic causes underlying loss of appetite, and

that one must not ov'erlook these causes, and con-

sider all cases as due to errors in training and ab-

normal psychic makeup. It has been sho\\-n by

Miles, Roth and Smith that incomplete diets, par-

ticularly those low in protein and high in carbo-

hydrate can lead to anemia and loss of appetite.

Many workers have shown that an abundance of

vitamins in the diet favor blood formation and

stimulate appetite. Minot and Murphy showed the

remarkable results in blood regeneration by feed-

ing liver, kidney and beefsteak. They state, “fre-

quently the appetite, which had previously been

very poor, became ravenous.” The sum total of all

of these recent experiments shows that liver diet

acts as a stimulant to regeneration of blood and

this in turn to an increase of appetite. In the ab-

sence of other organic disease, anorexia of long

standing is frequently found associated with a mild

secondary anemia. The improvement in appetite

following liver diet is striking in these cases.

Metabolic processes may be unstable in these

children. Such disorders as acidosis and cyclic

vomiting are often encountered. The vasomotor

system may be unstable, as also the nervous sys-

tem. Cameron raises the question whether the car-

bohydrate and fat metabolism are adequate, and

believes that a tendency to transitory periodic ke-

tosis is referable to such cases. Hammett showed

greater variation in the nitrogen, urea, creatinine,

uric acid, amino-acid and sugar content of the

blood. Carlson has shown that the secretory and

enzyme function may be abnormal.

Hur\itz, Sauer, and others have shown that gas-

tric atony, resulting in delayed emptying time of

the stomach and diminished secretory function, is

the underlying dysfunction in the child suffering

from primary chronic anorexia. The emptying time

is sometimes delayed as much as two hours over

that of the normal child. The free and combined HCl
is greatly diminished in the child with anorexia.

McCollum has shown that vitamin B. stimulates

appetite. Some cases of anorexia are doubtless due

to lack of this \dtamin. Moore’s work on vitamin

B. is of great interest as showing myelin degenera-

tion of the vagus nerve. This may have a great

bearing on digestion and appetite.

Griffith has pointed out that secondary anemia

or a true chlorosis is more commonly present than

diagnosed. The child shows marked improvement

in blood pictures and appetite after the withdrawal

of milk and substitution of green vegetables, etc.

Some investigators have shown that a distaste for

a certain food may be due to a true hyqiersensitive-

ness to it, and may be the child’s only protection

against a food injury.

The organic causes of anorexia I have left to

the last because they are the most definite, al-

though not the most common causes, and with a

good examination will not ordinarily be overlooked.

Bartlett showed in a large series of cases that the

common organic causes of anorexia in children in

the order of their occurrence or prevalence were

septic tonsils and adenoids, acute infections of vari-

ous kinds, tuberculosis, pyelitis and dental caries.

Abt mentions, in addition to these, diseases of the

heart and kidneys, and \itaminosis. He states that

there is not a single cause but various and widely

differing causes.

Schultz says that focal infections located about

the head are far the major causes of organic ano-

rexia in children. Many workers have shown a low

grade secondary anemia present, but it is difficult

to say in this case which is cause and which is

effect. Mention should be made of the common

cold which is one of the most frequent causes of

temporary loss of appetite. In fact, loss of appetite

is usually the first symptom of this malady. In

acute or chronic gastrointestinal indigestion and in

diseases of the mouth anorexia will be present.

Acute pain anywhere in the body will take away

appetite.

Estimation of the physical condition underlying

anorexia may only be completely done during a

period of observation. Low grade fever may elude

detection. Infection in infants may be present

without fever and yet be a cause of anorexia. Urin-

alysis and tuberculin tests should be done and in

some cases the gastrointestinal tract roentgen-

rayed.

In regard to treatment much has already been

said. Prophylaxis is more important than cure, and
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if some of these points already mentioned are taken

into account, there will be far less anorexia to

treat. In a condition depending on so many causes

the treatment will be varied and will depend upon

the underlying etiology. The treatment in nurslings

will consist of correcting the food and feeding hab-

its. The food may have to be reduced, and the in-

tervals between feedings lengthened. Some particu-

lar article of diet may have to be removed, or

cream may have to be removed from the milk.

The keynote of treatment at this age is to reduce

the amount of food. In some cases a short pre-

liminary period of starvation is necessary or the

milk diluted one-half. It is often best to offer less

food at a feeding than the baby wants, .^s soon as

signs of appetite begin to return, the amount is

gradually increased, always keeping just behind

the baby’s wants and taking the bottle away before

he pushes it away. If reduction of the amount of

food does not succeed, search should be made for

an obscure physical cause.

If the anorexia does not disappear with removal

of this cause, a diagnosis of psychologic aversion

will probably be correct and other means taken to

correct this. We must remember that teething, be-

ginning rickets or scurvy, lack of outdoor air and

sun, etc., are causes of loss of appetite in infants.

A more concentrated food, with less handling and

excitement, is necessary in some cases. Some firm-

ness must be used in dealing with an infant who is

being educated to food.

In regard to the loss of appetite in older chil-

dren, there are so many causes, as already men-

tioned, that the treatment will be varied. A careful

history is of prime importance, followed by a pains-

taking and thorough examination. What happened

when the anorexia first appeared? This answer will

be of great help. The trouble may date back to

the nursing or weaning period or to some acute ill-

ness. The child may be neurotic and living in a

neurotic environment. The training may have been

very faulty.

The whole regimen of the child must be arranged

properly. Outdoor life, exercise, sleep, proper han-

dling, etc. are necessary. The feeding habits must

be corrected and the food proper in amount, kind

and in serving. The overtired child should have

more rest, especially before meals and after. The

diet should be reduced at once and no force used

in feeding. All nagging, remarking about food, etc.

should cease. Nothing should be given between

meals but water, and at meal time the child should

spend only a moderate time at the table with

proper food set before him and no comments made
whether he eats or not. With nothing given until

the next meal, appetite will soon return, unless

there is organic disease at the root of the situation.

The reduction of milk, or in some cases its entire

removal may be necessary. Children who drink

large quantities of milk will not eat other food and

it must be completely withdrawn for a time at

least. Probably one pint a day is enough for any

older child. Fried and greasy foods should be elim-

inated from the diet and plenty of fresh fruits and

vegetables added. The diet should contain an abun-

dance of vitamins. Meat extractives, especially

beef, liver and kidney, stimulate appetite and are

important. Constipation should be corrected.

As to psychologic factors, routine treatment can

not be prescribed. It is important, however, for

everyone connected with the child to temporarily

forget the subject of food intake and gain in

weight. A psychologic cure can not be made in a

day. The parents must first be educated. Appe-

tites must be reeducated into these children. Every

person having anything to do with the child should

be properly instructed. The job should be turned

over to one individual of the right kind who can

properly deal with the child. In extreme cases the

environment should be entirely changed and the

child sent away from home. The association with

other children who eat properly is of great impor-

tance. The excitable, active child who is in a hurry

to get to school, in a hurry to get home, in a hurry

to get out to play, who often becomes overtired and

who tries to keep up with older children, must be

taken in hand and more rest, quiet and a more

orderly, serene life obtained.

There is so much to be said on this great sub-

ject of anorexia as to causes, treatment, prevention,

etc. that one could go on at great length in dis-

cussion. However, in closing I will say that the con-

dition is complex and often difficult of solution.

The treatment is often no simple matter. Not only

is a knowledge of the child’s make-up necessary,

but a great deal of patience must be exercised

as well at times.

First, the child’s feeding habits must not be dis-

cussed, certainly not in his presence. Second, the

mother or nurse should be made to understand

that the child will not die of starvation, even if he

misses a few meals. The child should be offered a

well balanced normal diet and no important article

eliminated because he does not like it. Three meals

a day should be offered and absolutely nothing

allowed between meals but water.
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MEDICAL HISTORY OF THE
PACIFIC NORTHWEST

For several years, among those interested in the

attempt to produce a history of medicine and of

practitioners in our Northwest section, the matter

has often been discussed as to the feasibility and

the method of accomplishing such an enterprise.

During the territorial period and the early days

of statehood in Oregon, Washington and Idaho,

there were notable members of the medical profes-

sion who took an active part in guiding the des-

tinies of these young commonwealths. Not only in

medical matters were they prominent figures, but

in civic, commercial and religious circles they left

their imprint on the progress of those years. It is

the opinion of many physicians who have paid at-

tention to the matter that it would a profitable

and worthy project to assemble facts concerning

the lives of these pioneer practitioners and the ac-

tivities in which they were concerned, as well as

the events of subsequent days, and publish them

in a volume which would present a permanent rec-

ord of the progress of medicine in the days gone by.

\’arious suggestions have been presented for the

attainment of such a purpose. It is agreed and is

apparent to anyone that a single individual would

have great difficulty in assembling the necessary

data which are indispensible for the projection of

such a work. If, however, it could be distributed

among men in the different states who would exer-

cise sufficient interest to accumulate the .necessary

material, a publication might be successfully pro-

duced. The suggestion for this purpose is that each

of the three state organizations at its next annual

meeting appoint an historical committee, whose

purpose shall be the accumulation of material for

such a history. This committee in turn should be

authorized to select committees from the different

county societies, whose members w^ould assemble

the available data w'hich could be most success-

fully obtained by those nearest to the location of

the men and facts under consideration. In certain

sections some such material is already available.

Thus a history of King county was published about

a year ago, in which is included a chapter dealing

with medical affairs, which recites certain events

occurring in the early history of the county with

sketches of the lives of the earlier physicians. Simi-

lar publications may have been produced in other

counties of these states. At the present time older

physicians are practicing in the different cities,

whose memories run back to some of the early

medical incidents of their localities and who were

acquainted with distinguished pioneer physicians.

If such a medical history were to be considered,

advantage should be taken of the knowledge of

these older practitioners. It should be noted that

many of these men have passed on within recent

time and that their number is gradually diminish-

ing. With their assistance, however, a work of this

sort could be much more easily accomplished.

One of the most serious problems of such an

enterprise would be its financing. This could be

accomplished by two methods. Some individuals

might be found who would be sufficiently interest-

ed to contribute sums of money sufficient to guar-

antee a certain portion of the expense. Otherwise

it would be necessary to depend upon subscrip-

tions. One could scarcely expect a sufficient sum

from this source to warrant the publication of such

a volume in one state alone. The suggestion of

covering the three states in one volume is due in

part to the probability of securing a sufficient num-

ber of subscriptions from interested physicians in

this larger territory to insure the financial success

of such an endeavor. The purpose of this writing

is to excite an interest in this project among the

physicians of our three northwestern states. If the

reaction is sufficient to show a real interest in such

an undertaking, it might be carried out according

to the plans above presented. It is hoped that,

during the period before the next annual meetings

of our state associations, there may be sufficient

discussion of this subject to determine some action

toward initiation of efforts in this direction.

AN APPROVED CONTR.\CT PRACTICE

Much has been said and written on the objec-

tions to contract practice which is condemned by

some in all its forms. Few words of approval

have been expressed. In view of this situation one

will read with interest the survey of the Endicott

Johnson workers’ medical service, recently pub-

lished by the Committee on the Cost of Medical

Care. This company operates factories for the man-
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ufacture of shoes in Binghamton, N. Y., as well

as four adjacent towns. They employ about 15,000

workers, who with their families number over

40,000, cared for by contract. The medical service

ARVID E. ANDERSON, Aberdeen. AVash.
President, AVashinj^ton State Medical Association, 1931

includes three medical centers beside first aid sta-

tions and clinics in other localities. i\Iore than

$800,000 is expended annually for the medical

service. A full-time staff of more than one hundred

physicians is employed, consisting of twenty-eight

physicians, beside dentists, pharmacists, bacteriol-

ogists, technicians of various sorts and clerks. The

physicians include internists, surgeons and special-

ists in various lines.

The published survey of this work, covering

1928, presents comments of several investigators.

One observer states that the actual treatment of

disease by this service is favorably compared with

that of practice in any small city, while in pre-

ventive medicine and obstetrics it is superior. An-

other comments that the general organization of

the hospitals and clinics is above the level usually

found in nonteaching institutions of this size.

Contract practice is traditionally alleged to be on

a distinctly lower plane than in private practice.

In this case such judgment apparently does not

hold. These observers comment that the relations

of these contract physicians to the patients is a

personal one similar to that found in good private

practice. Compared with the practice of private

physicians, it was noted that in seventy-six per

cent of illnesses among the Endicott Johnson work-

ers the physician was called within three days after

i
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the onset as compared with sixty-eight per cent

among private practitioners. As to ultimate results

there seemed to be no appreciable difference. There

appeared no significant difference among the two

types of physicians as regards education, intern-

ship and postgraduate study. During the year in

question about $200,000 was expended for services

of physicians, making $5.69 per annum as a per

capita cost for services among the families under

treatment.

So far as the physicians themselves are con-

cerned, a most vital question is that of personal in-

come. The comparison was made between the

twenty-six Endicott Johnson physicians and fifty-

one outside physicians during 1927. Among the

contract practitioners none received less than

$3,000 and none more than $12,000 annually,

nearly half ranging from $3000 to $5000 with

nearly as many reaching seven thousand. Among

the outside physicians the income of five was

less than $3,000, while five received more than

$12,000, with a maximum of $35,000. Here also

the largest number of incomes were from $3,000

to $5,000. The Endicott Johnson men also receive

certain valuable perquisites, such as sick benefits,

participation in investment savings, old age pen-

sions and an allowance per annum of nine hundred

dollars for operation of motor cars.

The relations of these practitioners \idth local

physicians were harmonious, most of them belong-

ing to the county medical society and a goodly

proportion to local specialists’ societies. It is com-

mented that the existence of such a medical serv-

ice presents a noteworthy economic and social phe-

nomenon. During the ten years of its existence

there has been evidence of confidence and goodwill

among the professional and technical staff, the

patients, the general medical profession and the

financial sponsors. The successful operation of this

medical service among this large group of workers

is a demonstration of a possibility of conducting an

elaborate health service which may be of benefit

to an extensive community. Whether such a plan

might be adaptable for general execution would

depend upon a great variety of conditions in dif-

ferent communities. This successful exhibition of

acceptable contract practice on a large scale is pre-

sented at this time for the attention of those in-

terested in this perplexing and much debated sub-

ject of contract practice. The report, from which

the above brief notes have been taken, is com-

mended for further study as offering much food

for thought.

BASIC SCIENCE LWY UPHELD
The legislatures of several states have passed

basic science laws which have been in operation

for a number of years. In other states such meas-

ures are under consideration and probably will

soon be enacted into laws. There has been a ques-

tion in different parts of the country whether such

a law is constitutional and its opponents have been

outspoken in their confidence in this position.

Therefore, it is of interest to note that the Supreme
Court of Minnesota has passed on the validity of

the basic science legislation in that state. The law

was attacked on numerous occasions in the District

Court, not only as to its validity but as to the right

of the Basic Science Board to issue basic science

certificates to those who were licensed to practice

medicine at the time the law was enacted in 1927.

The court held that the law was not violative of

any of the provisions of the state or federal con-

stitutions and that the Basic Science Board could

lawfully issue basic science certificates without ex-

amination to those who were licensed at the time

the law went into effect. The court was unanimous

in writing this opinion. While the provisions of the

Minnesota law probably differ somewhat from

those in other states, as in W’ashington for in-

stance, the fact that the Supreme Court of that

state has upheld its validity is a guarantee that

similar laws existing or to be passed in other states

will withstand attacks in other parts of the country.

SALE OF CHRISTMAS SEALS
During recent years the organized antitubercu-

losis work of this country has been influential in

producing a notable decrease in mortality from tu-

berculosis. These results have been due to the

labors of the state and county antituberculosis

leagues which have been established in all the

states. In the early days of this effort there was a

constant struggle for existence in an effort to obtain

funds for carrying on the work. This difficulty was

solved by the introduction of the annual sale of

Christmas seals, which the postoffice department

has permitted to be attached to letters and pack-

ages carried by the mails. This enterprise of sell-

ing seals during the Christmas season is familiar to

everyone. The purchase of great numbers of these

at a penny each has appealed to the public to such

an extent that the resulting revenue suffices to

finance the w'ork of this organization during the

year. The seals are provided by the National Anti-

tuberculosis Association which distributes an ade-

quate number to each state organization which in
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turn allots the necessary number to the cities and

towns in its jurisdiction. Of the money received

5 per cent is assigned to the national organization,

while the remainder is devoted to carrying on the

efforts of the state organizations. This is a com-

mendable form of service which appeals to every-

body. The expense being distributed in small sums

among so many people, the burden is light to the

individual but the results are substantial for the

organizations conducting this work. On page 22

of our advertising section is an advertisement call-

ing attention to this annual sale of seals which is

conducted previous to Christmas day. If physicians

will endorse the purchase of seals among their pa-

tients and other friends, it will aid in the success

of this most worthy effort.

.\N APPRAISAL OF PUBLIC HEALTH
ACTIVITIES IN PORTLAND

A booklet has been published by the University

of Oregon Medical School, entitled “An appraisal

of Public Health Activities in Portland, Oregon,

for the Years 1928-1929.” About a year ago a

survey committee was appointed, representing vari-

ous health and medical interests of Portland as

well as social and commercial organizations, for the

purpose of making a study of the present public

health activities of this city in comparison with

others of similar size and to bring the public health

facilities of the city and county to the highest

level. Statistics are presented covering all features

of health activities of the city, county, schools and

other allied interests. This work of survey and in-

vestigation was conducted by James Wallace, asso-

ciate director of the American Public Health Asso-

ciation.

It was recommended that the city and county

form a single county health unit under one active

head, known as City and County Health Officer,

with an advisory board representing urban and

rural areas. Other details are included to carry out

this purpose. It was also recommended that a board

of health should be appointed by the mayor, con-

sisting of the City Council and three or four other

members, the majority of whom should be physi-

cians. It is stated that provisions for public health

activities of Portland are only approximately fifty

per cent of the average for cities of its class and

about one-fifth of what is required as sufficient to

provide a reasonable, adequate health service. This

volume can be obtained from the Medical School

at a nominal charge of fifty cents.

MEDIC^ NOTES

OREGON
Hospitals on the Approved List. .At the annual meet-

ing of the Hospital Standardization Conference of the

American College of Surgeons in Philadelhpia, the follow-

ing Oregon hospitals were approved according to the

established requirements; .Astoria, St. Mary’s, fully ap-

proved; Columbia, conditioned; Corvallis General, con-

ditioned; Eugene, Pacific Christian, fully approved; Marsh-

field, Wesley, conditioned; Medford, Sacred Heart, fully

approved; Oregon City, Oregon City Hospital, fully ap-

proved; Pendleton, St. Anthony’s, conditioned; Portland,

Shriners’ Hospital for Crippled Children, approved; United

States Veterans’, approved; Good Samaritan, approved;

St. Vincent’s, approved; Multnomah, approved; Emanuel

Hospital, approved; Dr. Robert C. Coffey Clinic and

Hospital, approved; Doernbecher Memorial Hospital for

Children, approved, and Portland Sanitarium, approved.

Salem, Salem General, fully approved.

Addition to Hospital. At Astoria work has started on

a $250,000 building for the new St. Mary’s hospital, which

will be completed some time next year. According to

plans this will be a four story structure with accommoda-

tions for about seventy patients. Accommodations also

will be arranged for sisters, nurses and other employees.

Assistance Asked for Hospital. Directors of the Salem

General hospital have desired a special tax to be levied

for public support of that institution. Since this has been

declared impossible, plans are being considered for the city

to take charge and operate the hospital as a public institu-

tion either by action of the city council or by a vote of

the people at an election for that uprpose.

Distinction for Well Known Nurse. At the Rich-

mond Memorial Hospital in New York the nurses’ home

has adopted a novel plan for commemorating the services

of distinguisheds nurses. Instead of numbering the rooms,

each is identified with the name of a well known nurse.

Miss Emily L. Loveridge, for forty years superintendent

of Good Samaritan hospital at Portland, has been selected

for this distinction and her name will appear in connec-

tion with one of the rooms.

The Cancer Clinic. It is reported that efforts are be-

ing made by interested laymen to establish in Portland a

clinic for the administration of the Coffey-Humber treat-

ment of cancer. It is stated that a fund of $100,000 is to

be collected to carry on this clinic for five years. The

president of the Chamber of Commerce is especially active

in this enterprise. He says that one hundred eighty Ore-

gonians are now in San Francisco taking this treatment.

He thinks opportunity for its benefit should be offered

at home.

Dr. C. C. Dauer of Lakewood, Ohio, has been ap-

pointed county health officer and physician at Salem by

Dr. V. A. Douglas, county health officer. He began to

serve November 1, thus filling the vacancy caused by the

resignation of Dr. Edward L. Russell who is now engaged

in similar work in California.

Visit from Distinguished Professor. Last month Dr.

James B. Collip, professor of biochemistry at McGill Uni-

versity, visited several cities, including Portland and Se-
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attle, where he addressed local medical societies on “The

Placental Hormone.” He described significant experimental

work with this substance and its effect on ovulation. He
explained that this work may reveal interesting develop-

ments along this line.

Dr. C. R. Matthis, who formerly practiced at Amity,

has located at McMinnville, where he wUl be associated

in practice with Dr. Joseph Manning.

Dr. B. a. Menance has located in Corvallis, where he

will be a member of the health service at Oregon State

College. He formerly practiced at Ann Arbor, Mich.

Dr. F. P. Adams, recently of Portland, has located at

Dufur. Before practicing in Portland he was located at

Hermiston and Wasco.

WASHINGTON
Hospitals Approved by the American College of Sur-

geons. The following hospitals have been approved by

the hospital standardization committee of the American

College of Surgeons at a recent meeting at Philadelphia;

Aberdeen: Grays Harbor Hospital, 76 beds. .American

Lake: United States Veterans Hospital, 49S beds. Belling-

ham: St. Joseph’s Hospital, 100 Beds; St. Luke’s Hospital,

100 beds. Bremerton: United States Naval Hospital, 224

beds. College Place; Walla Walla Sanitarium and Hospi-

tal, 54 beds. Everett: General Hospital of Everett, 100

beds; Providence Hospital, 125 beds. Longview: Long-

view Memorial Hospital, 96 beds. Olympia: St. Peter’s

Hospital, 100 beds. Port Townsend: United States Ma-
rine Hospital, 100 beds. Seattle: Children’s Orthopedic

Hospital, 132 beds. Columbus, 211; Providence, 412; St.

Luke’s, 60; City Hospital, 117; Seattle General, 135; Swe-

dish, 255 ;
Virginia Mason, 180. Spokane: Deaconess Hos-

pital, 205 beds; Sacred Heart Hospital, 330; St. Luke’s

Hospital, 203 ;
Shriner’s Hospital for Crippled Children,

Mobile Unit, 25. Tacoma; Northern Pacific Beneficial As-

sociation Hospital, 116 beds; Pierce County Hospital,

172; St. Joseph’s Hospital, 350; Tacoma General Hos-

pital, 200. Vancouver; St. Joseph’s Hospital, 125 beds.

Walla Walla: St. Mary’s Hospital, 100 beds; United States

Veterans Hospital, 355; Walla Walla VaUey General Hos-

pital, 59. Yakima: St. Elizabeth’s Hospital, 183 beds.

Large Addition to Hospital. The Puyallup Valley hos-

pital at Puyallup has been enlarged by acquiring the Clark

apartments adjacent to it. This is a brick building of two

stories which will be connected with the hospital. It has

been remodeled to be used both for nurses quarters and

additional patients.

New School for Nurses. In connection with Provi-

dence hospital, Everett, conducted by the Sisters of Char-

ity, a new school of nursing has been completed at the

cost of $100,000. It is three stories high, equipped with

all conveniences for a nurses’ home together with class

rooms and administrative offices.

Meeting of the Mental Hygiene Society. A confer-

ence was held at Bellingham last month under the auspices

of Washington Society for Mental Hygiene, of which Dr.

D. .A. Nicholson of Seattle is president. Addresses were

made by Dr. J. G. McKay, associate medical director of

the Canadian Society for Mental Hygiene, and Father

Robert G. Lucey of Long Beach, Calif.

Hospital Changes Man.agement. The Snohomish Gen-
eral hospital has been renovated and numerous changes

and improvements installed which will make it an up-to-

date institution. Mrs. G. H. J. Symms has leased it and
will be its manager.

New County Society Proposed. Several physicians

from Omak, Brewster, Oroville and other cities recently

held a meeting at Omak for the purpose of organizing the

Okanogan County Medical Society.

Dr. Frederick Bentley of Seattle has returned from a

four months visit to Europe. With Mrs. Bentley he mo-
tored through Germany, Switzerland and Italy. He re-

ported courteous treatment and traveling without difficulty

in all these countries. He devoted a little time to profes-

sional investigations, but not enough to mar the pleasure

of the summer touring.

Dr. William Dietz, who for the past two years has

served on the staff of the Northern hospital at Sedro

Woolley, has located in Tacoma, where he will specialize

in neurology and psychiatry.

Physician in Politics. Dr. W. L. Jackson of Mount
Vernon has been selected by Skagit county Republican

precinct committeemen as representative on the state Re-
publican central committee.

Dr. Marion M. Kalez has located for practice in Spo-

kane, in which city he was a former resident. .After

graduating from medical school he served as intern at

Jefferson hospital, Philadelphia.

Dr. R.alph Dalton has located for practice at Spokane.

He recently graduated from Washington University at St.

Louis, following which he was intern at Barnes hospital

in that city.

Dr. W. j. Stark of Spokane, who has practiced in

that locality for the past ten years, has located in Col-

ville, where he will be associated with Dr. W. H. Gray.

Dr. H. T. Rhodes of Everett has returned from a

period of study abroad. He took special medical work at

Bordeaux, France, also visiting Switzerland and Germany.

Dr. Robert Hauschel has located for practice at Brem-

erton, his birthplace. -After graduating from Northwestern

University Medical School he served as intern in a Se-

attle hospital.

Dr. Bryam Newson, recent graduate of Northwestern

Medical School, Chicago, has located for practice in Se-

attle.

Dr. R. j. Alcorn, formerly of Sandpoint, Ida., and

having spent six years as resident surgeon at the Chicagoff

Mines hospital .Alaska, has located for practice at Rear-

dan.

IDAHO

Hospit.als .Approved. .At the recent hospitalization stan-

dardization conference of the .American College of Sur-

geons at Philadelphia, the following Idaho hospitals were

approved as meeting standardization requirements; Boise:

St. .Alphonsus hospital; St. Lukes hospital; United States

A'eterans’ hospital. Idaho Falls: Idaho Falls Latter Day
Saints’ hospital. Lewiston: St. Josephs hospital. Nampa:

Mercy hospital. Pocatello: Pocatello General hospital; St.

.Anthony Mercy hospital. Wallace; Providence hospital.
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Attacked by Patient. Dr. F. C. Gibson of Potlatch

was called one night last month to attend a patient. As he

approached the bedside the patient plunged a knife into

his abdomen. He was at once removed to a hospital and

successfully operated on. The patient was subsequently

declared insane and committed to the state hospital.

New Hospital Established. Dr. J. E. Otte of Grace

has opened a private hospital, occupying the second floor

of Hayes Building. This is said to be an addition to the

needs of Gem Valley people.

Dr. O. P. Hamilton of Mountain Home, where he has

practiced for a number of years, last month moved to

Boise where he will be associated with Dr. J. S. Stewart.

Wedding. Dr. L. J. .Anderson of Payette was married

September 26 at Weiser to Miss Edith Archibald of that

city.

OBITUARIES

Dr. Calvin S. White of Portland, Ore., died September

24 of disease of the heart, aged 62 years. He was bom in

Philadelphia in 1868. He attended Franklin College and

received his medical education at the University of Penn-

sylvania Medical School. When he came West he located

in Tacoma for a time and later practiced at Gervais, Ore.

He located in Portland in 1905. He was a prominent mem-

ber of the medical profession, taking active interest in all

of its affairs, serving in various official capacities. He was

at one time president of the state board of health. During

the World War he served at the hospital at Camp Lewis.

He was one of the best known and respected physicians

in the state. His forceful and pleasing personality made

him many friends both among the medical profession and

general public. His death is a distinct loss to the pro-

fession of this state.

Dr. Frank Pierce Gardner of Seattle, Wash., died Sep-

tember 29 from cerebral hemorrhage, aged 61 years. He
was born in Salem, Penn., in 1869, and graduated from

the Medical College of the University of Western Penn-

sylvania. After postgraduate work at the University of

Pennsylvania he came to Seattle in 1900, w'here he has

since practiced. During the World War he was commis-

sioned captain in the medical corps of the army, later be-

ing advanced to the grades of major and lieutenant colonel.

He acquired a large practice and had the affection and re-

spect of the people of his city.

Dr. Frank A. Decker of Reardan, Wash., was killed the

night of October 2, when his automobile ran into a truck

causing it to overturn on the highway. He suffered a

fractured skull and a broken neck. He w'as 36 years of

age, a native of Des Moines, Iowa. He received his medi-

cal education at University of Iowa, Iowa City. Coming

West he practiced for a time at Cle Elum, locating at

Reardan five years ago. During the World War he served

overseas in the army medical corps with the commission

of captain.

Dr. John Patrick Sweeney of Seattle, Wash., died of

cerebral hemorrhage September 29, aged 73 years. He was

born in Ireland and moved with his parents in his infancy

to Rhode Island. He was a graduate of the College of

Physicians and Surgeons, Columbia University, New York,

in 1882. He lived for a while in Mexico and later was
physician to the Colville Indian Agency of Washington.
In 1888 he located for practice in Seattle. In the ’90’s he
was active in local politics. He was a member of the

board of aldermen, when the city council consisted of

two chambers. At one time he was president of that

body. He took an active interest in the county medical

society, serving as its president in 1903. He was well known
among a large circle especially among the pioneers of Se-

attle. He retired from practice several years ago on ac-

count of ill health.

Dr. E. O. Finney of Weiser, Ida., died suddenly at Chi-

cago October 1, where he had gone for a visit, aged 51

years. He was born in 1879. He graduated from the Uni-

versity of Illinois Medical College in 1906. He had prac-

ticed for some years at Weiser where he was held in high

esteem. Having been in poor health for some time he

went East with friends, just before his fatal illness, to be

gone for a few weeks.

Dr. William Louis Gundlach of Port Angeles, Wash.,

died September 3, aged 86 years. He was born in Ger-

many in 1844 and graduated from Leipzig and Munich
Universities. He came to the United States in 1864 and

later graduated from Rush Medical College. He practiced

at Lake Mills, Iowa, and then moved to Wells, Minn. He
had a prominent part in business and civic affairs of this

city, serving as its mayor. He later moved to Blaine,

Wash., where he engaged in banking business. From
thence he moved to California and located at Port An-

geles fifteen years ago.

Dr. a. H. Wheeler of Creswell, Ore., died October 12,

aged 76 years. He was born in Barton, Vt., in 1854. In

early manhood he taught school, later studied medicine and

graduated from the State University of Iowa College of

Medicine in 1881. He was later dean of the school for

seventeen years. Later he settled in Colorado, near Denver,

where he was a clergyman as welll as physician. He has

been a resident of Creswell for the past four years, prac-

ticing until a short time before his death.

Dr. Ralph F. Goetter died at Colville, Wash., from

pneumonia October 5, aged 40 years. He was born in

Colville in 1890, where he spent all his life except when

he was studying medicine and serving in the World War.

He received his B.A. degree at Santa Clara University in

California, later studying at Gonzaga University. He
studied medicine at Washington University, St. Louis, and

received his medical degree at Marion Simms College of

Medicine, St. Louis. After serving his internship at Michael

Reese hospital, Chicago, he located for practice at Colville

thirteen years ago. During the World War he served in the

army medical corps as first lieutenant.

Dr. Ernest Orion Finney of Weiser, Idaho, died in

Chicago September 30, aged 51 years. He was born in

Rankin, 111., in 1879. He obtained his medical education

at the medical department of the University of Illinois,

Chicago, graduating in 1906. .After serving as intern at

Augustina hospital he spent a year at Vienna. In 1909 he

located for practice at Weiser. Last September he left for

an eastern visit. Stopping at Chicago, he appeared to be

in his usual health but on retiring he suddenly died that

night. He was greatly beloved by the residents (of his
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city, having made a distinctive impression upon the whole

community and surrounding sections by his personality,

his professional acquirements and integrity in all his deal-

ings.

Dr. Ernst Flehme of Spokane, Wash., died at Frank-

furt-on-Main, Germany, October 18, aged 39 years. He
was born in 1891 at Kiel, Germany. He received his medi-

cal education at the University of Kiel, where he graduat-

ed in 1914. During the World War he served as officer

on a German war vessel. He was decorated with the Iron

Cross for distinguished service. He came to the United

States in 1924, studying in New York, Philadelphia and

Chicago. He located in Spokane in the fall of that year

as a dermatologist. He was considered proficient in this

line of practice. On account of failing health he had re-

turned to his German home, where he underwent an opera-

tion for tumor of the kidney which resulted in his death.

REPORTS OF SOCIETY MEETINGS

OREGON STATE MEDICAL SOCIETY

MINUTES OF THE FIFTY-SIXTH ANNUAL MEET-

ING OF OREGON STATE MEDICAL SOCIETY,

HELD AT PORTL.\ND, ORE., SEPT. 17-19, 1930

HOUSE OF DELEGATES

First Session

Thursday, September 18

The opening session of the House of Delegates was called

to order by President Wilson Johnston at 7:00 a. m. in the

Grille Room of the Portland Hotel.

On roll call the following officers and councilors were

present: Wilson Johnston, Frederick D. Strieker, J. Earl

Else, E. L. Zimmerman, Thomas E. Griffith, R. H. Welling-

ton, Joseph A. Pettit, William Kuykendall, C. L. Booth,

Charles E. Sears, Frank R. Mount, E. A. Sommer, E. B.

McDaniel, and the Executive Secretary.

The following delegates were present; N. L. Tartar of

Corvallis, Central Willamette Medical Society; L. L. Truax

of Klamath Falls, Klamath and Lake Medical Society;

Irwin R. Fox and Leslie S. Kent of Eugene, Lane County

Medical Society ;
H. J. Clements and F. K. Power of Salem,

Polk-Yamhill-Marion Medical Society
;
William Lee Bishop,

Frank E. Boyden, Homer P. Rush, Hany M. Hendershott,

Blair Holcomb, Albert W. Holman, Charles R. McClure,

John R. Montague, Eugene W. Rockey, E. W. St. Pierre,

Goodrich C. Schauffler, B. A. Van Loan and A. M. Web-
ster of Portland, Portland City and County Medical

Society.

In the absence of the regular delegates, the following

delegates were seated by vote of the House: W. T. John-

son of Corvallis, Benton County Medical Society; Charles

E. Hunt of Eugene, Central Willamette Medical Society; A.

M. Wade of Roseburg, Douglas County Medical Society
;
Lee

B. Bouiy of La Grande and Thomas E. Griffith of the

Dalles, Eastern Oregon District Medical Society; E. B.

Picket of Medford, Jackson County Medical Society; Wal-

ter E. Nichol of Hood River, Mid-Columbia Medical So-

ciety; W. K. Livingston, Karl H. Martzloff, Roy C. Mc-
Daniel, Robert C. Coffey, and W^ayne J. Stater of Port-

land, Portland City and County Medical Society; C. T.

Sweeney of Medford, Southern Oregon Medical Society.

Dr. A. G. Bettman of the Publications Committee and

Clarence A. Smith, Editor of Northw’est Medicine, were

also present.

Upon motion duly made and seconded, it was voted to

dispense with the reading of the minutes of the last meet-

ing, they having been printed in the August, 1929, number

of Northwest Medicine.

President Johnston announced the appointment of the

following committees: Credentials, E. W^ St. Pierre, Chair-

man, H. J. Clements, Charles T. Sweeney; Nominations,

H. J. Clements, Chairman, R. H. W'^eUington, Lee B. Bouvy;

New Business, J. Earl Else, Chairman, Charles E. Hunt,

N. L. Tarter; Unfinished Business, Frank R. Mount, Chair-

man, William T. Johnson, Charles T. Sweeney; Resolutions,

Lee B. Bouvj-, Chairman, Eugene W^ Rockey, E. L. Zim-

merman.

President Johnston made some brief remarks regarding

the activities of the Council during the past year.

Report of the Secretary

Dr. Frederick D. Strieker, Secretary^ made a verbal report
of important actions of the Council of the Society and the

Executive Committee of the Oregon Public Health League
during the past year.

Upon motion duly made and seconded, it was voted that
the report of the Secretary be accepted and the actions re-

ported therein be approved.

Report of the Executive Secretary

Clyde C. Foley, Executive Secretary, presented his annual

report as follows:

To the Members of the House of Delegates of the Oregon
State Medical Society: The following report of the Execu-
tive Secretary is respectfully submitted to the House of

Delegates

:

membership

As indicated in the detailed report presented by Dr.

Strieker, the enrolled membership of the Society at this

time is 710 as compared with 612 reported at the last meet-
ing. We have thus gained 207 members since 1926 and
achieved the goal of over 700 members w’hich was set when
the present full time program was adopted in 1926. This
gain of over 400 per cent during the past four years reflects

the growing satisfaction of the physicians of the state with
the progressive program of activities which will be briefly

outlined in the following paragraphs.

ORGANIZATION WORK

The increase in the strength of our organization during

the past year and the years immediately preceding has not

been due to chance but to a well-planned program. The first

step in this program was a survey of existing organization

and membership in order to gain a comprehensive view of

the problems with ivhich we were confronted. For this pur-

pose a card file was prepared, on which pertinent data con-

cerning the professional standing, attitude toward organized

medicine, and other vital information were recorded for

eveiy^ physician in the state. A survey was also made of

the existing component societies with a view to ascertain-

ing the extent to which the societies were organized to meet
the needs of the medical profession in their communities.

This general surv'ey has been followed up by conferences

with local society officers and talks with indhddual physi-

cians to interest them in the program which the state

medical society is trying to promote in its various compo-
nent societies.

NEW TYPE OF LOC.AL ORGANIZATION

The result of this survey indicated that it would be de-

sirable to promote in the larger component societies a new

type of local organization which could successfully combat

some of the evil tendencies in the health field today, such

as the domination of the public health educational field

by lay organizations, the promiscuous giving of medical and

dental service through uncontrolled free clinics, and the

imposition practiced upon physicians and dentists by various

commercial interests.

This new type of organization which we have designated

as the “Oregon Plan" involves the following factors:
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1. The ultimate coordination and cooperation of the fol-

lowing groups in each community:
a. Physicians.

b. Physicians’ wives.

c. Dentists.

d. Dentists’ wives.

e. Physicians’ office assistants.

f. Dentists’ office assistants.

g. Nurses.

h. Technicians.

i. Hospital executives and employees.

2. A Central headquarters preferably in a special profes-

sional building for physicians and dentists in a central

downtown ground-floor location, in which the various

activities of these cooperating groups are carried on.

3. The pursuit of a definite well-defined group of aims to

ultimately embrace the following activities:

a. Scientific and social meetings.

b. A physicians’, dentists’ and hospital credit and col-

lection bureau.

c. A physicians’ and dentists’ emergency telephone ex-

change.

d. A nurses’ and technicians’ registry.

e. A public relations bureau, the functions of which to

include the maintenance of a public reading room, a

public information bureau, a speakers’ bureau for lay

meetings, and the preparations of newspaper items

concerning the activities of the medical society, and
lay educational articles.

f. A reference library of scientific and technical books.

4. A personnel of comjjetent lay employees trained in tbe

ideals of the medical and dental profession and in the

policies and aims of organized medicine working under
the supervision of the state executive secretary.

3. The control of this cooperative organization and all

formulation of policies and plans to be in the hands of

the local medical and dental societies, acting through a

joint committee of their members with whom the state

executive secretary acting as manager is to be in close

and frequent contact.

Three local medical societies, the Portland City and

County Medical Society, The Lane County Medical Society,

and the Polk-Yamhill-Marion Medical Society, have adopted

this plan and placed it in effect. Other local societies have

the plan under serious consideration at the present time.

The activities of the societies which are organized under

the new plan have included a wide range, including among
other things the carrying on of a periodic health examina-

tion week in which thousands of p>eople were reached over

the radio, through window displays, talks before service

clubs, and the distribution of literature
;
the staging of edu-

cational exhibits at county fairs; and the preparation of

“dead-beat” lists. Many people were also contacted through

the lay reading rooms, some one thousand people for ex-

ample having visited the Salem headquarters during the

first five months of its existence for the purpose of securing

accurate information on their personal health problems.

IMPROVED RELATIONS WITH COMPONENT SOCIETIES

For some time it has been evident that the progress of or-

ganized medicine in Oregon would be accelerated to a

marked degree by having the state headquarters office work

in more close relation with the various component soci-

eties. During the past year step>s were taken to bring this

condition about. The President and Secretary of the state

society made a piersonal visit to practically every com-

ponent society which was followed so far as possible by a

visit from the executive secretary. On these visits the local

problems of the various societies were discussed and the

state medical society’s program outlined. During the sum-

mer also a conference of all component secretaries was

held at state headquarters to carry out the same purposes.

Practically all of the societies sent representatives to this

conference and those in attendance were unanimous in the

opinion that they carried away a much better understanding

of the aims of organized medicine than they had had here-

tofore.

BULLETIN

In order to further stimulate our organization work the
headquarters office began the publication of a monthly
bulletin to keep before the profession the economic and
social aspects of medicine and furnish facts regarding the
activities of the state society and its various component
societies. This bulletin is mailed every month to ever>’

ethical physician in the state with the idea that, by placing
our program before every- physician who is eligible to mem-
bership, we can ultimately convert them into state medical
society members. The bulletin is on a practically self-sustain-
ing basis at the present time and will probably be entirely
so with the publication of the third number in October.
The material in the bulletin is organized on a definite plan

and excludes the presentation of scientific papers which will

continue to be published in our journal. Northwest
Medicine. The material included in the bulletin is as fol-

lows:

1. A leading article on some economic or social aspect of

medicine.

2. Business suggestions for the physician.

3. Medical-Legal notes.

4. State Board of Medical Examiners news.
5. University of Oregon Medical School library- news.
6. Headquarters news.
7. Women’s Auxiliary news.
8. A p>ersonal column.
The next issue will begin the inclusion of two new sec-

tions, devoted to the actions of the Council of the State
Medical Society and the activities of the various component
societies.

OREGON medical BLUE BOOK
The necessary advertising to finance the second edition of

the Oregon Medical Blue Book has been secured and the
first work of compiling the biographic material has been
completed. We expect to have sample pages of the new
edition from the printer at this session. "The Blue Book ha.-;

been well received by the medical profession and the public
and has gained recognition as the official handbook for ascer-
taining the professional standing of physicians in the state.

GENHRAL HEADQUARTERS ACTIVITIES

The headquarters office has answered a continually in-

creasing demand for information from the public regard-
ing physicians and health matters generally and has de-
veloped into the accepted “clearing house of medical in-

formation.” Many thousand educational and antiquackery
pamphlets have been distributed and a well organized pro-

gram of window displays carried on. The executive secre-

tary has had an increasing number of conferences with
newspaper men, health workers, teachers and representa-

tives of the allied professions of dentistry and nursing, as

well as with physicians who have presented many profes-

sional problems for consideration and advice.

IMPROVEMENTS AND FACILITIES

During the past year the headquarters office was rear-

ranged to provide a council and committee room and a

number of our regular monthly meetings have been held at

luncheons served in this room. This plan has permitted the

officers and committeemen to give more piersonal direction

to the activities of the headquarters staff with resultant

increased efficiency. We have also this year been able for

the first time to care for practically all the activities in con-
nection with our annual session in our own quarters and
with the regular headquarters staff. This plan is likewise

of marked value in bringing our members from all parts

of the state into intimate contact with the newer activities

of the state ^society.

ACKNOWLEDGMENT TO OFFICERS

The Executive Secretary desires to make grateful ac-

knowledgment for the kindly consideration received by him
from the members of the society, the officers and committee-

men, and the component society secretaries and presidents,

as well as for the efficiency and loyalty displayed by the

employees of the society whose activities he directs in rep-

resenting the medical profession of the state.

Respectfully submitted,

Clyde C. Foley.
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Upon motion duly made and seconded, it was voted that

the report of the Executive Secretary be accepted and placed

on file.

Report of the Treasurer

Dr. R. H. Wellington, Treasurer, made a verbal report

of the finances of the Society as of June 30, 1930, based

upon the report of P. W. Janney, certified public accountant.

The certified report was as follows;

Balance Sheet as at June 30, 1930

Assets

Current:

Cash—General Fund $3,288.50

Medical Defense Fund 1,721.58

$ 5,010.08

Accounts Receivable—Members 7,248.00

Ore. State Med. Society to Defense

Fund 278.00

Eastern Oregon Society 1.00

7,527.00

Accrued Interest Receivable 154.57

$12,691.65

Loan to A. M. A. Convention Campaign Com 1,000.00

Investments 15,717.95

Due from Receivers—Ralph Schneeloch Co 5,945.00

Fixed:

Office Furniture and Fixtures 273.20

Prepaid Rent 50.00

Liabilities

Current:

Vouchers Payable
Unearned Dues

Surplus:

General Fund $ 9,752.39

Medical Defense Fund 17,384.04

$35,677.80

.$ 1,588.12

. 6,953.25

27,136.43

$35,677.80

Statement of Investments

GENERAL FUND

City of Copenhagen 5’s $1,945.00

Interstate Public Service Co. 52 480.00

United States 4th Liberty Loan 4J^’s.... 1,016.30

$ 3,441.30

MEDICAL DEFENSE FUND

City of Copenhagen 5’s $ 972.50

Interstate Public Service Co. 5’s 480.00

Canadian National Ry. Co. 4^’s 2,880.00

Government of Argentine Nation 6’s.... 3,018.75

Republic of Chile 6’s 1,876.50

United States 4th Liberty Loan 4j4’s.... 3,048.90
12,276.65

$15,717.95

Statement of Cash Receipts and Disbursements

January 1 to June 30, 1930

GENERAL FUND

Balance on Hand Januarj- 1, 1930

Receipts:

Members Dues $6,658.50

.Agency Collections:

Portland City & Co. Soc...$810.25

Mid-Columbia 14.00

Eastern Oregon 30.00

Southern Oregon 5.00

859.25

Interest 83.75

$1,465.01

7,601.50

Total Receipts $9,066.51

Disbursements:

Salaries $ 300.00

Rent 300.00

Office Supplies 45.00

Telephone and Telegraph 6.00

Printing 45.50

Postage 139.56

Northwest Medicine 643.00

Annual Meeting 2.50

Medical Defense Fund 793.50

Miscellaneous 118.25

Oregon Public Health League 2,585.25

Portland City & Co. Soc 756.50

Mid-Columbia Society 12.00

Eastern Oregon Society 25.00

Southern Oregon Society 5.00

5,788.01

Balance on hand June 30, 1930 $3,288.50

Medical Defense Fund

Balance January 1, 1930 $ 942.80

Receipts:

Oregon State Medical Society $992.75

Less May and June, Received in July.... 278.00

$714.75

Interest on Investments 318.75

1,033.50

$1,976.38

Disbursements:
Legal Services $250.00
Telephone 4.80

254.80

Balance on hand, June 30, 1930 $1,721.58

Upon motion duly made and seconded, it was voted that

the report of the Treasurer be accepted and placed on file.

Dr. E. A. Sommer made a verbal report of receipts and

exf)enditures from the A. M. A. Entertainment Fund. He
stated that the sums advanced by the Portland City and

County Society and the Oregon State Medical Society had

been returned to the respective societies and that $7,000.00

of the contributions made by prominent Portland lay people

for the entertainment of the A. M. A. convention had been

donated to the University of Oregon Medical School Li-

brary. He reported a remaining balance of approximately

$300.00 in the fund.

Upon motion duly made and seconded, it was voted to

donate the balance of this fund to the Portland Public

Librar>' for the purchase of books on nursing.

Dr. Joseph A. Pettit offered an expression of appreciation

on behalf of the Society for Dr. Sommer’s work in con-

nection with the A. M. A. convention which was unanimous-

ly adopted.

Dr. Strieker made a verbal report for the Committee on

Scientific Work, which, upon motion duly made and sec-

onded, it was voted to accept.

Dr. Strieker recommended that the hy-laws be amended

to provide for local committees on Clinics and Scientific

Exhibits in order to relieve the State Society Committee on

Scientific Work of the burden of handling these activi-

ties at annual sessions.

Dr. Irvin R. Fox, of Eugene, presented communications

from the Lane County Medical Society, the Eugene Cham-

ber of Commerce, and the mayor of Eugene inviting the

State Medical Society to hold the 1931 sessions in Eugene.

The communications were referred to the Committee on

New Business.
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Resolutions

Dr. A. M. Webster presented the following resolution

from the Council of the Portland City and County Medical

Society relating to Industrial Practice:

That the delegates from our Society to the coming meet-

ing of the State Society in September be instructed to pre-

sent to the House of Delegates a resolution covering the fol-

lowing points and to actively support this resolution:

First. That the Oregon State Medical Society favors

the revision of the fee bill of the State Industrial Accident

Commission to conform as closely as possible to the fee

bills of the several county and district societies.

Second. That we object to the arbitrary methods of the

claim agent of the Commission.
Third. That we favor the appointment of a Liaison

Committee, whose duties shall be as follows:

A. To act as an intermediary between individual doctors

and the Commission and take up grievances.

B. To study the workings of the Workmen’s Compensa-
tion Law in relation to the medical profession.

C. To study the relation of the activities of the Commis-
sion in Physiotherapy to the medical profession.

D. T_o investigate reported cases of favoritism in steering

cases to favored doctors.

E. To consider price-cutting and underbidding.

F. To study and consider modifications of the law and
to make recommendations to the proper authorities to

secure improvements in conditions.

Fourth. That the Oregon State Medical Society invites

the cooperation of the workers through their properly con-
stituted committees to the end that the injured may re-

ceive best possible service and the attending physician an
adequate fee.

Fifth. That the attending physician and not the State

Industrial Accident Commission should be the judge as to

the amount and character of service that should be ren-

dered, and if the Commission disagrees with the physician,

the difference should be settled by the Liaison Committee,
the burden of proof being placed upon the Commission.

Sixth. That the Oregon State Medical Society favors the

revision of the law to the effect (a) that one of the three

appointees should be a physician appointed from a list of
three nominated and recommended by the Council of the

Oregon State Medical Society; (b) that rebates to em-
ployers should be abolished; (c) that the premiums charged
should be made adequate to secure sufficient income to en-
able the Commission to pay physicians the increased fees.

Upon motion duly made and seconded, it was voted to

refer this resolution to the Committee on State Industrial

Affairs.

Dr. J. Earl Else presented the following resolution from

the Council of the Portland City and County Medical So-

ciety relating to statewide representation on the Council:

Whereas, it has come to our attention that some of the

other component societies of the Oregon State Medical
Society have voiced the criticism that they do not have
sufficient contact with the state society through adequate
representation on its. council; and
Whereas, many of these component medical societies

have no representation whatever on the state society coun-
cil; and
Whereas, the councilor-district plan as used by state

medical societies throughout the country is designed to give

representation to the medical profession in every part of the

state through their own local members; and
Whereas, according to the district plan in effect in our

state society Multnomah County is entitled to only two
of the nine councilors; and
Whereas, at the present time six of the nine councilors

are members of the Portland City and County Medical So-

ciety; and
Whereas, it is the desire of the Portland City and

County Medical Society that it do not have more than its

due representation on the state society council
;

therefore,

be it

Resolved, that the Council of the Portland City and
County Medical Society go on record as favoring the nomi-
nation and election of councilors of the state medical
society in accordance with the spirit of the district plan
now in effect and that in all cases local members be se-
lected to represent the districts as designated in the existing
district plan.

This resolution was referred to the Committee on Re-
vision of Constitution and By-Laws.

Dr. E. W. St. Pierre presented the following resolutions

from the council of the Portland City and County Medical
Society, calling for amendments to the by-laws abolishing

the Oregon Public Health League and providing for the
delegation of the functions of the Oregon Public Health
League to the Committee on Public Policy of the Oregon
State Medical Society:

The Council has voted unanimously to instruct the Port-
land delegation to present and support the amendments to
the By-Laws of the Oregon State Medical Society necessary
to abolish the Oregon Public Health League and provide a
permanent committee on Public Policy of the Oregon State
Medical Society to care for the public relations functions

heretofore exercised independently by the Oregon Public
Health League.

1. By striking out all of Chapter XIII which provides
for the financial support of the Oregon Public Health
League by the Oregon State Medical Society as follows:

Section 1. The proper officers of this Society are hereby
authorized and directed to remit as rapidly as available
to the duly elected Treasurer of the Oregon Public Health
League, who shall be properly bonded, a sum of money
not to exceed ten dollars per active member per year;
but in no instance shall a sum be remitted greater than
fifty per cent of the amount received from each active
member during the year.

Section 2. In consideration of the sum or sums of money
set aside for the Oregon Public Health League as pro-
vided for in Section 1, of the Chapter, the Executive
Secretary of the League shall be required to perform the
work of an executive secretary of the Oregon State Med-
ical Society under the direction of the Council of this

Society.

2. By renumbering Chapter XIV to make it Chapter
XIII.

3. By amending Section 8 of Chapter XII to read as

follows:

The Council may employ a lay executive secretary, an

attorney, and such other persons as may be necessary to

carry on the affairs of the Society properly. The Council

shall fix the compensation of the executive secretary, at-

torney, and all other employees.

4. By amending Section 1 of Chapter VIII by insert-

ing after the word, “publications,” the words “and public

policy.”

5. By amending Section 3 of Chapter VIII to read as

follows:

The Committee on Public Policy shall consist of five

members, each of whom shall serve for a term of five

years. One member of this committee shall be elected

annually by the House of Delegates, provided that at the

annual session at which this amendment is adopted, one

member shall be elected for five years, one for four years,

one for three years, one for two years, and one for one

year. The President and President-elect shall be ex-

officio members of this committee.

Upon motion duly made and seconded, it was voted to

refer this resolution to the Committee on Revision of Con-

stitution and By-Laws.

President Johnston announced that it was now 9 o’clock

and that it would be desirable for the House to adjourn.

Upon motion duly made and seconded it was voted to

adjourn until 6 p. m.

I
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Second Session

Thursday, September 18

A special evening session of the House of Delegates was
called to order by President Wilson Johnston at 6:00 P. M.
in the Grille Room of the Portland Hotel.

The following officers and councilors were present: Wilson
Johnston, Frederick D. Strieker, Joseph A. Pettit, E. A.

Sommer, R. H. Wellington, W. B. Morse, E. B. McDaniel,

E. L. Zimmerman, Frank R. Mount, J. Earl Else, C. L.

Booth, Thomas E. Griffith, William Kuykendall and the

Executive Secretar>-.

The following delegates were present: Wayne J. Stater,

L. L. Truax, J. F. Hosch, A. M. Webster, Leslie S. Kent,
Charles E. Hunt, B. A. Van Loan, F. K. Power, C. C.
Moore, R. C. McDaniel, R. J. Pilkington, H. J. Clements,
N. L. Tartar, Walter E. Nichol, W. K. Livingston, Robert
C. Coffey, Irvin R. Fox, C. T. Sweeney, E. B. Pickel,

Albert W. Holman, Charles R. McClure, Lee B. Bouvy,
E. W. St. Pierre, Karl H. Martzloff, A. M. Wade, Blair Hol-
comb, Homer P. Rush, John R. Montague, Goodrich C.

Schauffler and William T. Johnson.

The following committee men were also present: J. F.

Dickson, H. M. Greene, A. G. Bettman and H. H. Foskett.

Report of Committee on Public Policy

The executive secretarj- read the following report:

Owing to the fact that the past year has not been a

legislative year, the activity of this committee has been
largely confined to the consideration of future plans. In
the primarx' election, howev^er, the committee reviewed
the records of the candidates for the coming legislature

and sent out a bulletin of information to assist physicians

in selecting candidates, whose attitude was known to be
favorable to public health and scientific medicine. Several

candidates who have been inimical in the past were de-

feated at the election and we have the good fortune to

report the nomination of three physicians, all of whom will

probably be elected in Nov'ember. This is the best repre-

sentation of the medical profession in the legislature for

many years.

A great deal of consideration was also given during the

past year to the possibility of securing the enactment of

a Basic Science law' by the means of the initiative but,

after consultation with several leaders in the legislature,

the committee decided that it would be unwise to attempt
to secure such legislation until the newspapers and general

public are more aw’are of the necessity of a Basic Science

act as a protection against incompietent practitioners and
until there is greater unanimity of opinion on this ques-

tion among the medical profession.

As a result of this decision, no extensive program of a

positive character is contemplated at the coming session

of the legislature. A special committee is working on pro-

posed legislation to bring hospitals and clinical laboratories

under the sup>ervision of the State Board of Health and
it is likely that legislation for this purpose will be pre-

sented. It is expected, however, that we w'ill be con-

fronted with a defensive fight against certain “cult legis-

lation.” The chiropractors and naturopaths appear to be
making a concerted attempt to increase the scope of the

therapeutic measures which they may legally use, par-

ticularly in the field of obstetrics. It also appears that the

cults are fighting more vigorously than ever to secure

admission to the staffs of public hospitals. The defeat of

this legislation will require the organized cooperation of

the component medical societies. We recommend that the

officers of all component societies immediately take up with
their members the question of appointing an active legis-

lative committee which will contact the members of the

legislature in their district and inform them as to pro-

posed legislation. This contact should be maintained
throughout the legislative session. Bulletins of information

will be sent from the state medical society to the officers

of all component societies regarding legislative matters and
it is of the utmost importance that these reports be con-
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sidered as promptly as possible and the necessarv action
taken.

Respectfully submitted,

E. B. McDaniel, Chairman,
John H. Fitzgibbon,
Noble Wiley Jones,
C. J. McCusker,
Thomas E. Griffith.

Upon motion duly made and seconded, it was voted that
this report be accepted and placed on file.

Report of Committee on Education and Hospitals
Dr. Karl H. Martzloff, Chairman, presented the follow-

ing report:

Your committee during the past year has done nothing
further with the report made at the previous meeting of
the state society, feeling that a year or two should elapse
before again covering this ground with a view to ascer-
taining what changes have occurred in the matter of hosp-
ital interneship services.

Your committee met with the Committee on Hospital
Legislation, of which Dr. Strieker is chairman. On this
occasion a committee, consisting of Dr. N. E. Irvine of
Lebanon and Dr. Warren C. Hunter, was appointed to
devise a questionnaire designed to obtain information on the
hospitals in the State of Oregon, on which proper legisla-
tion might be proposed. At the present time no further
progress has been made.
Your committee feels the importance of a well planned

program which will provide for continuity in the study of
the hospital situation in this state over a period of several
years. By the adherence to such a program the committees
in spite of change in personnel will be able to take up
the work where it has been dropped and earn,' the study
to a logical conclusion.

We would suggest first that the hospitals in the State
of Oregon be studied as to their organization, equipment,
ownership, etc., from the standpoint of general, mental and
nervous, tuberculosis, maternity, eye, ear, nose and throat,
orthopedic, convalescent and rest, isolation, children’s, skin
and cancer and the hospital departments of institutions.

We would also suggest that wherever possible these
hospitals conform to the minimum standard provided by
the American College of Surgeons which we take the lib-
erty of quoting:

1. That physicians and surgeons privileged to practice in
the hospital be organized as a definite group or staff.

Such organization has nothing to do with the question
as to whether the hospital is “open” or “closed,” nor
need it affect the various existing types or staff organ-
ization. The word “staff” is here defined as the group
of doctors who practice in the hospital inclusive of all

groups such as the “regular staff,” “the visiting staff,”
and the “associate staff.”

2. That membership upon the staff be restricted to physi-
cians and surgeons who are (a) full graduates of medi-
cine in good standing and legally licensed to practice
in their respective states or provinces, (b) competent in

their respective fields and (c) worthy in character and
in matters of professional ethics; that in this latter con-
nection the practice of the division of fees, under any
guise whatever, be prohibited.

3. That the staff initiate and, with the approval of the
governing board at the hospital adopt rules, regulations
and policies governing the professional work of the
hospital; that these rules, regulations, and policies spe-
cifically provide:

(a) That staff meetings be held at least once each
month. (In large hospitals the departments may choose
to meet separately.)

(b) That the staff review and analyze at regular
intervals their clinical experience in the various depart-
ments of the hospital, such as medicine, surgery, ob-
stetrics, and the other specialties; the clinical records
of patients, free and pay, to be the basis for such re-

view and analysis.
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4. That accurate and complete records be written for all

patients and filed in an accessible manner in tbe hosp-

ital, a complete case record being one which includes

identification data; complaint; personal and family-

history; history of present illness; physical examination;

special examinations, such as consultations, clinical lab-

oratory, x-ray and other examinations; provisional or

working diagnosis; medical or surgical treatment; gross

and microscopic, pathologic findings; progress notes;

final diagnosis; condition on discharge; follow-up and,

in case of death, autopsy findings.

5. That diagnostic and therapeutic facilities under com-
petent super-vision be available for the study, diagnosis,

and treatment of patients, these to include at least

(a) a clinical laboratory providing chemical, bacter-

iologic, serologic and pathologic services, (b) an x-ray

department providing radiographic and fluroscopic ser-

vices.

We would also suggest that in the case of small hospitals,

where the minimum standard as pro-vided by the American
College of Surgeons cannot be met, that a plan be de-

vised whereby these hospitals may, if they so desire, con-

form to a standard which will at least be acceptable to

the Oregon State Medical Society.

We feel that a _very sympathetic attitude should be
adopted by the sociky toward the hospitals in our smaller

communities in view of the fact that they are in most in-

stances performing an indispensable service in spite of

numerous serious handicaps.

In conclusion, we believe that some such plan will re-

sult in better hospitals which will render better service

to both patient and physician and will at the same time
anticipate the injection of meddlesome lay interference in

communities, where hospital ser-vice is such as to lay itself

open to possible criticism.

Respectfully submitted,

Karl H. Martzloff, Chairman,
Franklin P. Johnson,
Warren C. Hunt.

Upon motion duly made and seconded, it was voted that

the foregoing report be accepted and placed on file.

Resolution Commending the Executive Secretary

Dr. E. L. Zimmerman presented the following resolution

commending^ the Executive Secretary for his efficient work:

Whereas, The Oregon State Medical Society has had
the efficient services of Mr. Clyde C. Foley as Executive
Secretary since May 1926, and
Whereas, Mr. Foley has injected his energetic personality

into all the affairs of the Society, bringing it into a period
of service to the profession at large, and an understand-
ing relation with the public, and
Whereas, Mr. Foley has shown the profession that they

have outside obligations to the public beyond the promul-
gation of scientific knowledge among its members, and
Whereas, Under his leadership the active executive per-

sonnel of the Society has grown from a single room with a
half-time stenographer to the impressive organization which
it now has, consisting of a suite of offices in one of the

best Medical-Dental buildings in the Northwest, with nine

full-time employees, a meeting place for local medical
societies, a lay reading room and circulating library, a

medical telephone service, a credit rating bureau and col-

lecting service to the profession and many other activities,

and
Whereas, Mr. Foley has organized similar bureaus in

several other localities of the state and has won national

recognition for the state in launching what is known as

“The Oregon Plan” which has been inquired about from
all piarts of the United States, and
Whereas, He has also stimulated activities of the Society

by arranging programs, furnishing speakers and caring for

many details and arrangements of our scientific meetings,

and
Whereas, Mr. Foley is equipped to an unusual degree

by ability and training to represent the medical profession

of the state before the newspapers and other public in-

stitutions with whom the profession is anxious to make
favorable contacts, and

Whereas, His ability is recognized by active civic or-
ganizations, such as the Portland City Club, where he has
served on many important committees, and
Whereas, He has made the State Medical Society a real

“State” organization by actively participating in local med-
ical affairs and aiding local medical societies to organize
on a permanent basis, and
Whereas, He has been able to secure to an unusual degree

the cooperation of the allied professions of dentistry and
nursing in the development of joint professional program,
and
Whereas, He has increased the membership of the State

Society to 710, a gain of over 40 per cent since he took
office in 1926, and
Whereas, He has vigorously attacked the economic and

public educational problems of the medical profession and
has been instrumental in establishing a permanent state

headquarters and cooperative business and public educa-
tional bureaus for several component societies, and
Whereas, He has established “The Rod and Serpent,”

our monthly bulletin which received instant recognition as
one of the outstanding publications of its kind in the
country, and
Whereas, He has performed innumerable other important

services to the State Society and the profession of the
state, the mention of which would take a great deal of
time, but which are well known to all those who are
familiar with his work, therefore, be it

Resolved, That this Society express its sincere apprecia-
tion, of his work and services and give him their fullest

cooperation and assistance in carrying on the splendid
work for the profession of this state which he has under-
taken.

Respectfully submitted by.

Lane County Medical Society.
Upon motion duly made and seconded, it was voted that

this resolution be unanimously adopted.

Report of Committee on Auditing and Appropriations

The executive secretary read the following report:

Inasmuch as the Society now retains a certified public

accountant to audit our books, the auditing function of

this committee has been practically eliminated, except to

review the report of the accountant. During the past

year arrangements were made to have our accountant
audit the books semi-annually and to present two financial

reports as of June 30 and December 31.

Under the plan previously in effect financial statements

were made covering the interval between the meetings. In

many cases these periods were not of uniform length, so that

it was difficult to make comparisons from year to year as to

receipts and expenditures. Under the new plan it will be
very simple to make such comparisons, inasmuch as each

rep>ort will cover six months period.

The committee has considered from time to time the pre-

sentation of an annual budget. This has not been done
for the reason that the various committees have not adopt-

ed definite programs for their activities and requested

definite sums for their purposes. The committee recom-
mends that it be empowered to solicit suggested budgets

from the officers of the Society, the chairmen of com-
mittees and the executive secretary, and that a budget

for 1931 be drawn up as soon as possible and presented to

the Council.

Respectfully submitted,

John H. Fitzgibbon, Chairman,
Thompson Coberth,
Emel C. Joseph.

Upon motion duly made and seconded, it was voted that

this report be accepted and placed on file.

Report of Committee on Cancer Control

The following report was read by the executive secretary:

Our committee continued its cooperation with the Amer-
ican Society for Cancer Control in the distribution of lay

educational material through our Society headquarters.

During the year the headquarters staff prepared several

attractive window displays of the prevention of cancer,

which resulted in an increased demand for literature on this
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subject. The chairman of the committee also made several

talks before local medical societies and lay organizations

on the prevention of cancer.

Respectfully submitted,

R. C. Coffey, Chairman,

J. Earl Else,

Laurence Selling.

Upon motion duly made and seconded, it was voted that

this report be accepted and placed on file.

Report of Committee on Public Health and Disease

Prevention

The Executive Secretarj' read the following report:

The physicians of this state are constantly confronted

with the fact that time is changing many phases of practice.

Much of the petty practice that once fell to the family

physician is now cared for in other ways. The physicians of

this state are beginning to feel the loss of practice and the

consequent loss of income. But to offset this dwindling

of practice and income, there are many newer lines of

endeavor that should be fostered and encouraged. The
immunization of children is a field of activity that has been
encouraged by the State Board of Health. In response to

this invitation, the physicians of the state have cooperated

with the board and thousands of children have been immun-
ized against diphtheria and smallpox.

There is another field that the physician should take

an interest in and foster for the general good that it

produces, mainly the preschool examination of children.

In this way the physician will add very much to the effi-

ciency of his practice. This type of work is a step forward
and every physician should acquaint himself with the proper

methods of examination.

There is still another new development in medicine that

will add to the duties of a physician and enable him to

render a service to the individuals and the community,
the periodic health examination. Most of the physicians of

this state are not sufficiently interested to make a thorough
health promotion issue of medical practice. They forget

that the strongest weapon that the physicians have at their

disposal is to guard against disease.

If the physicians of this state were to make complete

and thorough examinations of all our citizens, immunize all

susceptibles and correct remedial defects, they would have
plenty to do. There is plenty to do, but there is only lack-

ing a method that will make this service available to all.

Times have changed, but the physicians must change too.

The physician must realize that he has a duty to perform

not only in the illness of his patients but in the prevention

of their illness.

The rural districts are very much in need of scientific

health work. A study of the school children of this state

reveals the fact that rural children are much more handi-

capped than city children because of neglected remediable

physical defects. There is a great need to extend organized

health work beyond large cities. The small cities of this

state are paying the penalty of negligence in health work.

While protective health work is fwssible by the wise ex-

penditure of money, it is not possible without adequate

funds.

Experience in this state has shown that the best unit

outside of cities is the county. The best solution of rural

health problems is the full-time county health department,
consisting of a health director, one or more nurses, when
pK)ssible one or more sanitary officers and a clinical clerk.

To accomplish results the workers in the County Health

Unit must be full-time. Efficient health servdce results in

life savins, disease prevention, health promotion and eco-

nomic saving. The saving in dollars and cents amounts to

many times the cost of the service.

The committee believes that an efficient full-time health

department will do more to advance the legitimate practice

of medicine than any other activity. The modem health

department educates the people to appreciate what can

be accomplished by modern scientific medicine. When
health departments are financed so that they function effi-

ciently there will be more work than the physician can
care for properly.

Respectfully submitted,

Frederick D. Stricker, Chairman,
H. H. Foskett,
W. B. Morse,
George E. Houck,
W. T. Phy,
N. E. Irvine,

J. H. Rosenberg.

Upon motion duly made and seconded, it was voted that

the foregoing report be accepted and placed on file.

Report of Committee on Military Affairs

The Executive Secretary read the following report:

The committee activities were principally concerned with
the Medical Reserve School which was conducted at Port-
land by Major Herbert 0. Mallory of the Medical Corps
of the U. S. .'Vrmy, to which reserve officers of the medical,
dental, veterinary, medical administrative and sanitary corps
came for military instructions.

At the beginning of the medical reserve school at Port-
land, Major Mallory interested the leading medico-military
men of the community, especially those who had seen
previous military service and held responsible military posi-

tions during the late war. Among this number were many
of the leading professional men of the Pacific Northwest
and with their cooperation the school was made the largest

in regular attendance of any reserve school in the United
States.

The average attendance from October 1929, to May
1930, was 88.8. The record attendance was 163. Approx-
imately 60 per cent of the class attending the school have
either been promoted or have qualified for promotion by
obtaining certificates of capacity.

Upon this record Major Mallory received a personal
commendation from the Chief of Staff of the U. S. Army,
Major General Charles P. Summeral, which amounted to

what might be termed a peace time citation. He also re-

ceived commendations from other prominent military offi-

cials, including Major General John L. Hines and Briga-
dier General James H. Reeves.

Major Mallory was appointed by the Surgeon General of

the Army as -Army Delegate to the American Medical As-
sociation, when the meeting was held in Portland. Upon
collaboration with the Committee on Military Affairs of the

Oregon State Medical Society, Major Mallory proposed the

resolution before that body creating a permanent standing
committee of the .\merican Medical .Association on military

affairs.

Reserve schools were established at St. Helens, Oregon,
and A'ancouver, Washington.
The committee is pleased to report cooperation and assist-

ance from a great number of reserve officers and wish to

thank J. G. Strohm, R. .\. Fenton, .Archie Van Cleve, F. H.
Dammasch, S. S. Skiff, Ben Wade, Chas. G. Sabin, Chas. J.

McCusker, Roy Payne, Frank Butler, C. C. VVright of

Vancouver, Washington; Donald MacClaire, H. C. Miller,

C. H. Walrath, John Flynn, St. Helens; John Rankin New-
berg, Ray W. Matson, Irving S. Lupton, and many others.

The committee appreciates the effort put forth by Major
H. C. Mallor\- and recommend that one copy of this

report be sent to the .Adjutant General of the .Army, one

to the Surgeon General of the .Army, as a matter of record

in his personal file, and one copy to Major Mallory.

Respectfully submitted,

H. M. Greene, Chairman,

J. C. Ghormley,
Karl Swenson,
E. B. Stew.\rt,

E. W. Howard.
t'pKin motion duly made and seconded, it was voted that

this report be accepted and placed on file.

Report of Committee on Publications

The Executive Secretary read the following rep>ort

:

To the officers and members of Oregon State Medical

Society:
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The Publication Committee presents the following report

for the past year. By virtue of membership on this com-
mittee the members become trustees of Northwest Med-
icine, your official publication, and their duties are con-

fined to activities in its behalf.

We wish to commend the high type of scientific articles

which are appearing in your Journal, and extend our
thanks and appreciation to the editor, Dr. Clarence A.

Smith, for his able efforts. It is the editor who is responsi-

ble for the type of journal, the trustees act only in an
advisory capacity and merely control policies, and these to

a limited extent.

The character and standing of Northwest Medicine
can best be determined by the frequency with which its

articles are abstracted. At the last annual meeting we re-

f)ort^ that in the 1928 Year Book of Surgery, Practical

Medicine Series, abstracts from Northwest Medicine con-

stituted one out of each forty-six in the entire volume, being

surpassed by only one State Medical Journal, Minnesota.
We take pleasure in reporting that in the 1929 Year Book
of Surgery one out of each fifty-eight abstracts is from
your publication, and that Northwest Medicine is quoted
the third largest number of times of all state journals. When
it is considered that other regions have a larger number of

physicians and surgeons contributing, the greatness of the

compliment to Northwest Medicine is appreciated. It is

also very frequently abstracted in the other volumes of the

Practical Medicine Series of Year Book and by other ab-

stractors. Dr. Smith deserves credit for his high editorial

acumen
The financial condition of Northwest Medicine is very

good. We believe that a reserve should be maintained to

be available in case of emergency. A journal such as

Northwest Medicine should not be operated for profit

and all funds over the cost of publication and maintenance
of a reserve, should be expended in bettering and enlarg-

ing the journal and its field of usefulness. Northwest
Medicine is just paying its way and shows only sufficient

earnings to render it safely on the profit side. The resources

were increased very little during the past year. We believe

that fixed expenditures should not be increased at this

time.

During the past year Northwest Medicine lost one of its

able associate editors in the death of Dr. William House.
His editorials were always marked bv erudition and broad
vision and his efforts will be missed. Before the close of

this meeting an appointment will be made to fill this

vacancy.

We also have to report the resignation of the assistant

to the editor. Dr. Harry C. Olmstead, whose efforts on
behalf of Northwest Medicine were greater than many
realize.

We commend the Oregon State Medical Society for issuing

its own bulletin, The Rod and Serpent, with which to keep
in contact with its members and which serves a purpose

not met by a scientific publication. The bulletin does not

infringe on the field of Northwest Medicine, as it does

not publish scientific medical matter but confines itself to

the organization and economic aspects of the state society.

C. J. Smith, Chairman,
R. C. Coffey,
A. G. Bettman.

Upon motion duly made and seconded, it was voted that

the report be accepted and placed on file.

Report of Committee on Medical Defense

Dr. R. C. McDaniel, chairman, presented the following

report

:

The object of the Medical Defense Fund is that in the

near future this society will be able to finance its own
medical defense to each and every member who is entitled

to^its benefits, who is a member of the State of Oregon
Medical Society in good standing.

Since starting this fund, from the report of the treasurer,

we have now $17,000 in AA securities towards this fund.

From the figures of past years, I am of the opinion that

if we can swell this fund to the amount of $50,000, we will

be in the position to carry on our object in view, and our

insurance will be cut at least SO per cent of its premium
which now averages $22.00 per year.
The committee recommends that the Councils of different

County Societies will cooperate with the State Defense
Committee in stimulating the working of this Committee,
and if there are any members who are not familiar with
the Defense Fund, we will be very glad to have any in-
quiries relative to this fund.

This report covers the period from May 1929 to Septem-
ber 1930. At the beginning of this period there ' were
fourteen suits pending in the lower courts and one in the
Supreme Court on an appeal following the rendering of a
jury verdict against a physician. Twenty new suits were
instituted during this period in which the plaintiffs sought
damages aggregating $566,000. Since the last report twenty
of the total of thirty-four cases under consideration were
brought to issue with results as follows:
One settlement for $400.00 at the request of the physician.
Two jury verdicts in favor of the physician.
Three cases non-suited in favor of the physician without

going to the jury.

Twelve cases dropped bv plaintiff who had instituted
suit.

Fifteen suits pending in the lower courts.

One case pending in the Supreme Court. Total 34 cases.

Both cases, in which jury verdicts were rendered against
the physician, were appealed

;
one is on appeal before the

Supreme Court, and the other is awaiting a motion for a
new trial in the lower court.

Owing to better cooperation from the claim departments
of the insuranc ecompanies handling our group liability in-

surance, the committee is able to report for the first time
concerning the miscellaneous claims for damages which did
not develop into suits, or which were not brought under
observation. These claims may be summarized as follows:

Thirteen settled and dismissed without payment.
One settled for $35,00.

Three pending.

This way of handling such cases will not be tolerated by
our committee in the future, as it does not enlighten the
Defense Committee of the facts of the case.

The majority of these claims originate in cases where
the patient is dissatisfied with the results of the doctor’s

treatment and threatens a malpractice suit, when the

doctor brings suit to recover his fee. It is the opinion of
the committee that many of these claims for malpractice
are made because of the wide-spread practices of com-
mercial agencies in bringing suits for the recovery of fees

with practically no regard for the dissatisfaction which
may possibly exist on the part of the patient. The com-
mittee is of the further opinion that many of these claims

could be forestalled by our members turning over their

delinquent accounts to the society’s own credit bureau,

wher^ our own employees who understand this problem can

deal more effectively with disgruntled patients. In any
case there is no doubt that the doctor could frequently

forestall the threatened malpractice suit in cases where
there is dissatisfaction with the treatment, if he allow the

statutory period of two years to elapse before attempting

the collection of his fees, as claims under contracts are

legally good in Oregon for a period of six years.

During the past year the committee has given a great

deal of consideration to the matter of setting up a definite

routine by which members may apply for medical defense.

We have prepared a set of regulations covering the han-

dling of requests for medical defense and it is recommended
that these rules be mimeographed in our headquarters office

and sent to every member of the society, in the next issue of

the Rod and Serpent. We trust that this form will be

studied by all and we invite criticism and recommendation.

The most disastrous suit of the year was the case of

Blair vs. Dr. Joseph L. McCool of Portland, in which

the patient secured a verdict for $25,000 alleging loss of

sight due to an unauthorized operation. This suit was
originally brought as a malpractice suit and was non-

suited without going to the jury. The attorney for the

plaintiff then brought a second suit, alleging technical

assault and battery, claiming that the operation was done

without the patient’s consent.
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The case of Hibley vs. Higgs was won on the following,

doing an unauthorized operation by removing tonsils, and
the jury gave Hibley a verdict for $1,000, though the

defendant said that he removed these tonsils for the benefit

of the patient who was anesthetized. This measure of

damages recoverable for an unauthorized operation or

treatment is the most difficult to defend.

These cases raised the question as to the advisability of

securing the written consent for surgical procedures. The
committee took this matter up with Carey and Kerr, our
attorneys, and forms have been prepared for securing the

written consent of an adult patient as well as the written

consent of the parent and guardian in cases where a minor
is operated on. Carey and Kerr on the whole did not

look with a great deal of favor upon the plan of securing

the written consent of the patient in ever>' case, on the

ground that such a procedure might react against the

physician, in that it might sometimes be necessary for the

good of the patient to go beyond the scop>e of the consent

secured in written form. Their opinion, however, was that

it might be possible to use such forms, if the physician

were extremely careful in selecting the cases in which writ-

ten consent is secured; for instance, that the patient, parent

or guardian be mentally fit to understand a legal document,
and is very doubtful if it would stand the strangulation of

the court.

The committee recommends that the credit bureau com-
mittees of our component societies work more closely with
the Medical Defense Committee in order that this class

of claims may be materially reduced.

The committee has held the customary conferences with

physicians, the claim agents and attorneys of the insurance

companies and has endeav'ored to give earnest considera-

tion to every case of alleged malpractice in which members
have sought the assistance of the society. Our results are

most gratifying as shown by our records, though we hope
the number of cases will grow less each year.

Respectfully submitted,

Roy C. McDaxiel, Chairman,
Fr.axk E. Butler,
Leo S. Lucas.

Upon motion duly made and seconded, it was voted that

this report be referred to the Council for consideration and

action.

Report of Committee on Public Education

The Executive Secretary read the following report:

The report of this committee can be briefly made.
careful and conscientious effort was made to study the

problems of public relations for the State Society from the

broadest possible aspects. The material from this study

was incorprorated into several short theses for presentation

before members of the profession and before the laity.

Talks were given before the laity in several instances, to

the meeting of the secretaries of the component societies

of the Oregon State Medical .Association and to the Med-
ical Society of Bend.
The findings of a study of this problem are available to

the Society through the records of the chairman of this

committee. It is notable that practically the only useful

and applicable findings of this study were found to be
already incorporated in the program made out by the

executive secretar>-. A fairly ambitious series of talks to

lay groups had already been organized and it is the opinion

of this committee that every possible effort is being made
to instruct outlying groups of physicians in regard to

their obligations in this matter.

Recommendations: The committee recommends that the

executive secretary be congratulated upon his foresight in

attention to this problem. It further recommends that con-

sideration be given before the component societies to the

question of local newspaper publicity. It further recom-
mends that the efforts of the secretary toward the promulga-
tion of information in component societies be encouraged.

Respectfully submitted,

Goodrich C. Sch.altfler, Chairman.
Arthur S. Rosexfeld,
L. Howard Smith,

Upon motion duly made and seconded, it was voted that

the foregoing report be accepted and placed on file.

Report of Committee on Welfare

The Executive Secretary read the following report:

This committee has been working for two years in an
endeavor to make some satisfactory arrangement with one
of the large insurance companies to provide health, accident
and life protection to our members under a plan similar

to that under which the insurance companies protect the
employees in large industrial concerns. We have not been
able to secure a satisfactory arrangement for submission to

the society, and it now seems doubtful whether the com-
mittee should be continued for this purpose.

In addition to studying the possibility of securing group
insurance as outlined above, the committee has endeavored
to keep in touch with all members who have been in-

capacitated during the year. The society office has also sent

flowers for all the members who have died during the year.

One or two cases have also arisen, where members of our
society have died, leaving their families in circumstances
which were at least tempwrarily embarrassing. The com-
mittee has endeavored to see that such situations were
relieved but it is thought inadvisable to discuss these cases

in detail.

Respectfully submitted,

JOHX H. Fitzgibbon, Chairman.
Thomas J. Higgins,

E. W. St. Pierre.

L'pon motion duly made and seconded, it was voted that

the report of the committee be accepted and placed on

file.

Report of Committee on Prevention of Blindness

The E.xecutive Secretary read the following report:

Your committee has continued the distribution of educa-
tional material on the prevention of blindness through
society headquarters. There was a considerable increase

in the demand for literature in this field during the past

year.

In addition to this activity, arrangements were made
with the Portland City and County Medical Society to

devote one meeting to the subject of “Special Classes in

Public School for Children with' Deficient Sight.” This
meeting was devoted to a symp>osium in which Dr. Walter
.A. Hoffman of Seattle, Dr. Helen .A. Carey and the chair-

man of this committee presented pap>ers. The members of

the Portland School Board were present and later voted
to establish a sight-saving class in the Portland Schools

this fall.

In June of this year the chairman of your committee
presented a paper before the thirtieth annual meeting of

the .American Association of the Instructors of the Blind

at Vancouver, Washington, on the subject of “Conserv’a-

tion of Vision from the Standpoint of the Physician and
Surgeon.” This paper appeared in the Medical Sentinel.

Respectfully submitted,

Frederick A. Kiehle, Chairman
Glenn G. Gordon
Clinton T. Cooke

Upon motion duly made and seconded, it was v-oted that

this report be accepted and placed on file.

Report of Committee on Honorary Membership
The following report was read by the Executive Sec-

retary :

The committee recommends the election to Honorary
Membership of A. J. Giesy, E. .A. Pierce, C. H. Wheeler and
Kittie Plummer Gray of Portland.

The names of Doctors Giesy and Wheeler were presented

at the last session but they were not elected to honorar>-

membership. The committee understands that the rejec-

tion of these candidates was based upon the fact that

they were financially able to pay the regular dues attaching

to active membership. It is the opinion of the committee,

however, that election to honorary membership being, as

the name indicates, for purely a matter of conferring an
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honor, the question of financial ability should not be con-

sidered.

The committee regrets to report the death during the

year of Dr. Mae Cardwell at East Era, Pennsylvania. Dr.

Cardwell was an honorary member of the society for many

Respectfully submitted,

John F. Dickson, Chairman
Clyde T. Hockett
R. J. PiLKINGTON

Upon motion duly made and seconded, it was voted

that this report be accepted and placed on file.

Report of Committee on Necrology

The Executive Secretary read the following report:

The past year has taken a heavier toll of the physicians

in Oregon than any previous year in the history of the

Society. Twenty-seven deaths of physicians, of whom
twenty-five were at one time members of the Society, and
eleven were active members at the time of their death.

Dr. Hugh S. Mount, a former president of the Society, at

the crowning moment of an honorable and successful

career.

Mae Whitney Cardwell, for a generation the treasurer

of the Society.

Harold Bean, brilliant, genial, talented and one of the

best loved members.
William House, a former secretary and president. Chair-

man of the Neurological Section of the M. A. Leaves
a void that cannot be filled.

•\lan Noyes, young, successful obstetrician scarce reached
the prime of life.

M. K. Hall many years a councilor, philosopher, racon-
teur and a most genial friend.

L. F. Griffith, alienist and the state’s most valued em-
ployee.

W. P. McAdory, a member of the present Council.

Henry F. Fleckenstein, scarce reached middle age.

Philip Keizer, just at the highway of success.

It is well there is no definite measure for our span of

life. No_ depressing preparation for the end.

Manifestly, the practice of medicine is trying and diffi-

cult, and wrecks sooner or later this mechanism we call

our bodies. May we, in paying this tribute to our depart-
ed members, take to ourselves this lesson. “That when the

summons comes to join that innumerable caravan that

moves into the silent halls of death,” it may be said of

us as by the Great Apostle. “We have fought a good fight.

We have finished the course.”

Calvin S. White, Chairman
H. J. Kavanauch
George E. Houck

Upon motion duly made and seconded, it was voted that

this report be accepted and it be read at the general ses-

sion on Friday afternoon.

Report of Committee on New Business

Dr. J. Earl Else, chairman, presented a resolution pro-
viding for the establishment of a centralized administrative
committee, consisting of representatives of the various or-

ganizations which coop>erate in maintaining the Portland
headquarters. Following extended discussion on this resolu-

tion, President Johnston referred it back to the committee
with the suggestion that they redraft the resolution for

presentation at the Friday session.

Legislation Proposed by Oregon Public Health League

Dr. E. A. Sommer, President of the League, gave a brief

outline of proposed legislation to give physicians a pre-
ferred lien on moneys recovered by patients in cases of

accidental injury. After considerable discussion regarding
various aspects of the proposed legislation. Dr. Sommer
stated that he had merely wished to inform the delegates

concerning this legislation and that no action by the House
was necessary at this time.

Proposed Amendments to By-Laws

Dr. C. L. Booth, chairman of the Committee on Re-

vision of Constitution and By-Laws, presented the fol-

lowing report:

Your Committee on Revision of Constitution and By-
Laws beg to make the following recommendations:

1. That Section 6 of Chapter VII of the By-Laws be
amended so as to read as follows:
The Council shall appoint at least six months before

the annual meeting, a committee, consisting of at least

one of its members, to be known as the Committee on
Arrangements for the annual meeting. Upon recommenda-
tion of this committee, the Council shall appoint a general
chairman of a local Committee on Arrangements who shall

be a member of the component society of the county in

which the annual meeting is to be held, and who shall ap-
point and organize from the members of this county society

the personnel of the local Committee on .\rrangements.
The local Committee on Arrangements shall provide suita-

ble meeting places and shall have general charge of all

local arrangements, including Clinics and Scientific Ex-
hibits, subject to the approval of the Committee on .Ar-

rangements for the annual meeting.
2. That there be added to Chapter V of the By-Laws a

new section to be known as Section 5.

For the purpose of securing proper representation on
the council, the state shall be divided into seven coun-
cilor districts as follows:

District No. 1—Multnomah and Clackamas counties.

District No. 2—Columbia, Clatsop, Tillamook and Yam-
hill counties.

District No. 3—Marion, Linn, Lane, Benton, Polk and
Lincoln counties.

District No. 4—Douglas, Jackson, Josephine, Curry and
Coos counties.

District No. S—Jefferson, Crook, Deschutes, Klamath,
Lake and Harney counties.

District No. 6—Hood River, Wasco, Sherman, Gilliam,

Morrow, Wheeler, and Grant counties.

District No. 7—Umatilla, Union, Wallowa, Baker, and
Malheur counties.

B. The House of Delegates shall apportion the Councilors

to the districts according to the number of members
of the Oregon State Medical Society living in the vari-

ous districts, provided, however, that each district shall

have at least one councilor.

C. Only duly licensed physicians in active practice, resi-

dent in a councilor district shall be elected as councilor

for that district.

D. Until the expiration of the terms of office of the pres-

ent councilors, the apportionment shall be one councilor

for each district, except District No. 1, which shall have
three, and for this jieriod the president shall assign said

councilors to those districts for which councilors have
not yet been elected in the above prescribed manner.

3. That there be added to Chapter VI of the By-Laws
a new section to be known as Section S.

Duties of Councilors.

1. The Councilor shall be responsible for the organiza-

tion of medical societies in each county in his dis-

trict where possible.

2. The Councilor shall visit the medical societies of the

counties in his district at least once each year.

4. Your committee had a very pleasant and informative

meeting with some of the propionents of the resolution for

the abolition of the League, as well as others, and find

that there is great lack of understanding as to the func-

tions and purposes of the League.

We believe that the time at the command of your com-
mittee and of the House of Delegates is too brief to

review this whole matter and to make changes necessary

to carry out the purposes of the resolution without danger

of disrupting the whole legislative program of the society.

We, therefore, recommend that the President be instructed

to appoint a committee of five members of this society,

part of whom shall represent the ideas of the proponents of

this resolution and part shall represent the ideas as those

favoring the present plan, which committee shall collaborate

with the Council of the State Society in a study of the

whole problem and report at the 1931 session, with recom-
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mendations for any changes of plans, or of Constitution

and By-Laws, that they may deem necessary.

We believe that all ground for suspicion that the League
is usurping the function of the State Society should be
and can be removed.
To this end we recommend that ever\' member of this

House of Delegates attend the meeting of the League today
and exercise his prerogatives of a full voice in directing

its policy and electing its officers.

Respectfully submitted,

C. L. Booth, Chairman
E. B. PiCKEL
Lee B. Boun'y
William Kitvkexdall
E. B. McDaniel

L"pon motion duly made and seconded, the preceding

report was accepted and the proposed amendments to the

By-Laws laid on the table until the final meeting of the

House on Friday.

L'pon motion duly made and seconded, it was voted to

adjourn until Friday at 7:00 A. M.

Third Session

Friday, September 19

The House was called to order by President Johnston at

7:00 A. M. in the Grille Room of the Portland Hotel.

On roll call the following officers and councilors were
present: Wilson Johnston, J. Earl Else, E. L. Zimmerman,
Thomas E. Griffith, R. H. Wellington, Frederick D.
Strieker, Joseph A. Pettit, William Kuykendall, C. L. Booth,
Charles E. Sears, Frank R. Mount, W. B. Morse, E. A.
Sommer, E. B. McDaniel and the executive secretary'.

The following delegates were present: W. T. Johnson,
X. L. Tartar, X. E. Irvine, Charles E. Hunt, R. J. Pilking-

ton, Russel Keizer, A. M. Wade, Lee B. Bouvy, E. B.

Pickel, H. J. Clements, F. K. Power, Frank E. Boyden,
W. K. Livingston, Homer P. Rush, Karl H. Martzloff, R. C.
McDaniel, Harry M. Hendershot, Blair Holcomb, Albert

W. Holman, Charles R. McClure, John R. Montague, C. C.

Moore, E. W. St. Pierre, Goodrich C. Schauffler, B. .A.

Van Loan, Wayne J. Stater, A. M. Webster, and C. T.
Sweeney.

Clarence A. Smith, editor of Xorthwest Medicine, A. G.

Bettman of the Committee on Publications, and W. J.

Gilstrap and C. Harold Palmer, members, were also present.

Report of Committee on State Industrial Affairs

The executive secretaiy read the following report:

• Gentlemen:

We, your Committee on Industrial .\ffairs, beg leave to

make the following rep>ort:

Early in the year we had a meeting at our instance with
the State Industrial .Occident Commission, at which a gen-
eral discussion took place regarding the relations between
the Commission and the medical profession. A short time
ago we had another meeting on the invitation of the

Commission, at which time a very free interchange of

ideas took place, and the ground-work was laid for a much
better understanding on the part of both. Following this,

the Commission appeared by representation, in the person

of Mr. Fitzgerald, at the last meeting of the Council, at

which time a free and friendly discussion was taken part

in by all. Many questions were asked and answered, and
we think the way opened for a complete mutual under-
standing.

The Interim Committee for investigation of the State

Industrial -\ccident Commission, contemplating a report to

the next legislature, has been at work all this year. Before

the legislature meets, it will hold open meetings, at which
time all parties will have the privilege of being heard. This

will be a very important occasion for us, and a committee
should go there well prepared.

The resolutions offered by the Portland City and County
Medical Society on State Industrial .Occident Commission
have been handed to us for analysis and comment.

Referring to Section 1 of the resolution: Upon careful

investigation and seeing the financial report of the Com-
mission, we find that the financial condition of the Com-
mission will not permit the raising of fees at this time.

Referring to Sections 2 and 3, a to f,: These are covered

by the Liaison Committee already suggested by the In-

dustrial .Accident Committee to the Interim Committee.
Section 4. -Approved.

Section 5. Impracticable. We quote from an analysis

b3’ the State Industrial .Accident Commission as follows:

Medical Aid. The cost of medical aid presented quite a

serious problem to the Commission. .An analysis of the

situation developed the fact that a great many physicians

throughout the state were abusing the privileges granted

them under the Compensation Law in caring for indus-

trial accidents in the following manner:
Charging exorbitant fees from operations not covered by

fee schedule.

Requesting workmen to report back for unnecessarv'

treatments for minor cases.

Gixdng physiotherapy daily for all conditions and ad-

ministering treatment of this nature in a far greater man-
ner than many cases would appear to warrant.

Reporting sickness cases as accidents in order to secure

compensation for workmen and payment of medical serv-

ices for themselves.

There are at present two members of our profession in

Oregon under indictment by grand juries for filing with

the Commission falsified accounts.

Referring Section 6:

a. Xo competent physician would take the job for the

salary.

b. Has already been done.

c. This has been found absolutely impossible because when
the rates are raised employers refuse to come under

the State Industrial Accident Commission.

.After hearing the evidence submitted, we arrive at the

following conclusions:

That one committee, composed of the Committee on

Industrial Affairs of the State Society and a member of

each of the component societies, agree upon a policy to

present to the Interim Committee of the State Legislature

to present the policy of the State Society.

1. That we favor a compulsory law for all persons en-

gaged in hazardous occupations.

2. That we favor an amendment to the law and the policy

of the Commission which will enable the workmen to

employ the doctor of his own choice.

Conclusion of this Committee:
First. We find the Commission ready to cooperate with

us to a degree which is all that we have a right to

expect.

Second. They have already arranged to carry’ out some

of the things which we want.

Third. VATiat they will or can do in the future will de-

pend to a considerable extent upon the recommendations

of the Interim Committee and the consequent action of

the legislature.

Some of the things asked for by the profession will de-

mand a change in the law, and the nature of such change

cannot be determined until after the report of the Interim

Committee. In our opinion much may be accomplished by

a spirit of friendly cooperation on both sides and this

exists at present.

This is no time for us to consider using the “big stick”

because we do not know exactly what to use it for, nor

what to expect as results if we do use it. .Also, we should

not use it if we are not in good position to have the

Commission use the “big stick.” Our case will not stand

in a Court of Equity until we have cleaned our own

house. The Commission has some things against us which

require our attention; for example, an indictment against

two of our fellows for filing with the Commission what are

said to be dishonest accounts. We, therefore, at this time

strongly advise a spirit of friendly cooperation with the

Commission as the best method of ironing out the diffi-

culties on both sides.

.Anyone aware of specific instances of apparent wrong

doing on the part of the Commission should submit the
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same in writing to the Committee on Industrial Affairs or

;
the Interim Committee.

-Apparently the Committee on Industrial Affairs, which

will follow this one for the coming year, will have much
work to do, and we hope very much may be accom-

I

plished.
' Respectfully submitted,

W. B. Morse, Chairman
E. B. McDaniel
Joseph A. Pettit

I

Lee B. Bouvy

-After considerable discussion, upon motion duly made
• < and seconded, it was voted that this report be accepted and

placed on file. •

Report of Committee on New Business

Dr. J. Earl Else, chairman, presented the recommenda-
tions of the committee as follows:

I

I. The Committee recommends to the medical organiza-

! tions using the headquarters office that a central head-
quarters committee be formed consisting of the secretary

' of each organization who shall have power to act upon
. such matters as may properly come before them.

2.

The Committee recommends that authorization be

_ given for the study of various plans under which compo-
l| nent societies might make contracts with industrial con-

cerns for the care of sick and injured workmen.

3.

The Committee recommends that a committee of five

be appointed to consider the question of the Oregon State
’ Medical Society entering into contracts for health and

accident insurance. The presidents of the component so-

I cieties and the president of the State Society shall be ex-

; officio members. The Council of the State Society is here-

by authorized to appropriate such funds as in their judg-

ment is needed by the committee tor this study. The com-
mittee shall report to the House of Delegates at its next

annual meeting.

4.

The Committee recommends Eugene as the place of

meeting for 1931.

5.

The Committee recommends that the president at the

beginning of each year, with the advice and consent of

the Council, announce a program of work for the year, and
that the component societies shall be asked to participate

in this program.

Upon motion duly made and seconded, it was voted to

accept the report of the Committee and approve the recom-

mendations contained therein.

Report of Committee on Resolutions

The executive secretary read the following resolution on

food quackery prepared by the committee:

Whereas: Much misinformation is promulgated today
on the question of diets, etc., causing the introduction of

1 mjny diet-food fads.

Very few of these fad foods can take the place of the

older staple foods, good meat, dairy products, green vege-

. tables, fruits and the better grades of bread.

Any balanced diet should contain animal protein, fruits,

vegetables, especially the leafy vegetables, which will in-

sure adequate vitamin and mineral salt content, digestible

fat such as butter-fat, and sufficient of the digestible carbo-

( hydrates to afford readily available energy.

Carbohydrates, including sugars and starches, but espe-

cially starches, furnish the American public their main
I fuel for energy, the quantity varying with the amount of

’ physical activities which the individual expends.

The allegation that white bread, meat or any other staple

' food, when employed in mixed diet is responsible for cer-

> tain grave illnesses, is not supported by scientific facts.

Therefore, Be It Resolved: That we desire in the

public interest, to place on record that in our opinion:

1.

The exaggerated claims for various fad foods are en-

tirely unwarranted by scientific evidence or practical ex-

• perience; and the advertising and other propaganda furth-

ering their substitution for the older articles of diet should
be condemned.

2. The danger of nutritional deficiencies has been grossly

exaggerated. No one food is a perfect food; but a diet

consisting of dairy products (especially milk) leafy vege-
tables, fruits, meats and easily digested starches for heat
and energy, furnishes an excess of all food factors neces-

sary for proper growth and nutrition and resistance to dis-

ease.

3. -Any variation from normal diet should only be pre-

scribed by a properly trained physician after a careful study
of the dietary requirements of the individual seeking advice.

Lee B. Bouvy, Chairman
Eugene Rockey
E. L. Zimmerman

Upon motion duly made and seconded, this resolution

was adopted.

Amendments to By-Laws

Dr. C. L. Booth moved the adoption of the following

amendments to the By-Laws which were presented at the

Thursday evening session. The motion was seconded and

the amendments were unanimously adopted as follows:

1. To amend Section 6 of Chapter VII to read as fol-

lows:

The Council shall appoint, at least six months before the

annual meeting, a committee, consisting of at least one of

its members, to be known as the Committee on Arrange-
ments, who shall be a member of the component society

of the county in which the annual meeting is to be held,

and who shall appoint and organize from the members
of this county society the p>ersonnel of the local Committee
on Arrangements. The local Committee on Arrangements
shall provide suitable meeting places and shall have general

charge of all local arrangements, including clinics and scien-

tific exhibits, subject to the approval of the Committee on
Arrangements for the annual meeting.

2. To add a new Section S to Chapter V as follows:

A. For the purpose of securing proper representation on
the Council, the state shall be divided into seven coun-

cilor districts, as follows:

District No. 1—Multnomah and Clackamas counties.

District No. 2—Columbia, Clatsop, Tillamook and Yam-
hill counties.

District No. 3—Marion, Linn, Lane, Benton, Polk and
Lincoln counties.

District No. 4—Douglas, Jackson, Josephine, Curry and

Coos counties.

District No. S—Jefferson, Crook, Deschutes, Klamath,

Lake and Harney counties.

District No. 6—Hood River, Wasco, Sherman, Gilliam,

Morrow, Wheeler and Grant counties.

District No. 7—Umatilla, Union, Wallowa, Baker and

Malheur counties.

B. The House of Delegates shall apportion the Councilors

to the districts according to the number of members
of the Oregon State Medical Society living in the vari-

ous districts, provided, however, that each district shall

have at least one councilor.

C. Only duly licensed physicians in active practice, resi-

dent in a councilor district shall be elected as councilor

for that district.

D. Until the expiration of the terms of office of the present

councilors the apportionment shall be one councilor for

each district except District No. 1, which shall have

three, and for this period the president shall assign

said councOors to those districts for which councilors

have not yet been elected in the above prescribed

manner.

3. To add a new Section 5 to Chapter VI, as follows:

.A. Duties of Councilors.

1. The councilor shall be responsible for the organiza-

tion of medical societies in each county in his dis-

trict where possible.

2. The councilor shall visit the medical societies of the

counties in his district at least once each year.

i
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Report of Committee on Nominations

Dr. Lee B. Bouvy, chairman, read the following recom-

mendations of the Committee:

For member of Committee on Publication:

For three year term ending in 1933—Robert C. Coffey.
For President-Elect—H. J. Clements, Salem.
For First Vice-President—E. L. Zimmerman, Eugene.
For Second Vice-President—John H. Fitzgibbon, Portland.
For Third Vice-President—Wm. T. Johnson, Corvallis.

For Secretary-—Frederick D. Strieker, Portland.
For Treasurer—R. H. Wellington, Portland.

For Councilors, for three-year term ending in 1933:

Second District—Frank R. Mount, Oregon City.

Fourth District—George Houck, Roseburg.
Sixth District—Thompson Coberth, The Dalles.

For one-year term ending in 1931:

Seventh District—Lee B. Bouvy, La Grande.

Upon motion duly made and seconded. Dr. Robert C.

Coffey was elected as a member of the Committee on Publi-

cation for the three-year term ending in 1933 and the nomi-

nations of the Committee for the officers of the Society

were approved for submission to the Society.

-At 9:00 A. M. the House adjourned sine die.

GENER.AL BUSINESS SESSION OF THE SOCIETY
Friday, September 19

The business session of the Society was called to order

by President Johnston at 2:00 P. M. in the auditorium of

the Medical-Dental Building.

Report of the House of Delegates

The Secretary made the following report of the actions of

the House of Delegates:

As Secretary’ of this Society, I desire to present for your
consideration the following summary of the actions of the
House of Delegates:

Attendance

The attendance at the meetings of the House of Delegates
was the best in the history of the Society. Every component
society except one sent representatives. There were over
fifty delegates in attendance at each of the three meetings
of the House.

Membership
The executive secretary reported a total membership of

710 which fiilfills our membership goal of 700 which was
set in 1926, when our full time executive secretary plan
was adopted.

Fin.ances

The report of the Treasurer showed that the Society has
a reserve fund of over $27,000, the major portion of

whjeh is invested in interest bearing securities of high
grade.

General Actions and Resolutions

1. Voted to donate the balance of approximately $300.00
remaining in the fund created by physicians for the enter-

tainment of the A. M. A. last year to the Portland Public

Librarx' for the purchase of books for the use of nurses.

2. .Accepted the invitation of the Lane County Medical
Society to hold the 1931 session at Eugene.

3. .Adopted a resolution commending the Executive Sec-

retary for his excellent work during the past four years.

4. -Accepted the conclusions presented by the Committee
on State Industrial .Affairs as follows:

(a) That a committee be appointed composed of State

Industrial .Affairs Committee and one member from each
of the component societies to present to the Interim

Committee of the State Legislature the policy of the

Oregon State Medical Society which should include the

recommendations that:

1.

The Workmen’s Compensation Act should be made
compulsoiy upon all employers and employees en-

gaged in hazardous occupations.

2.

That the act should be amended to enable every work-
er to employ the physician of his own choice.

(b) That the Oregon State Medical Society in deal-
ing with the Industrial .Accident Commission considering
the various problems arising out of the relations with
the medical profession should observe a spirit of friendly

cooperation.

5. Adopted a resolution calling for the establishment of a

centralized administrative committee to consist of the

secretaries of the Oregon State Medical Society, Oregon
Public Health League, Portland City and County Medical
Society, and the Medical Soeiety Telephone Exchange Serv-
ice for the purpose of making recommendations to their

various organizations concerning the administration of the

joint headquarters in the Medical-Dental Building at Port-
land.

6. Announced that the Oregon Public Health League is

considering legislation to be presented at the coming session

of the state legislature to give the physician a preferred

lien on moneys recovered by patients who have suffered

accidental injuries.

7. Adopted a resolution condemning the exaggerated

claims made by promoters of various fad foods and ex-

pressed the view that any variation from normal diet should

only be prescribed by a properly trained physician after a

careful study of the dietary requirements of the individual

seeking advice.

8. .Authorized a study of the desirability of county medical

societies incorporating and entering into contracts for the

care of sick and injured persons.

9. Adopted a resolution recommending that the President

announce for the information of all the component societies

the program of activities for his term of office after it is

approved by the Council.

10. Adopted the recommendation of the Committee on
Revision of Constitution and By-Laws instructing the Presi-

dent to appoint a committee of five members of the society

to collaborate with the Council in a study of the problem
of the relation of the Oregon Public Health League to the

Oregon State Medical Society; this committee to make a

report of their conclusions at the 1931 session with such

recommendations for changes in the present plan of organi-

zation and in the constitution and by-laws as may be

deemed necessary.

Amendments to the By-Laws

The following amendments to the By-Laws were pre-

sented at the first meeting of the House on September

18th and adopted at their third meeting on September 19:

1. That Section 6 of Chapter VII be amended to read as

follows: (See Report of House of Delegates, page 547).

2. That a new Section S be added to Chapter V as fol-

lows: (See Report of House of Delegates, page 547).

3. That there be added a new Section 5 by adding to

Chapter VI as follows: (See Report of House of Delegates,

page 547).
Necrology

The House voted that the report presented by Dr.

Calvin White, chairman of the Committee on Necrology be

read before the general meeting of the Society. This report

is as follows: (See Report of House of Delegates, page 545)

.

ELECTION OF MEMBER OF COMMITTEE OF PUBLICATIONS FOR

THREE-YEAR TERM ENDING IN 1933

Robert C. Coffey, Portland

HONORARY MEMBERS

The House approved the report of the Committee on Hon-

orary Membership, in which the following physicians were

recommended for election to Honorary Membership: A. J.

Giesy, E. A. Pierce, C. H. Wheeler and Kittie Plummer

Gray, all of Portland.

VACANCY IN OFFICE OF PRESIDENT

The house approved the previous action of the Council

in appointing Thomas E. Griffith of The Dalles to fill the
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vacancy created by the removal from the state of President-

Elect John W. Sifton of Hood River.

Respectfully submitted,

Frederick D. Stricker.

I

Election of Officers

,

The Secretary reported that the House of Delegates had

1 voted to recommend the following list of nominees for the

various offices of the Society: (See Report of Report of

House of Delegates, page 548).

) On call by President Johnston for further nominations

from the floor, E. L. Zimmerman of Eugene was nomi-

nated for President-Elect; H. J. Clements of Salem for

^ First Vice-President; Frank E. Fowler of Astoria for Coun-

I

cilor for the Second District; Ernest A. Woods of Ashland

for Councilor for the Fourth District.

I

The members voted by individual secret ballot, following

I which President Johnston announced that the results of the

i balloting were as follows:

President-Elect—E. L. Zimmerman, Eugene.

First Vice-President—H. J. Clements, Salem.

Second Vice-President—John H. Fitzgibbon, Portland.

Third Vice-President—William T. Johnson, Corvallis.

Secretary-—Frederick D. Stricker, Portland.

Treasurer—R. H. Wellington.

Councilors:

Second District—Frank E. Fowler, Astoria.

Fourth District—Ernest A. Woods, Ashland.

Sixth District—Thompson Coberth, The Dalles.

Seventh District—Lee B. Bouvy, La Grande.

President Johnston expressed his thanks to the Society

for the honor of having served as its president, following

which he announced that it was now in order to seat the

new president, Dr. Thomas E. Griffith. Dr. Griffith was

then escorted to the chair.

Dr. Griffith then made a short speech, in which he ex-

pressed pleasure at the receipt of the honor of serving as

president and pledged himself to execute the duties of the

office to the fullest extent of his capacity.

The business session of the Society was declared ad-

journed at 3:00 P. M., and the Society assembled in scien-

tific session.

OREGON PUBLIC HEALTH LEAGUE
Report of Annual Meeting Held in the Grille Room of

the Portl.and Hotel Friday, September 19, 1930

The annual meeting of the Oregon Public Health League

was called to order by President E. A. Sommer at 12:30

I p. m.

The following officers were present: E. A. Sommer, Noble
Wiley Jones, Thomas E. Griffith, Frederick D. Stricker,

Frank E. Boyden, W. B. Morse, E. B. McDaniel, C. J. Mc-
Cusker, and the executive secretary.

The following directors were present: Wilson Johnston,
E. B. Pickel, Ernest A. Woods, Lee B. Bouvy, T. Homer
Coffen, Robert C. Coffey, J. Earl Else, and William Kuy-
kendall.

The following members were present: C. T. Sweeney, J.

Guy Strohm, L. P. Gambee, Albert W. Holman, Homer P.

Rush, R. C. McDaniel, Oliver M. Nisbet, W. D. Lockwood,
Goodrich C. Schauffler, John R. Montague, Stanley Lamb,
A. G. Bettman, George K. Armen, H. M. Greene, C. L.

Booth, A. G. Allen, Russell Keizer, H. J. Clements, Joseph
A. Pettit, Karl H. Martzloff, W. K. Livingston, N. E. Irvine,

Irvin R. Fox, F. E. Adams, Charles E. Hunt, Leslie S.

Kent, E. L. Zimmerman, and A. W. Moore. Clarence A.

Smith of Seattle was also present.

Upon motion duly made and seconded, it was voted to

dispense with the reading of the minutes of the last meet-

ing, the same having been printed in the August, 1929, num-
ber of Northwest Medicine.

President Sommer made a brief talk concerning the

economic and political problems confronting the medical

profession and stressed the need for presenting a united

front on these problems.

Dr. E. B. McDaniel made a brief talk concerning the

early struggles of the League and the contributions made by

some of the older members of the profession. Dr. McDaniel

moved that a letter expressing sympathy and regret at the

enforced absence of Dr. C. J. Smith from the meeting be

sent to Dr. Smith together with a suitable gift of flowers.

This motion was seconded and unanimously passed.

Report of Executive Committee

The Executive Secretary read the following report of the

Committee:

Owing to the fact that the past year has not been a

legislative year, the activity of this committee has been
largely confined to the consideration of future plans. In the

primary election, however, the committee reviewed the rec-

ords of the candidates for the coming legislature and sent

out a bulletin of information to assist physicians in se-

lecting candidates whose attitude was known to be favorable

to public health and scientific medicine. Several candidates

who have been inimical in the past were defeated at the

election and we have the good fortune to report the nomina-
tion of three physicians, all of whom will probably be

elected in November. This is the best representation of the

medical profession in the legislature for many years.

A great deal of consideration was also given during the

past year to the possibility of securing the enactment of a

Basic Science law by means of an initiative but after con-

sultation with several leaders in the legislature, however, it

has been decided that it would be unwise to attempt to

secure such legislation until the newspapers and general

public are more aware of the necessity of a Basic Science

act as a protection against incompetent practitioners and

until there is greater unanimity among the medical pro-

fession concerning this legislation.

As a result of this decision no extensive program of a

positive character is contemplated at the coming session of

the legislature. A special committee is working on pro-

posed legislation to bring hospitals and clinical laboratories

under the supervision of the State Board of Health and it

is likely that legislation for this purpose will be presented.

It is expected, however, that we will be confronted with a

defensive fight against certain “cult” legislation. The chiro-

practors and naturopaths appear to be making a concerted

attempt to increase the scope of the therapeutic measures

which they may legally use particularly in the field of ob-

stetrics. It also appears that the cults are fighting more

vigorously than ever to secure admission to the staffs of

public hospitals. The defeat of this legislation will require

the organized cooperation of the component medical so-

cieties. We recommend that the officers of all component so-

cieties immediately take up with their members the qup-

tion of appointing an actWe legislative committee which

will contact the members of the legislature in their district

and inform them as to proposed legislation. This contact

should be maintained throughout the legislative session.

Bulletins of information will be sent from the state medical

society to the officers of all component societies regarding

legislative matters and it is of the utmost importance that

these reports be considered as promptly as possible and the

necessarj" action taken.

Respectfully submitted,

E. B. McD.aniel, Chairman,

John H. Fitzgibbon,

Noble Wiley Jones,

C. J. McCusker,
Thomas E. Griffith.

1
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Upon motion duly made and seconded it was voted that

this report be accepted and placed on file.

President Sommer gave a brief outline of proposed legis-

lation to give physicians a preferred lien on moneys recov-

ered by patients in cases of accidental injurj-.

Report of Treasurer

Dr. Frank E. Boyden, Treasurer, presented the following

report of the finances of the League, as prepared by P. W.
Janney, certified public accountant:

St.^temext of Xet Worth as of June 30, 1930

ASSETS

Cash $831.40
Prepaid rent 50.00

Office furniture 222.70

A.ccounts receivable, Oregon State Medi-
cal Society 853.62

$1,957.72

LIABILITIES

Net worth $1,957.72

Statement of Cash Receipts and Disbursements
January 1, 1930 to June 30, 1930

Balance January 1, 1930 $1,228.97
Receipts:

Oregon State Medical Society $2,400.25
Medical Society Telephone Service 150.00

2,550.25

$3,779.22
Disbursements:

Salaries $2,300.00
Office supplies and expense 113.55

Postage and express 50.06

Telephone and telegraph .60

Rent 300.00
Traveling 82.86
Publicity 30.00
-\uditing 31.25

Miscellaneous 39.50

2,947.82

Balance June 30, 1930 $ 831.40

Statement of Income and Sltiplus
Income:
Oregon State Medical Society $3,476.62
Interest 150.00

$3,626.62

Expenses 2,947.82

Net income 678.80
Net worth Januar\- 1, 1930 1,278.92

Net worth June 30, 1930 $1,957.72

Upon motion duly made and seconded, it was voted

that this report be accepted and placed on file.

Election of Directors

Dr. Sommer asked if the members had any new business

to present before the meeting. No new business was pre-

sented and Dr. Sommer then announced that the next order

of business was the elections of six directors for the three-

year term ending in 1933.

The following nominations were made: W. K. Living-

ston, Blair Holcomb, and Homer P. Rush of Portland,

Walter E. Nichol of Hood River, Ir\-in R. Fox of Eugene,

and W. B. Morse of Salem.

Ufxin motion duly made and seconded, it was voted that

the nominations be closed and the executive secretarx' be in-

structed to cast a unanimous vote for the above named

candidates. The executive secretary, as instructed, cast the

unanimous vote for these candidates and they were de- I
dared elected.

|

The meeting adjourned at 1:45 p. m.

Meeting of Directors

Dr. Sommer announced that, inasmuch as there was an

excellent representation of the directors present, they could

go into session for the purpose of electing the officers and

the executive committee for the ensuing year.

Dr. Sommer called for nominations with the following

results

:

For President—E. A. Sommer, Portland. T

For Vice-President—Ralph A. Fenton, Portland.

For Second Vice-President—Walter E. Nichol, The Dalles. i

For Secretary—Frederick D. Strieker, Portland.

For Treasurer—Frank E. Boyden, Portland.

For Executive Committee—E. B. McDaniel, Portland;

Wilson Johnston, Portland; Homer P. Rush, Portland; J
.\lbert W. Holman, Portland; Thomas E. Griffith, The »

Dalles.

Up>on motion duly made and seconded, it was voted 1

that the nominations be closed and the executive secretary

be instructed to cast a unanimous ballot for these candi-

dates. The executive secretaiy, as instructed, cast a unani-

mous ballot and the abov^e-named candidates were declared

elected.

The meeting adjourned at 2:00 p. m.

PORTL.^ND CITY .\ND COUNTY MEDIC.\L
SOCIETY

Pres., F. A. Kiehle; Secty., H. P. Rush

The first regular meeting of Portland City and County

Medical Society was held October 1 in the .Auditorium

of the Medical-Dental Bldg., Portland, being called to or-

der by President F. .A. Kiehle.

The paper of the evening was on “The Sympathetic

Nervous System,” presented by W. K. Livingston.

A regular meeting of the society was held October 15.

The program consisted of a paper on “A Study of Sedi-

mentation Rates,” by .Albert Mathleu. The second paper

on “Parathyroid Tetany” was presented by John C.

Brougher of Vancouver.

POLK-YAMHILL-MARIO.N MEDIC.AL SOCIETY
Pres., G. C. Knott; Secty., W. W. Baum

The regular monthly meeting of Polk-Yamhill-Marion

Medical Society was held in Corvallis, October 7, being a

joint meeting with Central Willamette Society.

Dr. Wesley E. Gatewood of Portland read a paper on

“The Cerebral Manifestations of Hypertensive Disease.”

Dr. Goodrich C. Schauffler of Portland read a paper on

“Gynecology in A'oung Girls and Infants.”

WASHINGTON
PIERCE COUNTY MEDICAL SOCIETY

Pres., D. M. Dayton; Secty., W. B. Penney

The regular meeting of Pierce County Medical Society

was held in the roof garden of the Winthrop Hotel October

14, 1930, Dr. D. M. Dayton in the chair. Minutes of the

previous meeting read and approved.

CASE REPORTS

Dr. E. A. Rich presented two case reports, one of a dis-

location of the hip with fracture of the acetabulum; the
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other a fracture of the head of the femur, with the head

j

separated into two parts. Both cases are making good

. I
recovery.

' SYMPOSIUM ON CHEST TUMORS

j

Dr. Christen Quevli, Jr., read a paper covering the sub-

ject and limited his remarks to malignant tumors. His

paper was illustrated with several lantern slides.

I Dr. Allen L. Hart spoke of the diagnosis of malignant

I

tumors of the chest, and illustrated his talk with slides.

He stated that the most important thing was the diagnosis

between primary and metastatic tumors, because much
needless surgery was done on tumors in other parts of the

I

body in which metastasis to the lungs had already taken

;

place.

These papers were discussed by Drs. P. C. Kyle, Chris-

I ten Quevli, Sr., and John F. Steele.

I BUSINESS

Drs. P. C. Kyle and Allen L. Hart were elected to

fi membership in the society.

SPOKANE COUNTY MEDICAL SOCIETY
Pres., C. B. Ward; Secty., R. P. DeRiemer

The regular monthly meeting of the Spokane County

[

Medical Society was held at Spokane, Thursday, October

9 in the Paulsen Medical and Dental Building Auditorium.

Dinner was served at 6:30 p.m. There were about seventy-

five members present.

Drs. Austin J. O’Leary of Spokane and V. G. Backman
of Spokane were unanimously elected to membership in

the society.
PROGRAM

“Obstructive Laryngeal Dyspnea.” Dr. A. N. Codd.

!
“Technic and Indications for Avertin Anesthesia.” Dr.

1 M. J. Kalez.

I
“Coronary Thrombosis.” Dr. John T. Bird.

The program was arranged by Dr. J. G. Cunningham.
' The next meeting will be held on November 13 and will

' be in charge of Dr. O. M. Rott.

WALLA WALLA VALLEY MEDICAL SOCIETY
Pres., J. T. Rooks; Secty., C. J. Johannesson

Walla Walla Valley Medical Society held its monthly
meeting at Walla Walla October 9.

Dr. Herbert E. Coe of Seattle delivered an address

illustrated with lantern slides on “Cleft Lip and Palate.”

He discussed the nature of these defects and explained

the method of treatment with results obtained.

Dr. Alfred O. Adams of Spokane discussed “The Crip-

pled Child,” his address being illustrated by lantern slides.

Dr. C. W. Countryman of Spokane reported a malignant

tumor involving the heart and liver.

The following officers were elected for the ensuing year;

President, F. M. Campbell; vice-president, E. J. Rhoades;

secretary, G. C. Daniel; treasurer, J. E. Vanderpool. Board
of Censors: C. E. Montgomery, G. R. Gowan and C. J.

Johanneson.

BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

Nervous Indigestion. By Walter C. .Mvarez, M.D., .Asso-

ciate Professor of Medicine, Mayo Foundation, Univer-
sity of Minnesota. Cloth. 297 pp. $3.7S. Paul B. Hoeber,
Inc., New York, 1930.

Those familiar with the writings of .Alvarez will know
what a facile and picturesque pen he wields so that the

pleasure of perusing this book is made doubly interesting

both by its material and style. The author points out in

his preface how frequent functional disorders of the diges-

tion are in everyday practice and yet how comparatively

little is taught about them in medical schools. He then

takes up the scientific evidence, showing the inhibition of

secretion and peristalsis and Spasmodic contraction of the

sphincters at the cardiac and pyloric regions, at the ileo-

cecal junction and at the anus following emotional ex-

citement. The experiments of Cannon are cited in his early

use of bismuth meals and fluoroscopy, where he had to use

old tabby cats of settled dispositions in order to secure

normal peristalsis. In other animals fear, anger or dis-

comfort stopped all movements in the stomach and bowels

at once. Cutting the splanchnics and vagi will remove

much of this inhibition. Numbers of instances are given

where secretions are likewise stopped by emotional dis-

turbance, as proved by analysis of gastric contents, and

also examination of intestinal contents in the presence of

artificial openings in the bowels. It is shown that not

only psychic disturbances but muscular fatigue in normal

persons will similarly inhibit digestion.

Alvarez advises that one should only eat when one is

free from worry, emotion and fatigue. He cites the gaseous

distention following abdominal operations, due to the ab-

sence of normal food stimulation and suggests tempting

the patient with some savory morsel as the best method

of starting peristalsis and secretion. The custom of giving

patients a beefsteak breakfast by one of our confreres

in these cases may work favorably in some cases but

in most, it seems to the reviewer, peristalsis will be re-

versed explosively and not seldom profanely.

A brief, clear clinical description of the salient points

of cholecystitis, ulcer, cancer of the stomach and colon,

chronic appendicitis, diverticulitis and amebic infestation

are given that these may be excluded. The author does

not believe in roentgen-ray diagnosis of chronic appendi-

citis in absence of a history of acute attacks, neither does

he make a diagnosis of amebiasis merely from the presence

of a few cysts in the stools, in the absence of usual

symptoms. He advises the use of stovarsol for a few

days as a therapeutic rest.

Continuing the description of organic diseases that may
simulate nervous indigestion, the author includes in this

category hypertension, failing heart, hyper- and hypo-

thyroidism, incipient pernicious anemia, arthritis of the

spine and diseases of the urinary tract. Also gastritis,

and cases masquerading as cholecystitis, ulcer and appen-

dicitis. These latter he is unable to explain, although offer-

ing suggestions, as for instance of early cirrhosis, cholan-

gitis or hepatitis resembling cholecystitis.

Next under consideration are fatigue, temperamental and

an.xiety neuroses, marital infelicity, nervous vomiting and

psychopathy, about which the author makes many pithy
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and common sense observations. He next touches on as-

thenia, enteroptosis, migraine, mucous colitis, intestinal

allergy, constipation and diarrhea. He attributes no signifi-

cance to the presence of enteroptosis and thinks the rest

cure in hospital is of benefit from rest rather than a

high calory diet. It seems to the reviewer that the enterop-

totic build is chiefly significant of the presence of uni-

versal asthenia and that no more brilliant results are ob-

tained in internal medicine than by forced feeding and

rest in these patients.

The author finds skin tests of little value in intestinal

allergy but advises a diet of meat, rice, butter and sugar,

and experimental increase following this. He favors saline

enemas in many cases of constipation. Some wise remarks

are made about taking history and concerning various

types of nervous patients and physicians who are called

to treat them. -\11 through the book the dangers of over-

looking organic disease are emphasized and the fact that

nervous symptoms are often caused by long continued but

undiscovered pathology'. In the matter of treatment the

author leans to a bland diet and sedatives, especially adalin

and bromural. The treatment of constipation is most ra-

tional, the author ignoring constipation without symptoms.

The autointoxication so often talked of is thought of slight

significance, especially in the constipated.

Following the chapter on treatment, appears one on

some practical points in relation to the physiology of

digestion in which the author has been a notable experi-

menter. His theory of gradient of force in the bowel is

explained very simply and has many practical applica-

tions. The book closes with references to the writings of

well known men in respect to the handling of neurotic

and sensitive patients, such as those with nervous indi-

gestion.

The volume as a whole is not written in the didactic

and dry form of the usual medical textbook but in the

rather conversational style of an interesting lecturer, with

many references, anecdotes and illustrations to enliven and

stimulate the reader. It is particularly good as coming

from a clinician of large experience and who gives us

many valuable practical hints that he has picked up

through failures or successes in the office or by the bedside.

Winslow.

The Pathology of Diabetes Mellitus. By Shields War-
ren, M.D., Pathologist of the New England Deaconess
Hospital, Boston, etc. VV^ith a Foreword by Elliott P.

Joslin, M.D. Illustrated with 83 Engravings and 2 Col-
ored Plates. 212 pp. $3.75. Lea & Febiger, Philadelphia,

1930.

It is refreshing to find a treatise dealing with the path-

ology of diabetes and the author is to be congratulated

on his excellent achievement of correlating strictly patho-

logic disease with clinical progress. This work helps one

to visualize what is occurring to the diabetic individual

during the progression of his life. The great stimulator of

all who have an interest in this problem, Joslin, has beau-

tifully presented this phase in the foreword when he says,

“It is the pathology' of and for the living almost as much

as of the dead.”

Everyone who is interested clinically in the management

of diabetes should read this work. The material is well

chosen and it is enhanced with lovely contrast. The illus-

trations are excellent and the bibliography is comprehen-

sive. We will find a certain amount of stimulus in the

effort which is made to divert our minds when we attempt

to focus too closely upon the Islands of Langerhans while

thinking of etiology. Such work as this helps to a better

understanding and to a better appreciation of the gradually

progressive changes which are associated with diabetes mel-

litus. Those definite features which are known are stated,

and the way is pointed where diligent effort and thought

may bring fruitful progress. A vote of thanks is due to the

author and the institution which has sponsored him.

Hofrichter.

Obstetrics. A Textbook for the Use of Students and Prac-

titioners. By J. Whitridge Williams, Professor of Ob-
stetrics, Johns Hopkins University', etc. Sixth Enlarged

and Revised Edition. With Seventeen Plates and Seven
Hundred and Thirty Illustrations in the Text. 1157 pp.

$10.00. D. Appleton and Co., New York and London,
1930.

Many topics throughout this book are treated in a

manner worthy of special mention. In presenting the sub-

ject of the anatomy of the uterus, recent advances in the

knowledge of enervation have been added. Mention is

made of the work of Segond, Cotte and others, concerning

the pain-carrying nerve fibres of the pelvis. An interesting

su.ggestion has been made by Hofbauer who describes

certain fibres in the periphery of the uterine structure as

being not unlike, in description and function, the well-

known bundle of His in the heart. The author com-

ments, “The presence of these bundles is unquestioned,

but the establishment of their purpose needs further in-

vestigation.”

The work of Allen and Doisy in isolating the follicular

hormones and in their supply and standardization from pla-

cental sources has met with favorable comment. Some space

has also been allotted to the discussion of the experi-

ments which have been carried on in the permeability

of the placenta to various substances. These represent some

new thought upon the manner in which the embryo re-

ceives its nutrition.

An interesting addition to the contents has been made

in the treatment of analgesic measures used in obstetrics.

The author condemns without hesitancy the use of ethylene

as an obstetric anesthetic, as well as the ever increasingly

popular spinal anesthesia. He suggests that it may he

useful in a very limited number of obstetric complications,

but never warranted in a normal case. The work of Gell-

horn in the use of local anesthesia is given some space,

and while it has been successful in his hands, the author

sees no reason for its general application. The technic of

Gwathmey is given in detail and receives favorable com-

ment, although the author states he is satisfied with the

analgesia and amnesia secured by the administration of

nitrous oxide and oxygen by inhalation and sees no reason

for changing.

Mention is made of an interesting experiment originating

in the author’s clinic in connection with the induction cf

labor, where pituitrin is necessary as an adjunct to the

usual oil and quinine. Pituitrin is administered to the

nasal mucous membrane instead of by hypodermic injec-

tion, as described in Watson’s technic. This has been

effective, following the method of application as first de-

scribed by Hofbauer.

The chapter on the toxemias of pregnancy has been

completely rewritten and revised. Recent advances in tbe
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field of biochemistn' and physiology have been considered

in detail. The new conception of these obstetric condi-

tions is very well given and is well worth careful study by

any physician. Eclampsia is well discussed and the ever

increasing conservatism seems to be making inroads upon

the past severe mortality of this grave condition. The sub-

ject of contracted pelvis has been little changed in this

edition. ______ Ruble.

The Action of Muscles. Including Muscle Rest and
Muscle Re-Education. By Sir Colin Mackenzie, M.D.,
F.R.C.S., F.R.S. (Edin.) Professor of Comparative
Anatomy and Director of the Australian Institute of

-Anatomy, Canberra, etc. Second Edition. With One
Hundred Illustrations. 288 pp. $3.50. Paul B. Hoeber,
Inc., New York, 1930.

Everyone who has occasion to treat muscular paralysis

should read this book. Chapters on principles are first pre-

sented. No paralyzed muscle is affected alone. Its antag-

onists and synergists must be equally considered. Emphasis

is placed on position of an extremity with paralyzed

muscles, as the employment of the airplane splint in the

treatment of deltoid paralysis. The necessity of reeducation

of paralyzed muscles is continually stressed. By the correct

application of these principles an extremity condemned

to permanent disability may be restored to usefulness. The

muscles of each extremity are taken up in order and the

technic described for the proper treatment. It is impressed

upon the reader that the old conception of massage and

electricity as the sole treatment of paralysis is insufficient

for the restoration of function. Reeducation is the watch-

word which is dominant in the treatment of all these

cases. In no other publication will one find more satisfac-

tion and profit for the study of this line of treatment.

Intestin.\l Tuberculosis. Its Importance, Diagnosis and
Treatment. A Study of the Secondary Ulcerative Type.
By Lawrason Brown, M.D., Consultant to the Trudeau
Sanatorium, Saranac Lake, N. Y., and Homer L. Samp-
son. Roentgenographer to the Trudeau Sanatorium. Sec-

ond Edition, Thoroughly Revised. Illustrated with 122

Engravings and 2 Colored Plates. 376 pp. $4.75. Lea &
Febiger, Philadelphia, 1930.

The authors began their investigation of tuberculosis of

the intestine about 1915, shortly after Dr. Trudeau’s death,

and have ev'er since continued their research with patients

and material furnished by the Trudeau sanatorium and the

Saranac laboratory. They have placed the whole matter

upon a definite, comprehensive basis, which has been or

may be of inestimable srevice to every physician interested

in tuberculosis. The series of chapters on pathologic anat-

omy of intestinal tuberculosis is epochal in character and

the thorough elucidation and classification of symptoms

give one the sense of assurance in dealing with the problem.

The laboratoiy methods and particularly the roentgen-

ray work with the barium meal and the barium enema

reveal the most painstaking endeavor toward scientific

advance. -And lastly the treatment advocated, although not

novel, is instituted very much earlier than has been cus-

tomary because of the new possibilities of early diagnosis,

and is so logical and practical as to appeal to all men

who will give this vital matter the consideration it de-

serves. This book should be carefully studied by every phy-

sician who undertakes the management of intestinal tuber-

culosis, as nothing equal to it is procurable today.

Slyfield.

Diseases of the Genitourinary System in Inf.ancy and
Childhood. Clinical Pediatrics, Vol. XIX. By Henry F.
Helmholz, M.D., Professor of Pediatrics, University of
Minnesota (The Mayo Foundation), etc., and Samuel
Amberg, M.D., Associate Professor of Pediatrics, Uni-
versity of Minnesota (The Mayo Foundation), etc.
Illustrated. D. Appleton and Company, New York and
London, 1930.

This volume is one of a recently published series on
pediatric topics, the editor of which is Dr. Royal Storrs

Haynes. It was written by two of the foremost American
students of urogenital diseases in early life. The opening

chapters are devoted to a consideration of embryolog>’,

anatomy and physiology of the genitourinary organs. In

the chapter on “Methods of Diagnosis” the latest functional

tests, as well as cystoscopic technic and pyelography, are

discussed. The remaining chapters cover the general sub-

jects of urinary tract anomalies, infections and tumors.

The discussion of pyogenic infections is especially instruc-

tive and authoritative, due to the fact that the coauthors

have performed a large amount of experimental work in

this field. Illustrations and complete bibliography are addi-

tional features of this monograph. Olmsted.

Handbook of Anatomy. Being a Complete Compend of

Anatomy. By James K. Young, M.D., FA.C.S. Late
Professor of Orthopedic Graduate School of Medicine,
University of Pennsylvania. Revised by George W. Mil-
ler, M.D., FA.C.S., Assistant in Anatomy Jefierson
Medical College. Seventh Revised Edition. With 154
Engravings, Some in Colors. 460 pp. $3.75. F. A. Davis
Company, Philadelphia, 1930.

One frequently feels the need of a handy book on anat-

omy, in which he will find anatomic data concisely ar-

ranged for ready reference. This volume has been prepared

to supply such a demand. The ordinary physician forgets

anatomic names and the many details of the anatomic

knowledge which he has accumulated in past years. A
book of this sort is useful to revive one’s memory. The
author employs the latinized form of the Basle Nomen-
clature in the text together with orthodox terminology

long in use. If employed alone these new words might

be confusing. This is avoided by the insertion of well

known designations. This volume includes a section on

surgical anatomy, an da chapter on dental anatomy with

numerous tables.

The Medical Clinics of North -America. (Issued se-

rially, one number every other month.) Volume 14,

Number 2. (New York Number, September, 1930.) Oc-
tavo of 273 pages with 71 illustrations. Per clinic year,

July 1930 to May 1931. Paper, $12.00; Cloth, $16.00
net. Philadelphia and London: W. B. Saunders Com-
pany, 1930.

Many important medical topics are considered in this

volume. Doan, in the discussion of the newer aids to diag-

nosis and prognosis in tuberculosis, considers the value

of the peripheral blood count and the phosphatic precipitin

test as a possible aid in diagnosis and prognosis. He dis-

cusses implications of the newer bacteriologic studies and

the data to be derived from roentgen studies. Held and

Goldbloom consider the pathogenesis of peptic ulcer, re-

viewing all of the common theories at length. They con-

clude that no single cause is solely responsible. The con-

stitutional factor should be considered and certain occu-

pations must not be overlooked as a causative factor.

Many interesting cases are reported with enlightening dis-

cussions.
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SPONTANEOUS GENERATION AND
FILTERABLE VIRUSES*

T. M. Rivers, M. D.

NEW YORK CITY

In 1657, five years before the Royal Society re-

ceived its charter from Charles II, the Accademia

del Cimento (Society of Experiment) was organized

in Florence under the auspices of Leopold. Fran-

cesco Redi was an active member of this society

and, in refuting popular misconceptions, did not

use arguments alone, but also employed sound ex-

perimental evidence. He conducted many different

kinds of experiments. The ones concerning which

I wish to speak today, however, dealt with the

generation of insects. description of this work

appeared in 1668. Bigelow’s English translation

was published in 1909 and with Cole’s essay' on

Redi constitutes the source of my information and

quotations.

The current opinion concerning the origin of in-

sects was expressed by Redi in the following man-

ner:

“After a long period of fertility, during which

time many monstrous and marvelous generations

were brought forth, the Earth Mother became at

last exhausted and sterile and lost her power of

producing man and the larger animals; still she

• Lecture delivered before the Eighth Annual Meeting
of Pacific Northwest Medical Association, Butte,
Mont., July 1-3, 1930.

1. Cole, Rufus: Francesco Redi (1626-1697), Ann. Med.
History, 1926, viii, 347.

retained enough vigor to bring forth (besides

plants, that are presumed to be generated spon-

taneously) certain small creatures, such as flies,

wasps, spiders, ants, scorpions and all other ter-

restrial and aerial insects. The schools, both an-

cient and modern, all agree in this, and constantly

teach that the Earth has continued to produce these

creatures and will produce them as long as she

exists. They do not, however, agree as to the man-

ner in which these insects are generated, nor how
life is communicated to them; for they say that not

only does the Earth possess this occult power, but

that it is possessed by animals, living and dead,

also by all things produced from the Earth, and

finally by those who are about to decay and return

to dust. Hence others have claimed putrefaction

itself to be the all-potent cause of generation . .
.”

Ideas regarding spontaneous generation held by

Redi’s contemporaries may be further illuminated

by quoting Alexander Ross’ opinion of Sir Thomas

Brown’s doubt as to “whether mice may be bred

by putrefaction.”

“So may he doubt whether in cheese and timber

worms are generated; ... or if butterflies, locusts,

grasshoppers, shellfish, snails, eels and such like,

be procreated of putrid matter, which is apt to re-

ceive the form of that creature, to which it is by

formative power disposed. To question this is to

question reason, sense and experience. If he doubts

this, let him go to Egypt, and there he will find the

fields swarming with mice begot of the mud of

Nylus, to the great calamity of the inhabitants.”

Redi traced the beginning of the idea that bees
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originate in carcasses of dead bulls and lions to the

Story of Sampson, who, as you remember, killed

a lion, and later, when he had occasion to pass that

way again, saw in its carcass a swarm of bees with

honey. From this experience Sampson conceived

the riddle that perplexed the Philistines: “Out of the

eater came forth meat, and out of the strong came
forth sweetness” (Judges XIV: 14).

In spite of the general belief in spontaneous gen-

eration and in face of the sad experience of Galileo,

Redi proceeded to show by experiments that worms
are not spontaneously engendered in the flesh of

dead animals. He accomplished this by dividing

bits of fresh meat into two portions, one of which

was left open to the air and insects, while the

other portion was placed in a vessel with a large

mouth, over which was stretched gauze that per-

mitted the entry of air and prevented the access

of insects. The meat protected by the gauze re-

mained free of maggots, while in the unprotected

portion numerous worms appeared. Many experi-

ments of this nature were performed, and from

data thus obtained, Redi concluded:

“Although content to be corrected by any one

wiser than myself, if I should make erroneous

statements, I shall express my belief that the Earth,

after having brought forth the first plants and ani-

mals at the beginning by order of the Supreme

and Omnipotent Creator, has never since produced

any kind of plants or animals, either perfect or im-

p>erfect; and everything which we know in pxast

or present time she has produced came solely

from true seeds of the plants and animals them-

selves, which thus, through means of their own,

preserve their sp>ecies.”

In the course of time, the theory of spontaneous

generation seems to have been thoroughly discred-

ited. The invention of the microscope, however, at

the end of the seventeenth century, which enabled

investigators to see bacteria, brought fresh argu-

ments in favor of spontaneous generation, and

about the middle of the eighteenth century the

problem again became of interest to scientists^.

Needham and Buffon supported the idea of spon-

taneous generation, while Spallanzani opposed it.

Inasmuch as the arguments and experiments

brought forward by these men are familiar to all,

a lengthy description of them need not be given at

this time. Nevertheless, it may be amusing to con-

sider for a moment Buffon’s explanation of Need-

ham’s “productive or vegetable force.” According

to him, “there are certain primitive and incor-

2. Vallery-Radot: Rene, Life of Pasteur, translated by
Mrs. Devonshire, Constable & Co., London, 1911.

cuptible parts common to animals and to vege-

tables.” These incorruptible parts or molecules ar-

range themselves in shapes which constitute differ-

ent living beings. Upon the death of these forms,

the molecules are liberated and through their activ-

ity having worked the putrid material, finally ap-

propriate to themselves new particles and form “by
their reunion, a multitude of little organized bod-

ies, of which some, like earthworms and fungi,

seem to be fair-sized animals or vegetables, but of

which others, in almost infinite numbers, can only

be seen through the microscope.”

For another century, that is to say until 1858,

the theory of spontaneous generation had its good

and bad moments, at which time it was brought

to the front again by Pouchet in a “Note on Vege-

table and Animal Proto-organisms spontaneously

Generated in Artificial Air and Oxygen Gas.” At

this point Pasteur appeared on the scene, and, in

1860, he wrote: “I am pursuing as best I can these

studies on fermentation which are of greatest inter-

est, connected as they are with the impenetrable

mystery of Life and Death. I am hoping to mark

a decisive step very soon by solving, without the

least confusion, the celebrated question of spontan-

eous generation. Already I could speak, but I want

to push my experiment further. There is so much

obscurity, together with so much passion, on both

sides, that I shall require the accuracy of an arith-

metical problem to convince my opponents by my
conclusions. I intend to attain even that.”

Pasteur’s experiments conducted with sterile

media hermetically sealed in flasks and with media

stored in flasks closed by means of cotton plugs

seemed at the time to overthrow completely the

theory of spontaneous generation. After this he

turned his attention to other problems. Thus he

wrote to a friend: “What would be most desirable

would be to push those studies (that is, on spon-

taneous generation) far enough to prepare the road

for a serious research into the origin of various

diseases.” As is well known, he pursued the mat-

ter and subsequently made many discoveries con-

cerning the relation of bacteria to infectious dis-

eases.

Redi, in 1668, showed that insects do not arise

spontaneously, and Pasteur, two centuries later,

demonstrated that small living organisms, e. g.,

bacteria, visible only by means of the microscopie,

yet capable of producing disease, do not arise de

novo. Now we come to another interesting and

tumultuous period in the development of our

knowledge concerning the origin and nature of a
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group of active agents, producing certain kinds of

diseases in all forms of animal and plant life.

In 1892, Iwanowski observed that the etiologic

agent of mosaic disease to tobacco plants is capable

of passing through earthen-ware Alters impervious

to bacteria. This observation was conArmed in

1898 by Beijerinck, who, unable to see anything

in the infectious Altrates by means of the micro-

scope, stated that the cause of tobacco mosaic is a

living contagious Auid. Also in 1898, LoeAler and

Frosch showed that the agent responsible for foot-

and-mouth disease in cattle is capable of traversing

bacteria-tight Alters and is invisible under the mi-

croscope. In the same year Sanarelli demonstrated

similar facts regarding the causative agent of an

infectious tumor of rabbits. In rapid succession,

many disease-producing agents were found to be

Alterable and invisible, and in view of these facts,

many of them are now considered to be much
smaller than ordinary bacteria which are them-

I

selves visible only under the microscope. Thus we
I come to the period signalized by a group of disease-

j

inciting agents, to which many names have been

j applied, e. g., Alterable viruses, invisible viruses,

H
ultraviruses, ultramicroscopic viruses, ultramicrobes,

inframicrobes, protista, chlamydozoa and strongylo-

plasmen.

What of the nature of these active agents? In

view of the fact that they undoubtedly multiply

and are capable of producing diseases, most work-

I ers in the past have been led by analogy to assume

fhat these agents represent exceedingly small types

1

of bacteria, protozoa or spirochetes. From the

very Arst, however, certain workers have regis-

tered protests against such assumptions. For in-

stance, Beijerinck, as mentioned above, considered

I
the cause of mosaic to be a living contagious Auid.

f Woods held it to be an enzyme. Sanfelice, in

1 1914, working with fowl-pox or “sorehead” of chick-

I ens, found that the causal agent was not inactivated

I
by 1 per cent sodium hydroxide, and, because of

I this fact, was led to think of it as an inanimate

i

poison capable of attacking normal cells and of

inciting in them the production of a poison of a

similar nature which in turn could attack other

normal cells. Thus he described his idea of how a

lifeless agent might be passed in series reproducing

itself indeAnitely.

From 1898 till 1915, with a few exceptions, in-

vestigators considered the Alterable viruses to be

small living organisms. Furthermore, a host of

I workers claimed that they could see and culti-

I vate them on simple artiAcial media. These claims,

however, have not been substantiated. Then came

the work of Twort and d’Herelle on the transmis-

sible lysis of bacteria or bacteriophagy. Both of

these men consider this phenomenon as an acute in-

fectious disease of bacteria. Twort speaks of the

agent as belonging “somewhere in the vast held

of life more lowly organized than the bacterium

or amoeba” and suggests that “it may be living

protoplasm that forms no deAnite individuals, or

an enzyme with power of growth,” or Anally, a ma-

terial arising spontaneously in normal bacteria.

d’Herelle’s work followed Twort’s by two years.

This investigator Armly believes that the bacterio-

phage is a living agent and sp>eaks of it in the fol-

lowing manner: “The protobe, then, penetrates the

peripheral zone of the bacterium and multiplies

within the bacterial protoplasm, forming a colony

composed of a number of elements varying with the

conditions of the moment. When process of multi-

plication is completed, the parasitized bacterium

ruptures and undergoes a sudden dissolution. This

liberates the young protobes and each of the latter

is then ready to repeat the process and parasitize

the nearest bacterium. Thus the cycle begins anew,

and continues until all the bacteria present in the

medium have disappeared.”

Other workers have taken up the problem and

numerous ideas concerning the bacteriophage now

exist. Bordet does not believe that it is a living

autonomous agent. Bail considers that the phenom-

enon of bacteriophagy is due to the fact that bac-

terial chromosomes lose their anabolic function.

Thus, cells with chromosomes possessing only the

function of katabolism undergo dissolution, liber-

ating the imperfect chromosomes which are then

capable of initiating similar vitiation in other bac-

teria. A number of workers consider that they

have been able to demonstrate that the phage

arises from normal bacteria. Nevertheless, Bron-

fenbrenner, an ardent advocate of the idea that

the agent of transmissible lysis of bacteria is a bac-

terial product, believes that “the reports concern-

ing the successful production of phage from bac-

teria without the intermediary of other biologic ma-

terials have thus far not been entirely convincing.”

How is a strain of bacteriophage obtained? The

following method is usually employed. Take feces,

sewage or certain organs of dead or living animals,

emulsify them well, add meat infusion broth, allow

the mixtures to stand at 37 degrees C. for twenty-

four hours. Alter Arst through sand and then

through a Berkefeld candle. The limpid Altrate

thus secured is free from ordinary bacteria but fre-

quently contains a bacteriophage that is capable of

inciting the dissolution of living susceptible bac-
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teria and of reproducing itself indefinitely in the

presence of such living susceptible organisms.

Can one see the bacteriophage? d’Herelle says

that it is visible. Others, however, contend that he

sees only the particles of degraded bacteria on

which the active agent is absorbed. In any event,

the bacteriophage is exceedingly small, probably

not more than 5 to 20 jn/x in diameter—a fifi rep-

resents the millionth part of a millimeter. An ob-

ject of this magnitude cannot be measured op-

tically. Is it possible that an agent of such small

size possesses life? Who knows? One can safely

say, however, that the bacteriophage and certain

protein molecules are of the same order of magni-

tude, for example, the diameter of egg albumin is

4 or 5 n/i, while that of hemoglobin is approximately

30 fjLfi.

In view of these facts, one naturally would like

to know whether the bacteriophage maintains a

metabolism of its own? According to d’Herelle, it

has powers of assimilation, but most workers agree

that no evidence of respiration or of other metabolic

activities has been definitely proved for this peculiar

agent. All agree, however, that it possesses a re-

markable power of regeneration in the presence of

susceptible bacteria. Is it alive? Some contend

that it is an inanimate agent, while others believe

it to be a living autonomous organism.

Although d’Herelle is convinced that the bac-

teriophage is a living autonomous organism, he has

been forced to discard the idea that the cell is the

unit of life and speaks of the matter in relation to

the viruses in the following manner:

“For many years we have spoken of ultraviruses

and we will see that these beings can only be con-

stituted of a simple colloidal micella. But these

beings are necessarily alive for they possess all of

the characteristics of living organisms ... To state

that a substance which possesses all of the char-

acteristics of living beings . . . cannot be a living

being is incomprehensible nonsense.

“A being composed of a micella cannot be a cel-

lular being, and as a consequence the cellular con-

cept of life is necessarily false for it fails to take

into consideration the facts of the case. It is thus

necessary to revise the theory to provide an hy-

pothesis which conforms to the facts, that is, that

life, the sum total of the powers of assimilation and

of adaptation, is the result, not of a cellular organ-

ism, but of a special physicochemical constitution

of matter.”

Thus d’Herelle speaks as though the question

was settled, but others are not so positive in their

statements concerning life. For instance, Henry

Fairfield Osborn voices the idea of many students

when at the close of his book, “The Origin and Evo-

lution of Life,” he says:

“The difference between the non-living world and

the living world seems like a vast chasm when we

think of a very high organism like man . . . But

the difference between primordial earth, water and

atmosphere and the lowliest known organisms which

secure their energy directly from simple chemical

compounds is not so vast a chasm that we need

despair of bridging it some day by solving at least

one problem as to the actual nature of life, namely,

whether it is solely physicochemical in its energies,

or whether it includes a plus energy or element

which may have distinguished LIFE from the be-

ginning.”

The various conceptions concerning the nature

of life are interesting, but who can definitely prove

that a micella composed of promicellar granules con-

stitutes the unit of life, and that life itself is the

result of a special physicochemical constitution of

matter? Furthermore, in the light of our present

knowledge, the possibility that the unit of autono-

mous life is smaller than the cell must be looked

upon as an interesting hypothesis rather than as a

proved fact. Therefore, d’Herelle’s arguments that

the bacteriophage and other viruses are living or-

ganisms are supported by premises that, for the

moment at least, are incompatible with experimental

proof, and, in this respect, do not differ from thos^

used by his opponents to show that such agents are

inanimate.

Some of the original ideas regarding the nature

of the mosaic viruses have already been mentioned.

At this point, however, a few words concerning re-

cent work on the nature of these agents may not be

out of order. For instance, the virus particles of

tobacco mosaic as they exist in plant sap have been

estimated to have a diameter of 30 fifi. Tests, how-

ever, in which purified virus is used may demon-

strate that the agent is considerably smaller than is

indicated by this figure. In any event, the bacterio-

phage and the virus of tobacco mosaic are of the

same order of magnitude. Moreover, as in the case

of the bacteriophage, some workers have reported

that they were able by certain procedures to obtain

mosaic virus from normal plants, for example, po-

tatoes. These reports have been discredited by

subsequent work establishing the fact that many

normal looking plants are virus carriers. Several

years ago, Olitsky reported that he was able to

cultivate the virus of tobacco mosaic in cell-free
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media. Other workers, however, have been unable

to obtain similar results. Furthermore, Vinson by

means of repeated precipitations, has obtained a

crystalline substance very active in producing mo-

saic. Although he does not consider his prepara-

tion pure, he is inclined to believe that the virus, in

spite of its powers of regeneration, represents a

chemical or autocatalytic agent rather than a living

organism.

Now let us turn for a moment to a consideration

of another filterable virus—the agent that causes

certain chicken tumors. In 1911, Rous showed that

some malignant tumors of fowls are transmissible

indefinitely in series by an agent separable from

the tumor cells. These observations have led to dis-

cussions as perplexing as those described above in

connection with the bacteriophage.

Rous is prepared to entertain the idea that the

virus causing these tumors is animate. Moreover,

Gye contends that he is able to cultivate the virus

in artificial media and that it is visible by means

of the ultramicroscope. Gye’s contentions, how-

ever, have not been generally substantiated. Fur-

thermore, Murphy thinks that the tumor-producing

agent is an enzyme-like material, and Carrel and

Fischer are of the opinion that the virus is an in-

animate substance derived from injured cells ca-

pable of regenerating itself indefinitely through its

successive action upon normal cells. What is the

evidence supplied by Murphy, Carrel and Fischer

in favor of their conceptions? The best manner

of presenting this evidence is to describe their

methods of making viruses or of inducing them to

come into existence.

The following is Carrel’s method: Take a chick

embryo, mince it well, mix it with a preparation of

tar, indol or arsenic, inject the mixture in a large

number of chickens. In a small percentage of the

fowls treated in this manner, a tumor, resembling

Rous sarcoma No. 1 and transmissible by cell-

free filtrates, will appear.

Fischer’s formula for obtaining a virus from

normal cells is: Take actively growing cells in

tissue cultures, add to them in several successive

generations a small amount of arsenic, carry the

cultures through three or four generations after the

arsenic treatments have been discontinued, then

inject the cultures into chickens. On one occasion

he obtained a malignant tumor transmissible by

cell-free filtrates. Carrel, using tissue cultures, has

been unable to confirm Fischer’s work.

The details of Murphy’s method are lacking, as

a description of the completed work has not yet

appeared. In a general way, however, the follow-

ing procedure is the one used by him: Take gonads

from several normal-appearing Plymouth Rock
roosters, under the proper conditions make an

extract from them, thoroughly centrifuge this ma-
terial, concentrate the tumor-forming agent from

the supernatant fluid either by precipitation with a

weak acid or by electroultrafiltration, dissolve the

precipitate with a weak alkali, and then inject the

resulting solution into a number of chickens. In

certain instances, malignant tumors, some of which

are transmissible, develop in fowls receiving this

material.

The observations described above are suggestive,

and, if confirmed and finally interpreted by others,

as they have been by Carrel, Fischer and Murphy,
will prove to be of fundamental biologic signifi-

cance. Unfortunately, however, a number of the

tumors produced under such conditions are similar

to, if not identical with, Rous’ sarcoma No. 1.

Furthermore, these workers have not excluded the

possibility of the presence of a latent virus or of

a small amount of virus in the so-called normal

embryos, gonads and chickens that was brought to

light under experimental conditions. This possibility

is emphasized by Flexner’s work on poliomyelitis, in

which, using methods of concentration, he was able

to demonstrate the presence of virus in the nasal

washings from normal contacts. Such a possibility is

further emphasized by my own experience with

Virus III in rabbits, by Cole and Kuttner’s work

with the salivary-gland virus in guinea pigs and by

the work upon virus carriers in general among ani-

mals, plants and bacteria.

From what has been said regarding certain of

the filterable viruses, it is now evident why spon-

taneous generation was considered earlier in the

talk. Slowly, scientists have been descending the

scale of life as regards size, and at each step have

settled to their satisfaction the question of spon-

taneous generation. Now we are face to face with

the “infinitely small in biology.” Although no in-

vestigator working in the virus field has claimed

to have generated living organisms from inanimate

matter, a few have stated that they have by cer-

tain manipulations induced inanimate substances

to take on some of the attributes of life, for ex-

ample, specific activities and the power of multi-

plication or regeneration. The language used and

the formulae employed at the present time by many

virus workers would interest combatants of former

times who struggled over the problem of spon-

taneous generation. The nature of the viruses is
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Still an open question. Nor is it essential that all

be alike. If there be a sharp demarcation between

life and death, then, scientists, investigating the

nature of filterable viruses, are in the vicinity of

the elusive line that separates infinitely small ani-

mate organisms from inanimate active agents.

Such a statement is strongly reminiscent of a re-

mark by Aristotle, to the effect that “nature makes

so gradual a transition from the inanimate to the

animate kingdom, that the boundary lines which

separate them are indistinct and doubtful.” This

remark emanated from the father of biology more

than two thousand years ago, but its echo has

spanned the intervening ages and can now be easily

recognized in Boycott’s presidential address, “The

Transition from Live to Dead: the Nature of Fil-

trable Viruses,” given in 1928 before the Patholog-

ical Section of the Royal Society of iSIedicine. In

this discourse Boycott expressed the following opin-

ion: “If you like to be paradoxical, you can say

that live things are dead, or if you prefer it, that

dead things are alive. Both at bottom have much

the same characters, and it is unlikely that any

sharp distinction between them can be drawn.”

Aside from theoretical considerations, of what

importance are the filtrable viruses? Although the

nature of these agents is perplexing, there is no

doubt about what they can do, or about the im-

portance of their activities. Indeed, if it were not

for the pathologic changes produced by the viruses

in some host, their existence would at present be

unkno\TO. All visible forms of plant and animal

life are attacked by these agents, and the follow-

ing are a few of the diseases resulting from their

activities: Bacteriophagy, or transmissible lysis of

bacteria, mosaic diseases of plants of which there

are at least 90, polyhedral diseases of caterpillars

including the silkworm, lymphocystic disease of

fish, Rous’ sarcoma of chickens, fowl-pox or “sore-

head” of chickens, fowl plague, infectious myxo-

matosis of rabbits, distempor of dogs, rabies or

hydrophobia, cattle plague, foot-and-mouth disease

of cattle, hog cholera, Borna disease or meningo-

encephalitis of horses, cow-pox or vaccinia, small-

pox, chickenpox or varicella, fever blisters, measles,

yellow fever, and poliomyelitis or infantile pa-

ralysis. One cannot consider this array of diseases

without realizing their economic importance, nor

can one fail to see how drastically they may influ-

ence the physical well-being of all forms of life.

Concerning the virus diseases, certain outstand-

ing facts are worthy of notice. Their incitants are

spoken of as filterable viruses because they traverse

various kinds of filters that do not permit the pass-

age of ordinary bacteria. No one has definitely

shown that the etiologic agents of virus maladies

are visible by means of the best microscopies. The

conception that viruses either constitute filterable

forms of ordinary bacteria or represent a small

form in the life cycle of bacteria is untenable. In

spite of many reports to the contrary, none of the

viruses has been cultivated in vitro in the absence

of living susceptible host cells. Thus they app>ear

to be obligate parasites in the sense that living host

cells are essential for their multiplication. They

exhibit an intimate typ>e of parasitism which at

times is highly specific, that is, many are capable of

multiplying and producing lesions in only one spie-

cies of host. The intimate typ>e of parasitism is

further emphasized by the marked stimulation and

destruction of cells, which on the one hand gives

rise to tumors, such as Rous’ sarcoma, and on the

other hand to vesicular lesions, as in varicella.

INIoreover, the effects upx>n cells resulting from

the activity of viruses are frequently evidenced by

the appearance either in the nucleus or in the

cytoplasm of characteristic structures, spx)ken of as

inclusion bodies. Such bodies are not found in

ordinary bacterial diseases, nor have they been

described in all virus diseases. Finally, a host once

recovered from a virus disease, with a few excep>

tions, usually exhibits a lasting immunity.

If the viruses are invisible or at least are not

capable of being recognized by means of the micro-

scope, and if they continue to resist cultivation on

lifeless media in test tubes, one may inquire as to

how investigators intend to conduct studies con-

cerning them. Individuals limiting their investiga-

tions to test tubes in the hope of obtaining knowl-

edge regarding these agents and the diseases caused

by them will certainly at the present time commit

errors and meet with many disappointments. Since

viruses can be recognized and identified only by

their activities in natural or experimental hosts,

workers in the virus field must be clinicians and

pathologists, as well as bacteriologists and immun-

ologists. Furthermore, in addition to being familiar

with the gross and the ordinary microscopic path-

ology of these diseases, one should be thoroughly

acquainted with the intracellular pathology as ex-

pressed in the form of incision bodies. These struc-

tures, for example, as in hydrophobia, smallpox,

vaccinia and polyhedral diseases of caterpillars, are

of diagnostic importance and ser\^e as a substantial

aid in experimental work.

In spite of obvious difficulties associated with all
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virus work, certain facilities and methods either

! are already at hand or are being rapidly developed

for the purification, concentration and preservation

of viruses, for investigations regarding the size and

nature of viruses, for determinations concerning

their relation to susceptible and nonsusceptible

cells and, finally, for studies relating to basic im-

mune phenomena. For instance, various methods of

I filtration, dialysis, diffusion, cataphoresis, electroul-

trafiltration and tissue cultures are being adapted to

work in this field.

In conclusion, the virus field at present offers

many alluring problems to investigators interested

either in the nature of life or in the phenomena

associated with infectious diseases. The nature of

the viruses may evade solution for a long time, and

it may never be possible to see and to cultivate

many of these disease-producing agents on artificial

lifeless media. Such possibilities, however, should

not induce an undue amount of pessimism, because,

as knowledge increases concerning the viruses, their

activities and their modes of spread, methods of

prevention will become more effective. This fact is

beautifully exemplified by Laidlaw and Dunkin’s

works dealing with canine distemper and by the

discoveries of Stokes and his coworkers concerning

yellow fever in West Africa.

SOME PHARMACOLOGIC ASPECTS OF
PREANESTHETIC MEDICATION *

Chauncey D. Leake, Ph.D.

SAN FRANCISCO, CALIF.

Thanks to efficient anesthesia and asepsis during

the last half century, surgical patients no longer

fear the operation, having learned meanwhile to

I trust the skill of the surgeon. With the greater

I

fear removed, however, they are still generally

1 afraid of the lesser evil, the administration of the

i anesthetic. IMuch interest has thus developed among
i those unsung humanitarians, the anesthetists, in

devising ways by which a patient may quietly,

I without apprehension and often unsuspectedly, be

1
induced into the desired anesthetic state.

Proper psychic preparation of a surgical patient,

by an anesthetist who appreciates something of the

psychology of fear and of the means by which

the dread of a surgical operation may be mini-

mized, will do much to improve such a patient’s

general status before the actual anesthetic is ad-

* Revised from addresses delivered before the Eighth
Annual Meeting of Pacific Northwest Medical Associa-
tion, Butte, Mont., .July 1-3, 1930, and the Forty-first
Annual Meeting of Washington State Medical Associa-
tion, Mount Baker Park, Wash., Sept. 2-3, 1930.

ministered. But in the average patient, where time

is not always available for this procedure, a suit-

able preanesthetic hypnotic may be necessary to

supplement the anesthetists’s psychic approach. A
preanesthetic h3fpnotic, however, is not indicated

solely for the relief of fear the patient may have

for anesthesia; it has a definite function in the

actual induction and conduct of the anesthesia. As

pointed out so strikingly by Waters and Guedel,^

a preanesthetic hypnotic is most useful in lowering

the patient’s general metabolic level to a point

where the anesthetic may be easily and smoothly

administered.

Preanesthetic hypnosis certainly reduces the

amount of anesthetic agent required, so that dur-

ing the direct anesthesia more oxygen may be given

than would otherwise be the case, were no pre-

liminary depressant agent employed. Thus with

proper preanesthetic preparation a satisfactory de-

gree of surgical anesthesia may be readily secured

by nitrous-oxide to a dangerous asphyxial concen-

tration which is frequently necessary without sup-

plementary depression. The safety and ease of

rapid and accurate control of anesthesia by means

of nitrous-oxide and oxygen renders this combina-

tion the most satisfactory now available, when

used with proper preanesthetic hypnosis.

MORPHINE, HYOSCINE (SCOPOLAMINE) AND CODEINE

Although much general dissatisfaction has been

expressed with morphine and hyoscine (scopola-

mine) as preanesthetic hypnotics, they continue to

be used quite routinely in the absence of any

pressing clinical necessity for something better.

Morphine is definitely indicated, of course, as a

preanesthetic analgesic when pain is present. A

consideration of the pharmacology of these agents

may be of interest in supporting the independent

clinical condemnation of these agents for preanes-

thetic hypnosis years ago by such competent ob-

servers as Herb, Gatch and Bevan.^

The primary effect of morphine is stimulation

of the central nervous system, which is promptly

masked in humans by a secondary depression. The

stimulating action outlasts the depression. Thus,

after the depression wears off there is increased irri-

tability and cortical excitement, which may be re-

sponsible for the initiation of craving and habit.

That is, during the after-period of irritability the

individual craves the drug again in order to recover

the pleasant euphoria of the depressant stage.®

Another objection to morphine as an adjunct to

anesthesia is its tendency to cause constipation.
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which interferes wth a proper postanesthetic con-

dition. Furthermore, morphine is not helpful in an-

esthesia because its action in depressing respiration

interferes with the rapidity of absorption or elimi-

nation of an inhalation anesthetic. To these three

important pharmacologic objections might be added

its tendency to disturb carbohydrate metabolism, in

a manner not conducive to the best condition of

the patient, as reflected in its effect on blood sugar

and on the acid-base balance of the blood.^ In

justice to morphine, however, it should be noted

that the clinical opinion that it interferes with kid-

ney function has little support when critically ex-

amined.® The suppression of renal activity under

anesthesia seems to be a reflex effect of irritation

of the laryngeal mucous membrane by the anes-

thetic gases.®

Little rational evidence exists that opium or a

mixture of its alkaloids free from nonalkaloidal

material (“pantopon”) has any advantage over

morphine as a preanesthetic hypnotic. Such a mix-

ture of the differently acting alkaloids in opium is

an irrational material to use, since not only aggra-

vation of some of the deleterious effects of mor-

phine, as its constipating action, is known to occur

by giving it with other opium alkaloids, but indeed

few of these other alkaloids have been properly

studied either pharmacologically or clinically to

know how they may act. Scientific therapy de-

mands the use of chemical agents singly for def-

inite effects, avoiding confusing mixtures of any

sort. Certainly preanesthetic hypnosis should be

simplified and rationalized rather than compli-

cated.

Hyoscine or scopolamine is said to synergize

with morphine, enhancing its depressant action,

especiall}'^ on the cortex. The pharmacology of

hyoscine has not been very thoroughly studied and

there seem to be few clinical observations of a criti-

cal nature on the effects of this drug in connection

with anesthesia. Hyoscine is chemically related to

atropine and has a similar effect on the autonomic

nervous system. This action, as we shall see, may

be detrimental in preanesthetic medication. In the

absence of any reliable or critical evidence of its

usefulness as a preanesthetic hypnotic, little justi-

fication exists for its continued use merely because

of clinical habit or routine. There is an opportunity

here for clinical judgment to evaluate critically its

status as an adjunct to anesthesia.

In the effort to find other more satisfactory

preanesthetic hypnotics which might be substituted

for morphine, a number of other substances were

studied in my laboratory from the point of view

of their effects on the body functions of normal

human subjects, in comparison with morphine.'

We studied especially the action of these various

depressant drugs on basal metabolic rate, tactile

discrimination, respiration, pulse rate and blood

presssure. We thought our observation might fur-

nish us with objective quantitative criteria for esti-

mating depressant action of the different drugs on

the central nervous system. While codeine has much

to recommend it over morphine as a central nervous

system depressant, it is not sufficiently powerful,

in our judgment, to justify its use clinically for pre-

anesthetic hypnosis.®

BARBITAL AND ITS DERIVATIVES

The exploitation of sodium amytal suggested

that we study barbital and its common derivatives

from this standpoint. .45 a result oj our observa-

tions on normal humans we may recommend bar-

bital by mouth as a possible substitute for morphine

as a preanesthetic hypnotic if no pain is present.

In the average adult it may be expected to bring

relief from fear and apprehension, and to dispose

toward sleep, relaxation and amnesia, in doses of

1.0 to 1.5 grams or even higher. It depresses the

basal metabolic rate in the same way as morphine,

and is otherwise generally depressing. No residual

stimulation results, and the psychic disadvantage

of hypodermic administration is avoided. It may

sometimes cause a cutaneous rash, however, and

it is of no use as a hypnotic if pain is present.

Subjective reactions to barbital vary greatly with

physical constitution and social background. If the

ordinary local anesthetics are to be used, it is

definitely indicated since it protects against their

toxic manifestations.® With spinal anesthesia, the

status of which still remains to be established,

more of an analgesic effect is needed in the prean-

esthetic medication, and morphine or amidopyrine

is indicated.

We could not find that phenobarbital, or any of

the common commercial modifications of barbital,

including “amytal,” “dial,” “ipral,” “neonal” and

“phanodorn,” have any significant advantages over

barbital as hypnotic agents in man. Indeed, they

all showed some disadvantages.^® Eddy, however,

from animal experiments believes “amytal” has the

greatest depressing effect (Table 1).^'^

It is sometimes amusing to the pharmacologist

to observe the enthusiasm with which certain clin-

icians continue to report experiences with new

drugs. There seem to be fads and styles with drugs
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TABLE I.

Comparison of the Average Effects of Certain Depressant Drugs Given by Mouth on Basal Metabolic Rate, and
Other Body Functions as Determined by Experiments on Normal Human Subjects.

EFFECT EFFECT EFFECT EFFECT
NO. OF DOSE EFFECT ON ON ON ON

DRUG EXPERl- RANGE ON TACTILE RESPIR. PULSE BLOOD RE-MARKS
MENTS MGM. KG. B.M.R. DISCRIM. RATE RATE PRESSURE

Morphine 12 0.1 to 0.5 — — — + No nausea. Sleep with
oulphate

Codeine
high doses.

Phosphate 10 0.2 to 1.0 - - + - 0 Tendency to sleep with

Amytal 9 2.8 to 10 -b — + Inconstant -b

high doses.
Allergic reaction.

Barbital 5 5.0 to 20 — — +
Sleep in high doses.

Caused sleep without

Dial
Ipral

2.8 to 7.0
side actions.

5 0 — + + — Vertigo; no sleep.
5 1.7 to 7.0 — _9 + — + Vertigo; sleep with

Neonal 5 2.9 to 6.0 — — + — 0
high doses.

Vertigo: sleep in

Phanodorn 5 3.3 to 8.3 — + Inconstant Inconstant
high doses.

Vertigo, nausea, no

Phenobarbital 6 2.9 to 8.0 + — _ Inconstant
sleep.

Allergic reactions.

Sleep in high doses.

as with clothes. If medical men generally realized

the extent to which preliminary and unconfirmed

pharmacologic evidence is distorted by drug con-

cerns (usually foreign) for clinical exploitation of

new agents, they would undoubtedly be more re-

served in expressing clinical opinions. Very few

new drugs reach clinical trial in an ideal scientific

1 manner.i2

Sodium amytal was thus overenthusiastically rec-

ommended as a general anesthetic, when given in

strongly alkaline solution by vein. While the in-

duction of sleep and amnesia is dramatic by this

technic, it is obvious that the agent is not in itself

sufficiently analgesic to be a satisfactory general

anesthetic except in dangerous doses. There is too

narrow a margin of safety between the dose caus-

ing real anesthesia and that depressing the medul-

lary centers to a lethal level. Sodium amytal thus

falls in the class of anesthetic adjuncts, as now

admitted by its original proponent.^-^ The intra-

venous or even oral use of this substance as a rou-

tine preanesthetic hypnotic is not justified until it

has been more thoroughly evaluated in comparison

with what, in our opinion, is as satisfactory, and

certainly a less expensive official drug, barbital.

Stormount et alP^ have directly studied the pre-

anesthetic value of various barbitals in nitrous-

oxide and oxygen anesthesia in rats. They found

that 85 per cent nitrous-oxide with 15 per cent

oxygen (enough to prevent ano.xemia at sea-level)

will anesthetize with 30 per cent of the average

lethal dose of “dial” and “neonal,” but that 45 per

cent of the average lethal dose of “amytal,” barbi-

tal, and phenobarbital is required to give this same
effect. In man, however, we found barbital the

most satisfactory depressant of the series, insofar

as lowering of the basal metabolic rate, dulling

of tactile discrimination, and tending toward sleep

are concerned. Amytal and phenobarbital we noted

increased the basal metabolic rate except in high

doses. The relative merits of the several derivatives

of barbital as preanesthetic hypnotics remain, there-

fore, to be further valuated before surgeons are

justified in using any of its modifications in prefer-

ence to the well studied parent substance, barbital,

for this purpose.

It is hardly possible that any of the other multi-

tudinous commercial derivatives of urea (Table II)

exploited so vigorously, especially by the Germans,

have any great advantage over barbital in this

regard. One of these, “pernocton,”^® includes bro-

mine, which introduces another difficult depressant

factor to evaluate.

Particularly to be condemned are combinations

of barbital or its derivatives in fixed proportions

with amidopyrine, such as “allonal,” “cibalgin” or

“pyraminal.” Aside from the violation of rational

therapy by such mixtures of a hypnotic with an

analgesic in fixed proportions without regard to

the indications of the individual patient, as scored

by the Council on Pharmacy and Chemistry,^® Kop-

panyi and Lieberson have shown’^'^ that the anal-

gesic component of such mixtures is eliminated

much more rapidly than the hypnotic, so that
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TABLE II.

The urea hypnotic “racket”: Some commercialized urea derivatives exploited as hj’pnotics. Notethose admitted to

the U. S. Pharmacopeia X, and to New and Nonofficial Remedies. Avoid trade-marked names for pharmacopeial prepar-

ations.

NAME CHE.MICAL CONSTITITUON OWNER OF TR.\DE-MARK

"Adalin” NNR Same as Carbromal USPX .... Winthrop
?"Aleudrin” Dichlor isopropyl urethane

“Allonal” Alixture of allvl isopropyl barbituric acid and amidopvrlne . . . Hoffman-LaRoche
“Amvtal” NNR Iso-amyl ethyl barbituric acid Lilly
Barbital USPX Di-ethvl barbituric acid Public

“Bromural NNR” Bromo isovaleryl urea Bilhuber
Carbromal USPX Bromo di-ethyl acetyl urea Public

“Cibalgin”
“Dial” NNR Di-allvl barbituric acid Clba
“Fantan”
“Hedonal” Methvl prop3’l carblnol urethane F. Baver
“Ipral” NNR Calcium ethyl Isopropyl barbiturate Squibb
“Luminal” NNR Same as Phenobarbital USPX Winthrop

Sobering & Glatz
Abbott

“Medinal” Same as Sodium Barbital USPX ...

“Neonal” NNR N-butvl ethvl barbituric acid
“Novonal” Di-ethyl allyl acetamide I. G. Farbenindustr^e
“Nirvanol” Ethyl phenyl hydantoin ... .

7

“Paranoval” Same as Sodium Barbital USPX 7

“Pernocton” Sodium butyl bromo allvl barbituric acid 7

“Phanodorn” NNR Cvclo-hexenvl barbituric acid Winthrop
PublicPhenobarbital USPX Phenyl ethvl barbituric acid

“Proponal” Di-propyl barbituric acid 7

“Pyraminal” Alixture of barbituric acid and amidopyrine (“pvramidon”) . . Winthrop
“Sedormid” Allyl isopropvl acetvl carbamide Roche
“Somnifen”

“Veronal”

Alixture of di-ethyl amino barbital and isopropyl
propenyl barbituric acid

Same as Barbital USPX
7

Winthrop
7“Voluntal” Trichlor ethyl urethane

grave danger of the cumulative effect of the latter

is present, if the dose is repeated to get continued

analgesic action.

TRIBROM-ETHYL-ALCOHOL

The same general considerations hold for tri-

brom-ethyl-alcohol (“avertin’’). Enthusiastically

advocated as a general anesthetic by those who

hitherto rarely saw good modern anesthesia by gas

and oxygen, more critical clinical opinion now rec-

ognizes this agent more properly as merely an

adjunct to anesthesia.^® The difficulties of prepara-

tion, the dangers of toxic decomposition, the neces-

sary mode of administration and the pharmacologic

action of the drug limit its usefulness, as in the

case of sodium amytal by vein, to abnormally ap-

prehensive or excited patients, and then in doses

not so high as to give partial analgesia with dan-

gerous depression of the vital centers, that is, not

much more than 75 mgms. per kilo body weight.

The prolonged action of tribrom-ethyl-alcohol

and of the barbitals, especially sodium amytal by

vein, may have a useful postoperative effect in

keeping the patient quiet and asleep. But often

wdth the barbitals motor excitement may super-

vene, especially if large doses are used, and con-

trariwise, if the dose is too high, such severe de-

pression may result that constant attention is need-

ed to prevent accidental asphyxiation or other com-

plications.

MAGNESIUM SULFATE

The central nervous system depressant action of

magnesium sulphate and its dramatic antagonism

by calcium chloride was demonstrated experimen-

tally by Meltzer and Auer^® in 1908. Clinically de-

veloped by Gwathmey®° for aid in preanesthetic

hypnosis, its possible field of service has become

somewhat neglected in the undignified rush to help

e.xploit the newer commercialized drugs. The char-

acteristic feature of its action is depression of motor

tone and activity, so that it would seem to be espe-

cially indicated in patients wdth motor e.xcitement

or with so much muscular tone as to interfere with

satisfactory surgery. One or two c.c. of a 50 per

cent sterile solution injected intramuscularly is an

average dose for this effect. It is claimed that the

drug synergizes with morphine and the general

anesthetics so that care must be observed in its

use with these agents.

ATROPINE

Atropine was introduced as an adjunct to chloro-

form anesthesia, in order to prevent reflex stoppage

of the heart during the induction stage by paralyz- I



December, 1930 PREANESTHETIC MEDICATION LEAKE 565

ing the peripheral endings of the vagi. With ether

i anesthesia it is advocated on the basis of prevent-

1 ing the “mucous inundation” caused by the irritant

I action of ether vapor on bronchial mucous mem-
branes, and of suppressing salivation. With mod-

\ ern gas-oxygen anesthesia, especially when the ex-

cellent rebreathing technic devised by Waters is

I

used,-i in which every aspect tends so nicely to

conserve the physiologic balance of the patient,

these e.xcuses for the use of atropine do not exist.

I

This drug should certainly not be used routinely,

i Osborne points out-^ that it is not good practice

from the standpoint of physiology to interfere with

the protective function of bronchial secretion, as

!

long as a satisfactory cough reflex is present to

prevent the formation of mucous plugs with the

[}
danger of resulting atelectasis. The bronchial and

[

intestinal relaxation induced by atropine cannot be

considered beneficial to the postoperative condition

of the patient. Atropine further tends to cause

some cortical stimulation, and surely the dryness

of the mouth it causes is no joy to the patient

already thirsty in the usual postoperative state.

Atropine in my opinion, therefore, should be re-

served for use when specially indicated, as in

chloroform or extensive ether anesthesia, or when

there is reason to expect an embarrassing mucous

or salivary secretion during the operation.

SUMMARY

To summarize this pharmacologic view of pre-

anesthetic hypnosis, it seems that a little house-

cleaning is in order. Routine preanesthetic medi-

cation is strongly condemned. So also is scored an

undignified rush to aid the clinical exploitation of

new commercial agents not yet properly evaluated

pharmacologically. Each patient should be separate-

ly considered from the standpoint of preanesthetic

hypnosis with regard to type of chemical agent to

be employed, if necessary at all, dosage and mode

of administration. The clinical evaluation of new

agents should be left to university or research hos-

pitals, where critical study with proper control

methods are most likely to be found.

When pain is present, morphine or one of the

synthetic analgesics, such as amidopyrine, is indi-

cated as the proper preanesthetic hypnotic. Hyo-

scine should receive more critical clinical study

before its general use can be justified. If no pain

is present, proper psychic approach by a skilled

anesthetist may satisfactorily remove the average

patient’s dread of taking an anesthetic. On limited

pharmacologic and clinical evidence, barbital by

mouth may be suggested as a suitable preanesthetic

hypnotic, if psychic approach is ineffectual. There

is little indication that any of the numerous com-

mercialized modifications of barbital are superior to

the official parent substance in this respect. In

certain abnormally fearful or excited patients, or

when oral administration is contraindicated, a 3

per cent solution of tribrom-ethyl-alcohol, not heat-

ed above 40° C., and in doses of about 75 mgms.

per kilo body weight, or sodium amytal in 10 per

cent alkaline solution (pH 9.6) by vein, may be

useful in conservative dosage.
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Roentgenology of Upper Respiratory Tract. Henrj-

K. Pancoast, Philadelphia {Journal A.M.A., Nov. 1, 1930),

says that the portion of the upper respiratory tract in the

neck has been a neglected field for roentgenologic study.

He says that practically all pathologic conditions of the

larynx and neuromuscular disturbances present some recog-

nizable phenomena or abnormal appearances, many of

which are characteristic. The examination must be both

fluoroscopic, for studying moving parts, and roengenogra-

phic, for purposes of record and finer details. The study

of phonation and the swallowing act is essential in all

cases. He describes both of these functions.
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UXDULAXT FEVER
A SEROLOGIC SURVEY*

Carl E. Wallace, B.S.

TACOMA, WASH.

The number of recognized cases of undulant

fever is increasing each year, and in those sections

where the increase has been greatest, it has been

noted that one or more investigators have con-

ducted a systematic search for unrecognized cases.

This investigative work, both from the medical and

veterinary side of the subject, has brought to our

attention that undulant fever can no longer be

regarded as a disease occurring only in the Med-

iterranean Basin. It apparently is present in every

community. These facts prompted this serologic

survey.

In 1887, Colonel Bruce^ of the British Army,

studying this fever in the Island of ^Slalta, isolated

a small organism from the spleen and blood of

soldiers suffering from !Malta fever and reproduced

the disease in monkeys. He named this organism

micrococcus melitensis. Ten years later, in 1897,

Bang' in Denmark discovered the bacillus causing

contagious abortion in cattle. He designated this

organism bacillus abortus. For twenty years bac-

teriologists regarded these two organisms as being

entirely unrelated.

In 1918, Alice Evans® proved that they were mor-

phologically, culturally and biochemically identical,

and serologically very closely related. With this

discovery Evans paved the way for the addition of

another disease to the rapidly increasing list of dis-

eases that man contracts from animals. In 1924^

she suggested the possibility of cattle being the

source of undulant fever. As early as 1913, Larson

and Sedgwick'’ had entertained the same possibility.

Keefer* in 1924 reported the first definitely proved

case of undulant fever caused by brucella abortus.

In 1927, Evans’ compiled reports of twenty cases

of undulant fever contracted from hogs and cattle.

Carpenter® produced abortions in pregnant heifers

with organisms isolated from patients suffering from

undulant fever. This work has been confirmed by

other investigators.

In the State of Washington, Belyea* in 1927 re-

ported a case of undulant fever occurring in a

woman. This was perhaps the first case reported

from this state. Bellinger and Levin'* in 1929 re-

ported an outbreak of undulant fever in the Oregon

State Tuberculosis Hospital. Jaspiern in 1929 re-

ported a case terminating fatally in the same state.

From the Porro Biological Laboratories.

Bruce named the organism isolated by him mi-

crococcus melitensis. Bang designated his organism

as bacillus abortus. In 1920 Meyer, Shaw and

Fleishner'® proposed the name brucella for this

group and this classification is now generally

adopted.

Evans'® has shown that there are at least seven

serologic groups into which these organisms can be

divided. However, from our standpoint only two of

these are of immediate interest: brucella melitensis,

variety melitensis causing the infection in goats,

and brucella melitensis, variety abortus causing

contagious abortion in cattle. Under variety abor-

tus is included the porcine strain.

The following are the number of cases reported in

the United States for the last eight years:

1922 1923 1924 1925 1926 1927 1928 1929

1 0 2 • 8 42 206 649 1301

The State of Washington had one case reported

prior to 1928, two during 1928 and twenty-two dur-

ing 1929. For this state, at least, these figures are

far from accurate; the same probably applies to

many other states. Although undulant fever is a

reportable disease in our state, it is certain that

only a very small porcentage of the recognized cases

ever find their way into the official records.

Giordano and Ableson" in 1929 examined 1100

spocimens of blood for the presence of agglutinins

specific for the brucella group. Agglutinations oc-

curred in sixty-three. Ten of these cases were in

a sanitarium for tuberculosis. In fourteen of these,

there were exhibited tjT^ical symptoms of undulant

fever.

Bierring'"’ in 1929 selected a group of 150 cases

occurring in Iowa for particular study of the clinical

symptoms. He states that in Iowa undulant fever

can be classed as an occupational disease, due to

the fact that the majority of the cases in his series

could be classified as farmers, members of farmers’

families, dairymen, stock buyers and packing house

employees. This would indicate that the sources of

infection are bovine or pxircine in origin. Hardy'®

states that in Iowa undulant fever presents a health

problem comparable to that of typhoid.

Mc.Mpine and Mickle'^ in 1928 reported a 0.6

per cent incidence of human infection with brucella

abortus in a state, in which 90 p>er cent of the cattle

are infected and only 60 per cent of the milk pas-

teurized. This series covered ten thousand sera

submitted for the Wassermann test. Investigations

of this nature are being carried out in many locali-

ties and the entire scope of this papier might easily

be devoted to the results obtained. These results,

however, are bringing to our attention that undu-
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lant fever is rapidly becoming a very important

health problem.

Undulant fever is frequently confused with sev-

eral rather common diseases; typhoid, tuberculosis,

malaria, influenza, acute rheumatism and bacterial

endocarditis. In certain sections where tularemia

is prevalent it may be mistaken for the “typhoid”

form of this disease.

The initial symptoms are quite varied and the

onset usually very mild, presenting nothing of a

characteristic nature, unless it be that of a mild

general infection. Commonly they are fatigue,

slight rise in temperature, pains in the joints or

muscles and profuse perspiration, especially at

night. A severe headache is quite common in some

cases. The temperature is usually subnormal in

the mornings and elevated during the afternoon

and evening. There is an acute form, in which the

disease runs a very brief course with early recovery

and no remissions.

The chronic t)qDe is generally accepted as most

frequent and typical. This is usually divided into

three groups: (1) ambulatory, (2) intermittent,

(3) undulant. The ambulatory type includes those

patients scarcely aware they are sick. However,

they may run a slight temperature and exhibit a

slight weakness. This type is thought by some to

be caused by a focal infection of brucella abortus.

The undulant and intermittent types are very

nearly alike in character except the undulant form

is usually more severe. Both of these types are

characterized by gradual onset, loss of weight and

appetite, general weakness, headaches, high tem-

perature, drenching night sweats, arthritic and neu-

ritic pains. Remissions usually occur every few

weeks with normal health being enjoyed between

attacks. These two types may persist for a few

months or several years.

Undulant fever presents such a varied clinical

picture that it is almost impossible to make a diag-

nosis without the aid of the laboratory. The symp-

toms presented by the patient are so common to

other diseases that the clinician, unless he has had

other similar cases, is easily led to make an error

in diagnosis and even those physicians who are

acutely aware of the existence of undulant fever

are frequently misled. Evans quotes Bassett-

Smith,^® an English investigator, as saying: “On
account of its variety of forms undulant fever is

seldom recognized in its early stages in countries

where it is known to exist. Nearly every case is

treated for some other disease. If that is the case

in countries where the disease is known to be en-

demic, the chances are almost negligible for it to

be recognized by physicians who are not aware

that it exists in their own community.”

The agglutination test of all laboratory methods

is perhaps the most valuable. Agglutinins appear

in the blood about the second week. The comple-

ment fixation test, when properly performed, is as

valuable as the agglutination test and in some in-

stances is more sensitive. However, the reverse is

also true.

Blood cultures are esp>ecially valuable in differ-

entiating between present and past infection in a

patient with a positive agglutination test. The or-

ganisms are quite difficult to grow on artificial

media for the first few generations, therefore blood

cultures are as a rule valueless unless a growth is

obtained.

Guinea pig inoculation with patient’s blood is ex-

tremely sensitive for demonstrating brucella abor-

tus. The intradermal test has promise of becoming

quite reliable, especially in those cases in which the

clinical symptoms fx)int to undulant fever and all

other tests are negative. It is known that the agglu-

tination and complement fixation tests are reliable

in about 80 per cent of the known cases.

Next to bovine tuberculosis, contagious abortion

is the most prevalent disease affecting cattle. There

are no official records relative to the degree of

prevalence, for in most states it is not a reportable

disease. However, there is enough available in-

formation to reveal that contagious abortion is

widespread.

The Bureau of Animal Industry states that as

a whole bovine tuberculosis has decreased 50 per

cent in the last ten years and contagious abortion

has increased greatly. In many localities 35 per

cent or more of each herd is infected with a re-

sulting annual loss of fifty million dollars. Esti-

mates of other investigators range from eighty to one

hundred seventy-five million dollars annual loss.

Carpenter, Baker^® and others believe that hogs

become infected from cattle, that they are less sus-

ceptible to infection with brucella abortus and thus

only the most virulent strains of the bovine type

are capable of infecting them. Very little informa-

tion is available as to the extent to which hogs are

infected. Boak and Carpenter^® have shown recent-

ly that the agglutination test on four thousand

fourteen hogs’ blood collected in New York State

and seven mid-western states was positive in sixty-

four hogs.

Infections from goats are apparently of only

minor importance in the United States aside from

certain localities in the Southwest, where goats’

milk is used extensively.



568 UNDULANT FEVER—WALLACE Vol. XXIX. No. 12

RESULTS OF SEROLOGIC SURVEY

Since August, 1929, all bloods sent to our labor-

atory for the Wassermann test, widals, etc., have

been subjected to a routine test for brucella abortus

agglutinins. The tube method of agglutination has

been used on most sera. However, during the last

few months the Huddleson slide method has been

used to determine the positives. Those sera show-

ing any degree of agglutination were titrated by

the tube method.

The antigen used was a seventy-two hour culture

of brucella abortus, known as the U. S. Hygienic

laboratory strain No. 456 suspended in phenolized

saline. The density of this antigen was brought to

a turbidity of 1000 (silica standard A. P. H. A.

for water analysis). The dilutions used were: 1-20,

1-40, 1-80, 1-160, 1-320, etc.

The sera were inactivated at 56 degrees C. for

thirty minutes.

The agglutinations were incubated at 55 degrees

C. for two hours, then kept over night at 37 de-

grees C.

All positive sera were cross-agglutinated with

Bact. tularense.

The density of the antigen for cow and hog ag-

glutinations was 35 mm. Gate’s scale and the time

of incubation were over night at 37 degrees C. and

read at 24 and 48 hours later. The dilutions used

were: 1-25, 1-50, 1-100, 1-200. This test is in

accord with the recommendations of veterinary

officials and state live stock authorities of Califor-

nia, Idaho, Nevada, Utah and Washington. This

is the official method for the agglutination test

certificates in the Pacific Coast and Rocky iMoun-

tain states. In this survey the number of agglutina-

tions made were as follows: 6047 human sera,

1192 hog sera, 110 cow sera, and 125 milk wheys.

One complete herd was examined, consisting of

fifty-eight cows. Thirty-nine of this herd were in-

fected. The bottled milk as delivered gave an ag-

glutination of 1-50. This dairy is delivering raw

milk.

An agglutination test was made on all milk as

delivered in this city, and out of forty-one samples,

six gave positive agglutinations on the bottled mar-

ket milk.

In view of the fact that raw meat handlers are

reported to have a high rate of infection, it was

thought it would be of interest to make agglutina-

tion tests on several hogs’ bloods to determine

roughly the amount of infected meat coming

through our slaughter houses. There were three

positive hogs out of 1,192 bloods examined. These

hogs came from ^lontana, Idaho, South Dakota

and the IMiddle West.

There were 6047 human sera examined in this

series. Thirty-seven of these gave symptoms sug

gestive of undulant fever at the present time. Six-

teen gave histories suggestive of p>ast infection and

twenty-nine gave no indications of either past or

present symptoms. Twelve of these would for cer-

tain reasons give no information whatsoever. As

some of the highest agglutinations were in this

class, there is every reason to believe that, had they

been willing to give information, the list of those

giving no histories would have been smaller.

Of the thirty-seven individuals having present

symptoms, twenty-six were users of raw milk, three

were drinkers of pasteurized milk and eight appar-

ently used no milk. Of the sixteen havdng histories

suggestive of past infection nine were users of raw

and three pasteurized milk. The others were un-

able to recall the kind of milk used at the time of

infection.

There have been 294 raw meat handlers’ bloods

examined, including the employees of a large pack-

ing company and only four were found positive.

Two of these gave no history and two were drinkers

of raw milk. None of the packing house employees

were positive. Sixteen of those having positive

brucella abortus agglutination gave a cross agglu-

tination with Bact. tularense. However, in each in-

cidence the titer for brucella abortus was many

times higher and excluded the possibility of the

patient having tularemia.*

In the present symptoms group the agglutina-

tions were as follows:

1-20 1-40 1-80 1-160 1-320 1-640 1-1280 1-2S60

7 4 9 6 5 2 1 3

In the past symptoms group the agglutinations

were as follows:

1-20 1-40 1-80 1-160 1-320 1-640 1-1280 1-2560

0 4 4 4 2 1 0 1

Those giving no histories were as follows:

1-20 1-40 1-80 1-160 1-320 1-640 1-1280 1-2560

7 4 8 5 1 1 3 0

*There have been two cases of tularemia reported
from the State of Washingtonsi. One of these probably
came from a neighboring state.

Simpson22 in his recent book, “Tularemia,” reports 32
cases in Dayton, Ohio, contracting the disease during
the “rabbit season” of 1927 and 1928. In visits to each
of the larger markets in Dayton he found at least one
meat handler in each market and all five butchers in

one market had had "rabbit fever” at some time. In
light of these results a routine agglutination with Bact.
tularense (Hygienic Lab. strain No. 38), was made on
the blood of every meat handler in this city. There were
294 bloods examined. They were all negative in all dilu-
tions. (This work was made possible through the co-
operation of Herman S. Judd, il. D., Director of Health,
City of Tacoma.)
The western side of this state is not a rabbit coun-

try; consequently, very few wild rabbits are to be
found in the markets. Whether these negative results
can be obtained on the eastern side of the state with
its close proximity to Idaho and Montana remains for
investigators in that section to ascertain.
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The above results would suggest that sera heated

to 56° C prior to the agglutination test and an

antigen suspension as heavy as the one employed

in this survey, even an agglutination in the lowest

dilutions, must be regarded at least as being sus-

picious of undulant fever.

Occupation did not seem to be a factor in this

series. Housewives head the list with fourteen. The

remaining thirty-nine were divided into twenty-five

different occupations.

In the group giving either present or past symp-

toms there were twenty males and thirty-three fe-

males. This is contrary to what is found by most

investigators. However, as this series of positive

patients does not adhere to the usual high percent-

age of occupational infections, the low incidence in

the males may be explained on this basis.

EPIDEMIOLOGY

H. E. Hasseltine, Surgeon, U. S. P. H. S., has

most admirably expressed the source of undulant

fever in an address before the American Veterinary

Medical Association Convention in 1929. It is as

follows:

“It has been stated that there is no direct evidence that

undulant fever in man is transmitted by milk. Interpreting

the term ‘direct evidence’ in a strictly legal manner, it is

conceded that the statement is correct. Though we have

been able to isolate Br. abortus from milk with reasonable

consistency, we have not been able to determine the exact

time the patient received his infection. Except in experi-

mental cases (and we do not experiment on human beings,

if susceptible animals are available), it is impossible to

secure direct evidence of the source of a case of infectious

disease, when an incubation period is required for its de-

velopment. To obtain direct evidence, it is necessary to

prove that the infection was received from a certain source

at a certain time and the time factor is ruled out by the

necessary incubation period.

“However, we are able, by the accumulation of circum-

stantial evidence in a sufficient number of cases, to estab-

lish quite conclusively the methods of transmission of most

communicable diseases, and as the number of cases investi-

gated becomes greater, the evidence becomes stronger. As

these matters follow certain natural laws, we will not find

nature consistently giving false indications. By this pro-

cedure we have determined the method of transmission of

typhoid fever to the satisfaction of both the scientific and

lay world.

“Remembering this preliminary statement as to the kind

of evidence available, let me call your attention to several

circumstances indicating the relation of human undulant

fever to the presence of one or more strains of the brucella

genus in one or more species of animals that are collec-

tively spoken of as live stock.”

The epidemiology of undulant fever will prob-

ably not prove to be the same for each locality

and the difference will, without doubt, be depend-

ent on the nature of the live stock population. In

the central states, with the close association of

large numbers of hogs and dairy cows, we might

expect more infections with the porcine strain.

However, in sections where there are large num-
bers of dairy cows and relatively few hogs, it may
be found that the infections are largely bovine in

origin.

The scope of this survey is too limited to draw

definite conclusions but with the comparative ab-

sence of infections in raw meat handlers and pack-

ing house employees and the preponderance of raw

milk users, in those giving positive histories, we
must at least place raw milk and its products under

suspicion.
SUMMARY

1. Thirty-seven patients of this series showing

a positive reaction had present symptoms sugges-

tive of undulant fever. Twenty-six were users of

raw milk.

2. Sixteen patients gave past histories suggestive

of undulant fever. Nine were users of raw milk.

3. Twenty-nine patients having positive reac-

tions gave no history of Br. abortus infections.

4. There were thirty-three females and twenty

males in the positive group.

5. The principal symptoms were weakness, night

sweats, arthritic or neuritic pains, loss of weight

and appetite and slight chest symptoms.

6. Occupation did not appear to be a factor.

7. All laboratories should run a routine agglutin-

ation with Br. abortus on blood sera submitted to

their laboratory for a few years at least as a mat-

ter of education for all concerned.

8. There were nineteen additional cases reported

by other laboratories in this city.

9. There was a total of fifty-six recognized cases

in Tacoma and vicinity during the last sixteen

months.

10. In this series the ingestion of unpasteurized

dairy products must probably be regarded as the

source of infection.

11. The increasing number of undulant fever

cases each year indicates the importance of this

disease as a public health problem.
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PRODUCTION OF THERAPEUTIC
FEVER BY DIATHERMY

Arthur C. Jones, M.D.

PORTLAND, ORE.

The use of fever as a therapeutic measure is still

something of a novelty in medicine, although it

was known to the Greek school, and has been prac-

ticed widely since von Jauregg introduced it to

modern practice in 1887. Miller, in the Billings

Lecture for 1930, gives an excellent review of non-

specific vaccine and protein therapy. Typhoid vac-

cine given intravenously to cause a chill and fever

reaction has given excellent results in paresis, and

also in other afebrile conditions. Polyvalent vac-

cines in a multitude of combinations have been util-

ized for the treatment of numerous ailments, par-

ticularly the chronic gonorrheal conditions and

arthritis.

Protein therapy has been employed in nearly all

acute and chronic diseases of supposed bacterial

origin, and is now considered especially effective in

• Read before the Forty-first Annual Meeting: of
Washington State Medical Association, Mount Baker
Park. Wash., Sept. 2-3, 1930.

acute polyarthritis, chronic infectious arthritis,

iritis, both acute and chronic, thromboangiitis ob-

literans, paresis and multiple sclerosis. Malarial

treatment of paresis has become a commonplace
since von Jauregg began it in 1917, and it offers

hope of a good percentage of remissions in an other-

wise almost hopeless disease. It is the logical out-

come of countless observations of improvement in

lues of the central nervous system following inter-

current disease.

IMany theories have been advanced to explain the

mechanism by which these nonspecific agents pro-

duce changes in disease, but we do not yet fully

understand how the body responds to fever. Fever

is a common accompaniment of treatment by all

these agencies. Since most of the self-limiting dis-

eases are accompanied by temperature reactions, it

may be assumed that fever stands in some causative

relation to the cure. In contrast, diseases which are

not self-limiting are usually not accompanied by
fever. IMacCallum^ pointed out that fever is proba-

bly a beneficial reaction that should not be inter-

ferred with, and that production of immune bodies

probably proceeds at higher temperatures in a way
which is impossible at lower. He expressed the con-

viction that the febrile process is advantageous to

the organism, and doubtless associated with the

development of protective substances to combat the

injurious agencies that have invaded the body.

Consideration of the foregoing facts has led a

few workers to investigate means of producing an

increase in body temperature -without the intro-

duction of infection or foreign proteins. Bazett

and Haldane,® Landis and coworkers,^ and a num-

ber of others have experimented with temperatures

produced by immersion in hot water. Others have

succeeded in causing artificial fever -with hot, dry

air and with radiant heat from many sources. The
use of baths of mineral waters, mud and peat in

arthritis has been known since the days of Hippo-

crates, and is general in Europe today as an em-

piric but effective remedy.

A departure from the usual forms of fever therapy

was marked by King and Cocke® in October, 1928,

when they began the treatment of paresis with

fever produced by diathermy. They chose paresis

for this pioneer investigation because pyretotherapy

had been used more widely in this disease than in

any other, and because of the favorable reports of

results with such treatment. They attempted to

duplicate the typical temp>erature curve of double

tertian malaria, with a maximum about six degrees

above normal. Treatments were given daily for

eight to twelve days. Over twenty cases of paresis
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had received this treatment previous to publication

of their paper in November, 1929. Twelve of this

number had a satisfactory number of reactions,

and a check was made from two to ten months

following treatment showed that eight of these were

definitely improved. Eleven of the twelve had

gained in weight, and two had full clinical remis-

sions. The colloidal gold curves showed a flattening

in the first portion. One patient died of a compli-

cating acute nephritis which developed after eight

treatments had been given.

These workers feel that the beneficial results of

fever produced by diathermy are easily comparable

with those obtained with malaria, and that there is

every evidence that the benefits derived in the past

from fever therapy by malaria and other sub-

stances have been due entirely to the accompany-

ing elevation of temperature, and not to any asso-

ciated biochemic reaction to the infecting or-

ganism.

Similar research is being conducted by Neyman
and Osborne® at Northwestern University and Cook

County Hospital in Chicago. They have produced

temperatures of any desired degree, within physi-

ological limits, by means of high frequency currents

applied through large, bare metal electrodes. Re-

missions have been obtained in paretics similar to

those which follow inoculation with malaria, and

they have been doing work which is not yet pub-

lished on certain types of arthritis, particularly the

hypertrophic form. They warn against too great

and too sudden density of current and also against

improper contact between the body and the elec-

trodes; both dangers may be obviated by proper

technic-

Diathermy was used as a means of producing

hyperpyrexia in a study of blood chemistry changes

made by Bischoff, Ullmann, Hill and Long'' at

Santa Barbara Cottage Hospital. Their results

show conclusively that there is no difference in

effect between raising the body temperature by a

high frequency electric current, so that heat is gen-

erated within the body, and in raising it by external

application of heat. Loss of carbon dioxide is of

fundamental importance in hyperthermia. The pH
of the blood becomes more alkaline. There is a

shift of bases to the blood proteins, and the hemo-

globin of venous blood is more oxygenated. They

observed that with the rise in blood pH the inor-

ganic phosphorus falls below normal limits in some

cases, and that the urine phosphorus is decreased

during the period when the blood phosphorus falls.

Preliminary work by Mortimer at Northwestern

Ll^niversity seems to show that the effects of the

fever produced by diathermy on the blood of man

and dogs are quite characteristic of fever in gen-

eral, with no permanent changes. Variations in the

time necessary for the same current intensity to

bring about similar increases of temperature are

possibly due to variations in the response of the

temperature-regulating mechanism in different an-

imals. He finds that no definite outward ill effects

result on repeated daily exposure of the same

animal to high temperatures. The various organs

or tissues of the body heat uniformly, for all prac-

tical purposes, when subjected to large volumes of

high frequency current, and are easier to heat than

nonliving tissues.

The technic of raising body temperatures with

diathermy currents is chiefly concerned, first, with

supplying safely a sufficient quantity of current

to the patient; and, second, with reduction of heat

losses to a minimum. Thus, a rise of temperature is

inevitable, if these requirements are met. The
source of current used at the University of Oregon

IVIedical School is a machine of the vario-frequency

type, built to give currents of sufficient volume for

all ordinary diathermy treatments. King and

Cocke® used this type of machine for some of their

work, but found that one especially built to carry

heavy loads over long periods was better for the

prolonged operation which is necessary when the

entire body must be heated. More time is required

for the general-purpose diathermy apparatus to

bring the temperature up to the desired maximum,

but its use is entirely feasible and practical.

The electrode surfaces in contact with the body

must be large, and must be applied evenly to avoid

concentration of current with consequent tissue in-

jury. Two foil electrodes, each seven by nine inches

are strapped on over the ventral surface of the

body, and exactly similar ones on the back. In

cases of paresis a jacket similar to a restraining

jacket may be advisable, with the electrodes mount-

ed on the inner side. Thus the patient can move

about without danger of loosening contact with the

plates and so causing concentration of current and

a burn. There is no danger of any injury to the

skin, if care is used in applying these electrodes.

Some workers are using oval electrodes with deep

serrations about the edges which seem to function

equally well. A backing of sponge rubber helps to

make apposition even.

THERAPEUTIC FEVER

Insulation against heat loss is essential to suc-

cess, and the procedure outlined by King and Cocke

has been found to be most satisfactory. A rubber

sheet is spread over the bed, then a double wool
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blanket, which prevents puddling of perspiration

on the rubber. An exactly similar arrangement is

placed over the patient, and other wool blankets are

thrown over the outer rubber sheet and tucked in

well to the patient’s chin. No part is exposed at

any time, since slight heat loss prolongs the time

and decreases the efficacy of the treatment.

The temperature should be raised gradually, so

the current is increased slowly, reaching a max-

imum of 3000 to 4000 milliamperes in thirty min-

utes. The body temperature continues to rise after

the full current strength is attained, and usually

comes to a maximum at about the second hour, if

other factors are not varied. The rise is more rapid

after a temperature of 100° or 101° F. has been

reached, and there is a good deal of discomfort at

about this level. INIost of the clinicians who have

done this work prefer to give a sedative when rest-

lessness begins, usually hyoscine and morphine by

hypodermic. It has the effect of decreasing the

sweating also, thus aiding in the temperature rise.

The current may be discontinued after the tem-

perature of the patient has been maintained at the

desired level for thirty minutes or more, and the

fall to normal is regulated by removal of the in-

sulating blankets. A rise of one-half to three-fifths

of a degree has often been noted after cutting off

the current, and if all the coverings are left in

place, the temperature may remain near the max-

imum for three or four hours, after which it drops

rather rapidly to normal. A quick reduction may
be secured by removal of coverings at any time and

may be hastened safely by tepid or cool sponges if

necessary.

Thorough examination before treatment and fre-

quent temperatures throughout the treatment and

posttreatment period are essential safeguards. Pa-

tients with marked cardiac weakness should be ex-

cluded, and those with mild heart lesions must be

watched very carefully while under treatment.

Nephritics are poor risks, and marked arterioscler-

osis, hypertension of any degree, pulmonary tuber-

culosis and thyrotoxicosis are contraindications to

the treatment. Other contraindications will present

themselves to any clinician. An attendant must

watch the patient at all times, and the treatment

should be discontinued on any sign of collapse, too

high a rise in pulse rate or extreme restlessness. The

procedure is one for hospital practice. With proper

safeguards and careful choice of patients this is a

practical and safe method of raising the body

temperature.

Preliminary work in raising temperatures to fever

level with diathermy has been done through the

dispensary service at the University of Oregon

Medical School. IMaximum temperatures of 103°

to 106° F. have been obtained with proper in-

sulation against heat loss, the milliamperage rang-

ing from 1400 to 1800. One case of paresis received

ten treatments, and immediately following these

was given a malarial inoculation. At the time of

her death from a cardiac condition five months

after completion of the combined treatment, she

was in a period of clinical remission. Sufficient time

has not elapsed to evaluate correctly other cases

of neurosyphilis. The duration of the acute stage

of rheumatic iritis seems to have been lessened to

about half the usual time by applications of arti-

ficial temperatures daily for four days in two cases.

Other applications of this method are in a purely

experimental stage, though the treatment of hyper-

trophic osteoarthritis seems very promising of good

results to date.

Soiland® raised the body temperatures of patients

with arthritis by means of radio waves of high fre-

quency. He noted that those with acute or chronic

types improved markedly, while results were few

or nil with the atrophic types, although the latter

had less joint pain following treatment.

A new apparatus was described by Nagelschmidt”

in 1928, the advantages of which are that it does

not require direct contact of the electrode to the

part treated, and that it can heat any part treated,

and that it can heat any part or the entire body

without the danger of producing a burn. He sug-

gests that an “aseptic fever” produced by such a

means does not increase the combustion of body

substances; injurious phenomena of ordinary fever

can be eliminated, and the protective qualities re-

tained.

Encephalitis lethargica and multiple sclerosis are

offering some hope of improvement with pyreto-

therapy. Pouppirt of San Francisco^® has used

baths at 110° F. to increase temperatures in cases of

Parkinson’s disease, and concludes that these pa-

tients stand temperatures of 104° to 105° very

well. The presenting signs of tremor, pains in the

muscles, ocular crises and stiffness are helped in

nearly every case, and in a few cases are entirely

done away with. Depression is lessened, and the

general health of these patients is improved. He
uses the treatment as a particularly useful adjunct

to reeducation of patients with severe sequelae of

encephalitis, and states that it occasionally enables

them to return to useful employment when all

other measures have entirely failed.
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SUMMARY

High frequency currents may be used to create

any desired temperature rise within the body with-

out danger of injury. The procedures outlined may

be safely carried out in any hospital department

properly equipped for the work, provided the pre-

cautions suggested are observed.

The advantages of this form of therapy over

other types of pyretotherapy are: (1) Complete

control of the temperature throughout the treat-

ment, which may be given at any time and as

frequently as the clinician chooses. (2) The normal

metabolic activity of the body is stimulated by an

outside source of heat. (3) A method of study of

fever effects is offered with temperature as the only

variable factor. (4) No foreign protein or vaccine

is introduced, therefore there is no disturbance of

the immune reactions nor depletion of the comple-

ment of the blood. (5) The risk is much less with

malarial infections, in which there are from 5 to

10 per cent deaths reported. (6) All patients select-

ed may be treated. Many persons are naturally

immune to malaria, and with it there is added diffi-

culty in keeping the strain of organisms alive or of

obtaining a new strain, if the original strain should

be lost. This is especially an advantage where only

a few patients are to be treated at a time. The

means are always available. (7) Clinical and lab-

oratory research may be conducted on the effects

of fever in many other conditions.
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THE LABORATORY IN THE SERVICE
OF THE PUBLICHE.ALTH**

H. J. Sears, Ph.D.

PORTLAND, ORE.

Every hospital and private diagnostic laboratory,

when conducted honestly according to scientific

principles, performs an important service for the

public health. In this paper, however, it is intend-

ed to confine the discussion to the role of the duly

constituted public health laboratory. The place of

such laboratories in the modern organization of

public health is now so well established and gen-

erally accepted that their services are dispensed

with only in the most backward communities. In

some of the more populous centers, on the other

hand, municipal and state laboratories have devel-

oped to such proportions in their personnel, equip-

ment and scope of work undertaken as to become

internationally famous centers of research and

teaching. Between these two extremes we have in

the United States every possible gradation. To at-

tempt to determine the proper function of a lab-

oratory by examining the practices in other parts

of the country, therefore, inevitably leads to be-

wilderment and indecision.

Like many other American institutions, the pub-

lic health laboratory in most localities has been the

product of evolution. From a small cubby hole or

corner, where a part time health officer can make

a few stains and examine a few diphtheria cultures,

it grows to a bona fide laboratory, small and poorly

equipped to be sure, but wdth a part or full time

worker, often indifferently trained, in charge. Even

such a beginning soon demonstrates its value and

in communities of a size to justify it the labora-

tory’s growth usually keeps pace with other health

work, often indeed outstripping it.

Once the great service a laboratory can render

is fully appreciated and a well trained director is

in charge, with a definite sum budgeted for opera-

tion, the activities entered into will depend more

than anything else upon the training, industry, am-

bition and personality of the director. The live wire

laboratory man naturally desires his division to

take a prominent place in the health work of the

community. He is, therefore, to the limit of his

time and ability continually reaching out into new

fields, testing this, examining that, always diagnos-

ing, whether it be diseases, epidemics or sanitary

* From the Department of Bacteriology and Hygiene,
University of Oregon Medical School.

* Read before the Conference of City and County
Health Officers at Portland, Ore.. Sept. 17, 1930.
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conditions. His job is finding the facts. In doing

this he never needs to overstep his own function.

Upon making a diagnosis he only makes a report to

the proper department of the health organization.

In this way he seldom clashes with other officials,

although he may frequently open up new jobs for

them or indicate methods of attack upon old ones.

The health laboratory is primarily a service de-

partment. This does not mean, of course, that its

service is at the beck and call of every other health

official or that the director is not autonomous in his

own department. It means only that his work af-

ects the accomplishment of the general aims and

objects of the health department not directly but

indirectly through other divisions of health work.

It is conceded, of course, that in most, if not all,

of our laboratories in the Northwest, the director

will have many functions other than laboratory

work. To the extent that his service extends into

other fields he will be many officials in one. This

does not affect the thesis just stated, that the work

of the laboratory as such is almost solely for aiding

and making more effective the work of other divi-

sions. Perhaps the only field which the laboratory

enters, where its freedom from the active interests

of other departments is complete, where its reports

are of immediate interest only to its staff, is that

of pure research, a field into which the workers are

often privileged to look, and do look with longing,

but which only too few are permitted to enter.

It would seem then, if the foregoing thesis is

correct, that one way to arrive at a true compre-

hension of the role of the laboratory in modern

public health work is to examine closely into the

question of the services it is able to render to the

various other divisions of this organization. It is

clear, of course, to every health officer of experi-

ence that service very rarely can be considered

without regard to cost. Recognized laboratory tests

may be prohibited either by their low service factor

or their high cost. It is comforting to note, how-

ever, that the most serviceable laboratory tests are

seldom the costliest. I think I do not need, either,

to argue before this group the point that the lab-

oratory should always be supported entirely by the

community. Any system involving the collection of

fees from individuals or corporations would intro-

duce so many difficulties into administration as to

seriously hamper the whole health program.

The division of health work, in which the func-

tion of the laboratory is the most obvious and in

which it renders most conspicuous service, is that

which has to do with the control of communicable
disease. It must be remembered that in this work
the end and aim is prevention, and services per-

formed for or upon sick individuals are carried out

chiefly for the purpose of preventing the spread of

the disease to well persons. In the acute infections

the work of the laboratory lies in performing those

tests which will aid in the early removal of cases

of the recognized communicable infections from
contact with others, assisting in locating possible

healthy carriers of these infections and in examin-

ing specimens from convalescents and carriers for

the purpose of intelligently terminating quarantine.

Only the relatively specific, decisive tests should

be performed. It is not the duty or responsibility

of the public health laboratory to carry out those

diagnostic procedures that are more for the pur-

pose of prognosis and treatment than for diagnosis.

In suspected cases of typhoid fever blood cultures,

widals and stool cultures should be performed.

These lead to definite and early diagnosis, hence

contribute to preventive measures by making it

possible to isolate the patient and instruct his at-

tendants regarding disposal of infected material.

On the other hand, blood counts, hemoglobin de-

terminations and other blood chemical tests lead

only indirectly and uncertainly to diagnosis. The
results of such tests are of interest chiefly to the

patient and his physician. They are of but slight

interest to the health department. Even the specific

tests, such as blood cultures, type determinations

and the like, once the diagnosis has been made, are

not the responsibility of the health laboratory.

Their purpose is prognosis and treatment. They
should be carried out in private laboratories. So

long as isolation and quarantine regulations are

properly complied with, the care of the case itself

is of no importance so far as the division of com-

municable diseases is concerned.

In the case of certain of the chronic, nonquaran-

tinable diseases the occasion for laboratory work is

somewhat different. Here the therapeutic conduct

of the case is of great interest in the matter of

prevention. Since as long as the case exists it is a

potential source of infection of others) the health

department is interested not only in an accurate

initial diagnosis, but it is likewise desirous of see-

ing that the case is speedily and properly treated

and of keeping constantly informed of its progress,

especially in regard to those factors which deter-

mine infectiousness. It may be entirely within the

sphere of the public laboratory to examine blood
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I smears frequently during the course of a case of

malaria or sputum specimens of the tuberculous

person under treatment, but it would be invading

the domain of the private laboratory, if it made a

practice of examining blood cultures during the

course of an attack of pneumonia or of making

spinal fluid examinations to determine the treat-

1 ment of a case of meningitis.

Perhaps the profoundest misunderstanding of the

role of the laboratory in aiding communicable dis-

ease control has been in connection with the vener-

eal diseases, especially syphilis. To properly appre-

ciate this role a full comprehension of the character

and scope of the program for venereal disease con-

trol must be had. The mere examination of speci-

mens sent in from persons who present themselves

with self-diagnosed venereal sores, followed by a

desultory attempt to restrict the activity of cases

found positive, was long ago found to be an in-

effective method. The plan now prosecuted includes

an active case finding campaign with rigorous con-

trol of infected individuals, including insistence

upon and control of treatment by accepted meth-

ods. The Wassermann reaction, more recently the

Kahn, is the very crux of this method. Any restric-

tion upon the free use of these tests by practicing

physicians would, in my opinion, to the extent of

that restriction, tend to render ineffective the whole

program. I can think of no case in which the re-

sults of a Wassermann or Kahn might be of value

to an attending physician and not of some interest

to the health official in charge of venereal disease

control. And not only is this official interested in

the initial result but he is concerned also with sub-

sequent tests that throw light on the effectiveness

of treatment.

From these points of view, therefore, I would

advocate that the Wassermann or Kahn test for

syphilis be carried out free upon any and every

specimen submitted by duly licensed physicians,

provided the results of that test are made fully

available for use in venereal disease control. It is

obvious, of course, that such a practice will be

subject to some abuse, but by judicial care on the

part of the health office this can be kept down to

a negligible minimum. The value of the informa-

tion gained by this procedure in the work of the

venereal disease division will fully justify the ex-

pense involved. Most experienced public health

men concur in this attitude toward the use of these

tests and the practices in nearly all parts of the

country are in agreement with it.

Next to the routine work in the service of the

communicable disease division, the most important

role of the laboratory is in connection with epi-

demiologic investigation. The function of the lab-

oratory is so important in this field that it may be

said to be the very foundation of the science of

epidemiology. Its effectiveness is evident in the

general experience that epidemics of those diseases,

of which the specific causes are recognizable readily

in the laboratory, are the quickest to be noted;

their sources are easiest found and they are soon-

est brought under control. More and more the lab-

oratory is invading the field of epidemiology and

the hope of every epidemiologist is that more dis-

eases will be added to the list of those diagnosable

by specific laboratory tests.

The methods of application of laboratory science

to the study and control of epidemics are too well

known to need any discussion in this paper. It

may be stated, however, that the emergency char-

acter of the work may make it desirable that the

public health laboratory carry out many tests that

in ordinary instances would not be the business of

this laboratory. If, for example, a milk borne epi-

demic of septic sore throat is suspected, the investi-

gation may call for, in fact the proof of the exist-

ence of such an epidemic may necessitate culturing

dozens or hundreds of cases of sore throat, mild as

well as severe. It will nearly always involve the

bacteriologic examination of the milk of individual

cows and will presume a minuteness of study of

the organisms isolated that approaches that of the

research bacteriologist.

In tlie routine diagnosis of the sporadic case of

dysentery it may be of little significance whether

the causal organism is of the Flexner, the Hiss-

Russell, the Strong or the Schmitz type. But in

attempting to find the source of an outbreak of

dysentery the knowledge of the type becomes indis-

pensable. To extend the work of the laboratory to

include this additional fact often calls for skill, ex-

perience and judgment wholly beyond that required

for the routine control work. It cannot be empha-

sised too strongly that the service the laboratory

can render in the investigation of epidemics is very

great indeed, but its highest service involves re-

search methods. Too much must not be expected,

therefore, of the laboratory neither manned nor

equipped for research.

As in the communicable disease work, so in the

sanitary division the laboratory is the very bul-

wark of its efficiency. To appreciate the service it
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renders here one only need imagine the milk in-

spector without his total counts or the sanitary

engineer without his B. coli determinations. The

food inspector and the sanitary inspector only wish

that the laboratory could render them equal service.

In his sanitary work the director of the labora-

tory must be guided by the same general principles

as in communicable disease control. His criterion

should be public service not private or corpora-

tional convenience. In my owm short time spent

in a public health laboratory I have been asked to

do everything from examining the stomach contents

of a presumably poisoned dog to removing stains

from hotel napkins. On the other hand, it is not

advisable for the laboratory to be too critical of

the motives of persons submitting specimens. In

the larger centers of population most specimens

should come through, or at least with the sanction

of, the workers in the sanitary division but in the

smaller communities it may be rendering a real

service to public health to accept many specimens

from private individuals. The abuse of such a

privilege usually can be detected readily. If a far-

mer wants the water of his well or the milk of his

cow examined, it may be a worth while contribu-

tion to public health both from the sanitary and

the educational point of view to make the examina-

tions required. It is taken for granted, of course,

that the samples shall be taken and submitted in

such manner that the result of the examination

conveys trustworthy information. To report that

B. coli is present in a sample of water contained

in an unsterile vessel or that the t3q>hoid bacillus

is not found in a sample of milk that has soured

in transit to the laboratory would be grossly mis-

leading. These are exaggerated instances, of course,

but many others not so obvious come to the atten-

tion of every laboratory director.

Another function of health laboratories, about

which there has been some controversy, is that of

the manufacture and distribution of certain bio-

logicals for the prevention and cure of disease. This

is not properly a question that belongs to this paper

to discuss. The role of the laboratory here is to

follow the policy of the department in general in

regard to the furnishing of vaccines and serums

free or at cost. If this is the policy, as is becom-

ing quite general, then it merely remains to decide

whether it is cheaper or more convenient to pre-

pare these things at home or buy them from li-

censed plants. The question of competing with

local private laboratories does not enter this situa-

tion. All such manufacturers must be licensed by

the U. S. Public Health Service. I believe there is

a tendency, more and more, for even the large pub-

lic health laboratories to stay out of the manu-

facturing business. The politicians have not yet

taken an interest in this opportunity for munici-

pally owned public utilities.

Whatever the plan be for their manufacture, the

laboratory should exercise some control over the

character and effectiveness of the biologicals used

in the community, at least to the extent of inves-

tigating allegedly poor materials. Even small lab-

oratories may sometimes render a real service to

the cause of public health by a few intelligent tests.

The inoculation of a few guinea pigs last year re-

vealed the fact that a certain Schick test mate-

rial supplied locally was of four times the potency

it should have been. An underneutralized toxin-

antitoxin mixture was picked up in the same way.

The furnishing of manufacturers with local strains

of organisms to be added to those used in immuniz-

ing animals for the production of curative serums

may be a simple but very valuable way to serve

the interests of a community.

I believe I have thus far indicated the chief

fields of usefulness of the public health laboratory

and it is seen that the divisions of the health or-

ganization which are served are primarily those

having to do with epidemiology and communicable

disease control and with the care and sanitary

supervision of various commodities such as water,

milk and food. Perhaps in the future, as health

work develops, other departments will come to look

to the laboratory for aid. It seems reasonable to

suppose that laboratories sometime will be gener-

ally equipped to aid in the field of industrial hy-

giene and the control of occupational diseases. It

is as important to diagnose and show the sources

of cases of lead or benzol poisoning as to do the

same with cases of typhoid. The occupational in-

fections already receive attention from the labora-

tory. Anthrax, glanders, tularemia and, more re-

cently, undulant fever must be considered among

the occupational hazards.

Though the laboratory would seem to render

most of its service directly to the above mentioned

divisions, it must not be overlooked that other de-

partments also profit greatly from its findings. I

need only mention the fields of child, maternal

and school hygiene. The relationship to vital sta-

tistics mav be less obvious but certainly not less

real. The accuracy and completeness of vital

statistics are profoundly affected by the work

of the laboratory. Fewer errors occur in report-
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ing the causes of illness and death where the diag-

nosis is confirmed by specific tests, and in those

diseases for the diagnosis of which the physician

relies largely upon the laboratory, notification is

certainly more complete. Few cases of diphtheria

escape reporting. I wish we might say the same of

measles and w'hooping-cough.

I have suggested above that research may be a

proper function of a public health laboratory, but

that only the chosen few are privileged to fulfill

this function. If we may call by the name of re-

search, however, all those forward looking inquiries

into the applicabihty to local health problems of

the newer knowledge of bacteriology, immunology
and chemistry, then research should be the aim and

practice of even the smaller laboratories. Such lab-

oratories often are in a peculiarly advantageous

position to render important service by their re-

searches. The enthusiastic examination for abortus

and tularense agglutinins of large numbers of se-

rums submitted for the widal test is a case in

point. This procedure is now, or should be, a rou-

tine in all laboratories. Another test which deserves

similar investigation is the making of blood plate

cultures from scarlet fever convalescents to aid in

determining the proper time to release from quar-

antine. I am pleased to note that at least one of

our Oregon health officials is now regularly releas-

ing epidemic meningitis cases only on nasopharyn-

geal cultures. The field of parasitology is woefully

neglected in our public health laboratories, although

parasitic diseases are becoming serious problems in

many quarters. Pathogenic fungi receive almost no

attention, although in some places, especially as

occupational infections, they cause widespread dis-

ability and discomfort. These are but a few of the

fields in which the progressive laboratory man may
apply his zeal for research to the benefit of his com-

munity and the world at large. Moreover, it is

these ventures beyond the frontier of established

routine that add zest to the game. The laboratory

man whose work becomes humdrum and monoto-

nous is not working at the highest efficiency.

Nonmalignant Nodules of Breast the Result of Pro-
lapse. Lilian K. P. Farrar, New York {Journal AM.A.,

Nov. 1, 1930), finds that prolapse of the virginal atrophic

breast is occurring with alarming frequency in this country
owing to the present fashion in dress. There is danger of

permanent prolapse of such a breast, and perhaps danger
of cancer developing from prolonged stasis of breast tis-

sue. Plastic operation for prolapsed atrophic breasts is an
unnecessary mutilation of a young girl., Plastic operations

on prolapsed atrophic breasts will deprive nursing mothers
of breast tissue and milk ducts with too little tissue left

for nursing and possibly “caked” breasts and abscesses of

the breasts as a result. The change of dress with proper
uplifting support of the breast will cure the condition if

treatment is begun early.

MEDICAL ECONOMICS *

Horace J. Whitacre, M.D.
TACOMA, WASH.

In the June, 1930, issue of Northwest Medi-

cine I published an article on “Economic Aspects

of Illness.” This brings together some working

facts and figures that have a bearing upon the

present-day cost of illness, and discusses briefly

the question of whether the middle class family

with an income under five thousand dollars a year

can afford to have first class medical attention.

It shows: (1) That the prevalence and the cost

of illness give staggering figures when estimated for

the nation or for a community, and that the cost

of disease is one of the biggest problems that so-

ciety has to meet; (2) that the phenomenal devel-

opment of the science of medicine has unavoid-

ably increased the cost of illness, and that cost will

probably increase rather than diminish; (3) that

98 per cent of the wage earners of the United

States have an income under five thousand dollars

a year, and that with existing standards of living

the average wage earner has not a very large buy-

ing power for medical service. Hospital costs were

analyzed, and it has been gratifying to me to find

that students of this problem who have set up cost

price hospitals at the Massachusetts General Hos-

pital and at the University of Chicago, for the

express purpose of meeting the problem of the

middle class patient, quote prices that are well

above those that prevail in the state of Wash-

ington.

My study of professional charges as a factor in

the high cost of sickness indicated to me that doc-

tors and nurses are underpaid rather than overpaid

for their services; that their incomes are low when

compared with other occupations; that there has

not been an oppressive increase in office and house

visit or operative fees during the past twenty-five

years; and that professional charges cannot be

singled out as the cause of the high cost of med-

ical care.

It would seem to me that this previous article,

together with such others as you may have read,

give sufficient figures and present sufficient facts to

convince all of us that a problem does exist; that

we, as doctors, are on the firing line; and that we

have got to meet the economic issues as an organ-

ized economic unit. Doctors are individualists by

• Read before the Forty-first Annual Meeting of
Washington State Medical Association, Mount Baker
Park, Wash., Sept. 2-3, 1930.
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training and practice, and it is probable that they

cannot be otherwise, either in the daily perform-

ance of their professional work or in the adjust-

ment of their charges to meet the ever-changing

financial status of their patients, but this problem

requires organization and cooperation.

I believe that the most useful thing the Wash-

ington State Medical Association can do right now,

for society and for the welfare of its members,

is to organize in a new way for a study of the

economic status of society and our relationship to

its problems. We are abundantly organized for the

study and practice of the science of medicine, but

we are not sufficiently organized, or crystallized, in

our financial relations with the public.

Right now we need to develop a group conscious-

ness regarding our financial as well as our profes-

sional obligation to all of the people, all of the

time. We need a group with understanding of the

various factors that underlie the present complaint

that illness is costing too much. We must study the

problem of treating the indigent. We must readjust

our thinking, and develop a group conclusion as to

how we are going to meet the new requirements of

industrial surgeiy. We must work out some plan

whereby all of the people, no matter what their

income, can get excellent medical care, without

crippling cost and without jeopardizing the ex-

alted standards of medical science.

As has been stated in my previous paper, there

is probably no single explanation, and no single

remedy, for the mounting costs of illness. Nor is

it our problem alone to solve or to explain; yet

the treatment of disease and injury are the ex-

clusive field of acthity of the medical profession,

and we have a heavier obligation to help in the

solution of any problem that grows out of illness

than does any other social group.

First of all, let us develop the group realization

that 98 per cent of the wage earners of the United

States and of our own community have an income

under five thousand dollars a year; that 93 per cent

have an income under three thousand; and that

79 per cent have an income under two thousand

per year. Next let us understand that this 98 per

cent of our wage earning public are the backbone

of our country, that they keep commerce moving,

and that they expect to pay for what they get. This

is the group that is now finding it hard to meet

the costs of moderate or severe illness, because

society has boosted the standard of living to a point

where the family budget is already stretched to

the breaking point. It is this group that is seeking

lodge and contract care.

All wll grant that two thousand dollars per year,

or 5168 per month, for a family of two or four,

does not give a very big margin above the actual

necessities of life. A five thousand dollar income

gives a better margin. But house, food and clothes

are no longer the actual necessities of life. Last

year the American public spent twice as much for

mo\ies as for the operation of all the hospitals

in the L'riited States, and there was one automobile

for every five inhabitants, including men, women

and children. High pressure salesmanship on the

installment plan has still further mortgaged the

weekly pay check for a radio, an electric washer,

a new coat and other luxuries. Illness comes; there

is no money left to pay for hospital or professional

ser^^ces. \Miere is the fault? Shall we condemn the

employer because he does not pay higher wages,

and give a large margin for the present standard

of Ihdng? Shall we condemn installment buying?

Shall we say that the average wage earner has no

right to these comforts and pleasures? Assuredly

it is not our function to attack the subject on

any one of these points, but it is our duty to give

our support to a movement that seeks to develop a

saner economic standard of li\’ing.

It is certainly our duty to educate the public

to a proper understanding of the economic value

of health, the certainty of illness as a definite part

of their financial problem, and to help them under-

stand that a definite amount of their income should

be set aside for illness, before luxuries are pur-

chased. The physician who is acquainted with his

patient’s circumstances can do a great deal to hold

down hospital costs, if he will take a definite stand,

and insist that high priced rooms, special nurses

and special sersdces should not be used when they

are not required for the safety of the patient. The

cost to patients for glasses and surgical appliances

could be reduced by fifty per cent, if our profes-

sion would take a firm stand on the question of a

fifty per cent commission to the doctor who sends

the prescription.

Then there is another question of ethics which

is largely responsible for the criticism which is

directed against our profession in this economic

controversy. iMedical ethics call upon us to be fair

and honorable in our dealings with patients, and

I do not believe that the surgeon who operates

upon a servant girl who earns fifty dollars per

month, and charges her three hundred dollars for
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the operation, is either fair or honorable. The large

fees charged to low wage earners by a certain

small group of commercial physicians in the pro-

fession are an unjust burden upon the low wage

earner, and they are a reproach upon our profes-

sion. In self-defense and in fairness to the low wage

patient the profession should eradicate this un-

I ethical practice.

I These are but a few of the ways in which an

organized group consciousness could contribute to

j

the problem of helping the low wage earner to keep

down his cost of medical care by saving waste.

Much more could be said regarding drugs, patent

medicines, quackery, high cost of surgical equip-

ment, specialism and professional overhead, but I

want to pass on to a discussion of the problem of

I

the indigent, industrial surgery and the cost clinic.

I had intended to confine my discussion of eco-

; nomics to the economic problem of the middle
' classes, yet this subject is so closely related to the

' problem of charity in the state of Washington,

where we have no great charity hospitals, that I

: feel we should begin to develop a group conscious-

i ness on this subject. Furthermore, it is probable

that a certain proportion of the fourteen per cent

: of wage earners who have an income of less than

I

one thousand dollars per year cannot afford to pay
' for medical care when serious illnesses occur,

j

It has been estimated that one-eighth of the

I

sick are destitute, and that the physicians of the

! United States contribute $456,000,000 annually to

charity work, as estimated upon a minimum charge

basis of $2 per call. A survey in St. Paul estimates

the charity work of each physician at $3000 per

year, and a recent survey in Tacoma indicates

$1800 for each physician reporting. Secretary Wil-

bur, chairman of the National Cost of Medical

Care Committee, has called attention in more than

one published article to the fact that the medical

profession is the only economic unit in society that

I has for a definite part of its program the dona-

I tion of a large and undetermined percentage of

I its services. Nobody else does it. Unquestionably,

I the care of the indigent is the responsibility of all

1

of the remainder of humanity, and our part in

' the matter should be only our fractional part as

I a section of the population. But we have always

,
had it all. The members of the attending staff of

the metropolitan charity hospital and of the teach-

ing hospital are perhaps sufficiently remunerated

for their services by the added professional prestige

,

that results, and by enlarged experience, but this

is not true of charity work as it is found outside

of the largest cities. The profession considers it a

priceless privilege to be able to serve the poor in

illness, and will always choose to do its full share of

gratuitous service in this field, yet it is uneco-

nomic and unjust to expect the medical profession

to bear the entire load all of the time. I feel that

by degrees a united profession should bring about

a public sentiment that will establish a taxation

fund, from which doctors, nurses and hospitals can

be paid a cost price for their services. We already

have county and city hospitals which take care of

a part of this work, and it would be but a step to

extend the service to all of those who truly need it.

It will be necessary, however, for the profession to

set up a proper cost price unit for the treatment of

such patients before such a proposal can be made.

The most perplexing problem in economics that

confronts the profession today is that of industrial

surgery. The director of the Public Safety Division

of the National Safety Council states that during

1927 there were in the United States 95,500 acci-

dental deaths. Six per cent of all deaths that occur

are from violence. There were 23,000 accidental

deaths from industrial accident, and 3,250,000 non-

fatal injuries in industry; 115,000 employees in

industry incurred partial permanent disability, and

1150 suffered total permanent disability. These

injuries cost industry one billion dollars. More than

27,000 deaths occurred as a result of automobile

accidents, and there were 750,000 motor injuries

last year. Almost an equal number of deaths result-

ed from home accidents, while miscellaneous acci-

dents, including railroad, street car and drowning,

caused 24,000 fatalities.

These figures alone are sufficient to show us that

industrial surgery makes up a huge volume of

professional work. We all know its scientific impor-

tance, but have not been very diligent in studying

its economic requirements.

The very first thing we must understand in our

study of industrial medicine is the attitude of in-

dustry toward medical service. We must remember,

first, that industry has accepted the medical de-

partment as a part of the operation of that in-

dustry, operating a department whose costs and re-

sults must be taken into consideration as a cost

in the production of the product that industry

makes and passes on to the consumer, the same as

any other cost. Industry knows that proper care is

good business, and is willing to spend money for the

organization of an adequate medical department.
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This means that industry has the right to expect

the medical department to work understandingly

with every other department of a given industry,

along lines of costs, efficiency and results.

A second conclusion of industry is that just any

doctor \\’ill not do in the treatment of their sick and

injured. ]\Iore and more the employer and the

employee are insisting upon a doctor who is ex-

perienced, and the employer wants a doctor who
has sensed the problems of compensation, malinger-

ing and mental inferiority in their relationship to

injury.

Good medicine in industry is precisely the same

as good medicine elsewhere, insofar as the manage-

ment of the sick and injured is concerned; but

there is an added element of economic responsi-

bility and accountabilit}'^, which has had slack

attention, and which does not exist between doctor

and private patient.

Just now we are becoming alarmed when we

realize that the average doctor has neglected the

subject, and that our failure to meet the economic

requirements of industry and of the employee has

resulted in all sorts of industrial, lodge and hospital

associations for the care of accident and sickness.

Industry and the public have taken the matter out

of our hands, and we are serving them according

to their plan and for a remuneration set by them.

Unquestionably a large industry like the Endicott-

Johnson Shoe IManufacturing Corporation is acting

upon sound and just economic principles, when it

sets up a complete medical department within its

walls, and provides every equipment for the pre-

vention and care of accident and disease, as well

as for rehabilitation.

In the state of Washington industrial accident

is taken care of by the Workmen’s Compensation

Act, and a distressing economic unrest has been

created within the ranks of the working class and

the profession because of the unsatisfactory opera-

tion of the act. The act provides that the workman

may choose his own physician, or that the em-

ployees of a given plant may contract with a given

doctor to render medical care. For one reason and

another the contract plan has prevailed with em-

ployers and employees. At the present time the

employees are dissatisfied, but do not know the

way out. Within the profession an apparently un-

just and sometimes unethical monopoly has been

developed by a few doctors, and the remaining 90

or 95 per cent of the profession find themselves de-

prived of the privilege of doing any of the in-

dustrial surgery in an industrial state. This situa-

tion has developed under the industrial act very

largely because, on the one hand, the few have

had an industrial sense and the business acumen

to meet the need of industry and of the working

man for medical care at a low cost; and, on the

other hand, the remainder of the profession has

not organized along economic lines to meet con-

ditions.

Contract practice is not unethical, and may be

a real necessity in isolated localities; yet it has

developed serious injustices, and there is a grave

question as to whether it is economically sound.

It is the easiest and cheapest way out for the

employer, and he is satisfied.

If that majority of the profession which does

not do contract surgery wishes to reclaim this work,

it is quite apparent that it must present to the

public an economic plan which will take the place

of the contract method. I do not know just what

this plan should be, but it must be a united plan,

and it must be economically sound. It must be a

plan that will insure a high grade of efficiency in

first aid, professional care and rehabilitation of the

employee. It must be a plan that includes a posi-

tive economic accountability to industry.

A noncontract plan implies a free choice of phy-

sician by the employee. We are very familiar with

the statement that there is an inalienable right on

the part of the patient to select his own medical

adviser, his own physician, his own surgeon. In

Lyman Wilbur’s last communication to the Cost

of Medical Care Course he lays down three funda-

mentals, the first of which is, “The personal rela-

tionship between physician and patient must be pre-

served in any effective system of medical service.”

These are good principles and must be retained,

but an unqualified application of this principle of

a free choice of doctor by every individual em-

ployee, regardless of his enlightenment, is not sound

economics in industrial surgery. Neither is the

choice of a friend or family doctor by an employer

as company surgeon economically sound.

Industrial surgery requires surgical education,

surgical ability, surgical experience and proven re-

sults. All doctors cannot meet these requirements.

There has been a lot of “ballyhoo” written about

industrial surgery as a specialty, and the statement

made that nobody excepting these so-called special-

ists should do industrial surgery. The general pro-

fession is not going to accept any such classifica-

tion, but if they are to resist it successfully our

component societies must establish a classification

of its doctors, they must insist that their members
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work within the range of their training, and they

must insist upon prompt consultation with surgical

experts, when in doubt. With these limitations and

with this frank acceptance of the economic re-

I

sponsibilities to industry by organized medicine, a

choice of physician from the general profession is

sound.

j

This leads me to a concluding suggestion as to

how a group consciousness and a sense of con-

structive responsibility within the profession can

meet the economic requirements of the low wage

earner and of industrial surgery. Dr. M. L. Harris

of Chicago advocates the organization of medical

centers, owned and managed by at least a majority

of all of the members of each county medical

society, where those who are unable to pay regular

I

fees to the physician and industrial cases can be

' giver the best possible diagnosis and treatment,

and for a charge that will pay the actual cost of

their care, including the services of the physician.

Ambulatory charity work would be done at this

center and paid for at cost by a taxation fund.

An institution of this sort would guarantee the

standard of work that the entire profession wishes

to sponsor, it would operate upon strictly business

and economic lines, and would meet the obli-

I

gation of the profession to give a high quality of

’ medical service to all of the people all of the time.

In such an organization the qualifications of each

^

man could be checked and the public as well as in-

dustry would be given the assurance that the entire

profession stood behind their directed choice of a

doctor for their specific disease or injury.

'

I am not sure that this is precisely the form that

our unit economic organization should take, but

it should be something like this. Such an organiza-

j

tion would have to be very carefully worked out

along strictly business lines, would require the

fullest cooperation within the profession, and most

I of all a group consciousness of the social problem

involved. I have no final plan to offer for adoption,

I but do feel that something must be done. It has

been the object of this paper to present the prob-

' lem, attempt to crystallize our thinking, and help,

if possible, in the development of a group con-

;

sciousness.

I

ScHONLEiN - Henoch’s Purpura with Intra - ocular
Hemorrhage and Iritis. William L. Benedict, Rochester,

Minn. {Journal AM.A., Nov. 22, 1930), reports a case in

which acute iritis, with intraocular hemorrhage and stain-

ing of the cornea with blood, was seen in Schonlein-Hen-

och’s syndrome. His experience has verified statements re-

garding the course of severe cases of Schonlein-Henoch’s

purpura, the irregularity of onset and of symptoms, and

the apparent ineffectiveness of treatment.

POSTOPERATIVE SURGICALCARE**

Joe W. Baker, M.D.

SEATTLE, wash.

\ review of this subject is offered to recapitulate

the fundamental principles of postoperative surgi-

cal management as understood and practiced by

us, rather than to offer any novel ideas. Every sur-

geon develops a “routine” more or less peculiar to

himself, and since many methods of management

are successful, the review of any one routine may
offer a few new suggestions.

PREPARATION

It has been said that, if the patient is properly

prepared for operation and proper surgery is per-

formed, no postoperative care will be necessary. In

order to increase the resistance to operative shock

we believe it advisable during the forty-eight hours

preceding operation to give the patient consider-

able easily assimilable carbohydrate food. This in-

sures a plentiful storage of glycogen within the

body, and prevents rapid depletion of glycogen

stores following operation, during the period when

the food intake is limited. Otherwise acidosis may
result, due to faulty metabolism of fats in the ab-

sence of sufficient glucose. Carbohydrate feedingz

are administered up to 10 o’clock the night before

the operation, at which time the so-called “night-

cap” is given, consisting of two teaspoonfuls of

honey, one glass of milk, two teaspoonfuls of lac-

tose, six crackers, and one pat of butter. A very

effective means of increasing the fluid as well as

the glycogen reserve is to keep a pitcher of sweet-

ened cool fruit juice at the bedside the day before

the operation and to encourage the patient to drink

a glassful at least every hour.

Some postoperative complications, such as cer-

tain instances of vomiting, distention and even

paralytic ileus, have been attributed in part to pre-

vious psychic shock to a sensitive nervous system.

We, therefore, feel justified in preventive preopera-

tive efforts to allay such shock. Sodium amytal and

other sure and rapidly acting barbiturates used as

preanesthetics are proving to be an aid in this

regard. For the same reason 5 or 10 grains of ver-

onal in a glass of warm milk are given the evening

before operation to aid sleep. We used to order a

cleansing enema early in the morning of operation

and the nurse promptly awoke the patient at six

» From the Mason Clinic.

• Read before the Thirty-eighth Annual Meeting of

Idaho State Medical Association, Couer d’Alene, Ida.,

June 27-28, 1930.
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or six-thirty for the first ordeal of what promised

to be the most nerve-wracking day in his existence.

We now prefer to accomplish as much cleansing

as possible the day before and to let the patient

sleep as late as he will the day of his operation.

Ambulatory patients studied in the Clinic and

recommended for surgery are, where possible, ad-

mitted to the hospital several days before opera-

tion, not only to build up their glycogen and fluid

reserves, but also to allow them to become accus-

tomed to the hospital and its management. Such

patients are allowed to be up, are encouraged to

walk about the halls and to become familiar with

their nurses, the signal system, etc., or, in other

words, they are made to feel at home before the

operation. IMany of these people have had their

nerves and physical strength strained by examina-

tions and tests, and the cold vision of an operation

ahead. In such cases a few days of comfortable

rest in the hospital changes their entire appearance

as well as their perspective.

We feel that it is particularly important, at least

in patients past forty-five years of age, to study the

function of those organs of the body which will be

placed under strain by a surgical procedure. If we
know before hand where to anticipate trouble, we
are more apt properly to interpret early compli-

cations. If we operate on a patient, knowing that

the kidney function is only about SO per cent of

the normal, we will not be apt to overlook uremia

developing after operation, but without this warn-

ing knowledge we might be prone to take the first

signs of trouble lightly and account them of no

consequence.

Therefore, in all patients of middle age and be-

yond, we like, where possible before the elective

operation, to study the condition of the heart, the

circulation, the kidneys, the lungs and the liver.

It is needless to say that this cannot be done in

the same detail before emergency surgery. In study-

ing the kidney function, one or two urine examina-

tions may not give us sufficient information. In

elderly patients the concentration of the blood urea

or nonprotein nitrogen may show unsuspected kid-

ney impairment. The phthalein function, or ]\Io-

senthal tests, may also prove an aid in certain cases.

In these patients it is of importance to know the

blood pressure and the condition of the peripheral

and coronary blood vessels. One index to the coro-

nary circulation in patients past forty-five years of

age is a positive or negative history of attacks of

angina pectoris. In toxic goiter the history of at-

tacks of angina pectoris is usually not a contra-

indication to operation. In performing emergency

operations the risk has to be taken, but for most

other operations we consider a reliable history of a

true anginal attack as a danger sign to be respected.

Careful study with the electrocardiograph may offer

aid in determining the condition of the heart muscle

in borderline cases. Roentgenograms of the chest

and fluoroscopic study may also be of assistance in

determining the cardiac reserve of a patient in

need of surgical care. The digitalization of certain

of these defective hearts before operation may be

life saving. While delay of emergency operation is

not justified in order to permit extensive study of

the vital functions, in less urgent operations we

can take time to study these matters which are so

influential in the eventual outcome.

The same is true of diabetic patients. If a

diabetic patient has acute appendicitis he should

be operated upon as soon as the diagnosis is made.

Subsequently diabetic complications and emergen-

cies must be looked for and treated as they arise.

In these cases in particular it is essential for the

surgeon to have the assistance of the internist in

caring for the patient. Liquid carbohydrate to the

extent of 50 to 100 grams daily can be given by

mouth or by injection of 5 or 10 per cent glucose,

if the intake by mouth is limited, along with the

necessary insulin as determined by the blood sugar

level and the overflow of sugar into the urine. .-\t

the same time the carbon dioxide combining power

of the blood and the acetone bodies in the urine are

the best advance guides to the approach of acidosis

and warn us when more carbohydrate or insulin is

necessary.

However, when performing elective operations

upon diabetics, the status of the diabetic condition

should be thoroughly understood and the condition

treated until the metabolism is in the best possible

state before operation is undertaken. We like to

have the blood sugar as low as 150 mg. per 100 c.c.

before the operation. In cases of chronic pus in-

fection, such as chronic osteomyelitis or purulent

sinusitis, this may not be possible, but even in these

patients we prefer that the blood sugar should not

exceed 200 mg. per 100 c.c. Of course diabetic

patients should never receive ether or chloroform

anesthetics. Nor do we give sodium amytal in these

cases for fear of masking the approach of acidosis

or coma. Ethylene or spinal anesthesia is to be pre-

ferred in these cases.

Patients should be prepared for prostatectomy

with a great deal of care. Where there is a large

residuum of urine in the bladder this must be with-
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drawn very slowly, for all of us have probably seen

the abrupt suppression of urine and death following

the too rapid relief of the back pressure, under

which the kidneys have become accustomed to

I

function. While there are many contrivances for

the slow decompression of the distended bladder, a

very practical method is to leave a small ureteral

(not urethral) catheter in the bladder and thereby

restrict the outflow to a small drip over a longer

period of time. Patience and care are necessary

during the period that an effort is being made to

restore the blood nitrogen, the hemoglobin and the

kidney phthalein index to normal, and considerable

judgment is required in deciding how long to persist

in this effort. It may in some instances be better

not to operate than to do so with an assured high

mortality.
,

Other conditions requiring special care, such as

I

toxic goiter and carcinoma of the large bowel and
I rectum, with and without chronic obstruction, can

I

not be discussed but deserve mention.

Finally, the patient undergoes operation and is

I

returned to his room for several weeks of care. Be-

I

fore going into the details of our postoperative

' routine I would like to mention the four objectives

which this routine is designed to accomplish, i.e.:

, (1) Adequate oxygen, (2) adequate water, (3)
! maximum rest and sleep, (4) proper elimination.

!
We help to supply adequate oxygen by stimulat-

ing the function of the heart and kidneys. In elder-

I

ly people, whether a heart lesion is present or not,

we like partially to digitalize the heart before op-

eration and then to give a daily maintenance dose

after operation. This increases the circulation

through the kidneys. Increased fluid intake will

serve as a further stimulus to the kidney and in-

sures its maximum function in eliminating the tox-

ins w^hich must follow an operation or an anesthetic.

If the patient is anemic or has sustained a hemor-

rhage at operation, a transfusion may be of advan-

tage in restoring the hemoglobin to a level sufficient

to carry adequate oxygen. Judd points out that the

oxygen tent is of help in promoting sufficient oxy-

gen is such cases as debility, asthma and bronchi-

ectasis.

The importance of avoiding cerebral anemia dur-

ing the operation has been pointed out by various

authors. The possibility of this has been brought

to our attention, particularly since the use of spinal

anesthesia. Before Pitkin inaugurated ephedrine as

a preliminary to spinal anesthesia, large and sud-

den falls of blood pressure were sustained, and the

early deaths are believed by Labat and others to

have been due to cerebral anemia, resulting from

the fall in blood pressure rather than from novo-

caine paralysis of the medulla. Surely less pro-

nounced degrees of cerebral anemia also occur fre-

quently at operation and if unrecognized are re-

sponsible for much of the shock and atonia seen

subsequent to operation. Thus the delicate brain

centers are partially starved of oxygen during the

operation and may, therefore, retard all the vital

processes subsequent to operation. This cerebral

anemia, if recognized early by the feeble pulse, the

fall in blood pressure and the pallor of the patient,

may be remedied by tilting the body to the Tren-

delenburg position. This promotes the venous re-

turn to the heart and favors the cerebral circula-

tion. Enrichment of the blood should be attempted

by the use of inhalations of 95 per cent oxygen and

5 per cent carbon dioxide, the latter to stimulate

the respiratory center.

The second essential, adequate water, is supplied

by forcing fluid for forty-eight hours before opera-

tion. A goodly amount of this reserve will be lost

through perspiration on the operating table, if the

room is kept too warm. We used to keep the op-

erating room at 80° F., but Dr. Emmet Rixford on

his last visit recommended a temperature of 70° as

less conducive to loss of fluid and strength.

After operation, for the first twenty-four hours,

when the intake of fluid by mouth is limited, we

give routinely a proctoclysis of tap water. In our

hands glucose water and salt water have proven

irritating frequently, with the result that more is

expelled than is absorbed. There seems to be some

question as to whether anything but plain water

can be absorbed by the rectal mucosa, so that we

feel it is as good as any. The nurse will frequently

allow the water to drip so fast that it serves more

as an enema and is expelled rather than retained.

We, therefore, specify in our routine orders that it

shall not drip over sixteen to twenty drops per

minute.

Sometimes more fluid must be administered than

can be taken by mouth or absorbed by rectum. It

then becomes a question as to whether it is best to

give the additional fluid by vein or by the subcu-

taneous route. In the average case we think more

good is derived from a subcutaneous infusion than

from an intravenous injection. Given subcutane-

ously, the fluids establish a reservoir for absorp-

tion over several hours’ time, while fluid given

intravenously is not held in the body so long and

may place unnecessary strain on the circulation.

However, where diuresis is desired we have given
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normal saline or 5 per cent glucose intravenously.

Then, too, where there is shock, fluid given intra-

venously will build up the blood volume and stimu-

late the heart; but on the other hand, where the

heart is failing, the extra blood volume may cause

a dilatation of the degenerated heart. The inci-

dence of infection is greater following subcutaneous

administration than intravenous therapy, for, as

IMann has pointed out, it is almost impossible to

infect the blood stream by direct injection into the

circulation. In giving fluid into the vein we use

solutions of double distilled water not over twenty-

four hours old and require that it take at least

forty-five minutes to the quart in running in.

To secure maximum rest and maximum sleep we

allow frequent hypodermics of morphine the first

forty-eight hours after operation. Thereafter we

reduce the number gradually and give one of the

barbiturates at bedtime for sleep. The importance

of giving medications, enemas, liquid nourishment,

etc., as much as possible at one time, so as not to

be continually disturbing the patient, is a little

point about which many nurses have to be remind-

ed. At the same time that the patient is aroused for

these purposes the nurse is instructed to turn him

and encourage him to inhale deeply several times,

thus helping to avoid passive congestion and hypo-

static pneumonia, and at the same time promoting

the elimination of gas from the intestine.

After spinal anesthesia the foot of the bed is ele-

vated for six hours to promote the venous return

to the heart and to increase the circulation through

the brain in the face of an unstable blood pressure.

This is held by many to be a wise practice after

any operation in order to reduce the incidence of

venous stasis and phlebitis. After six hours, how-

ever, we promptly elevate the head about 30° to

avoid pulmonary congestion. Often after abdominal

operations the patient will derive comfort from hav-

ing his knees flexed so as to relieve the stretch on

the abdominal muscles and diaphragm.

The last of the four fundamentals mentioned in

the routine is elimination. Kidney elimination has

already been discussed. As for the bowel, we have

found it more satisfactory not to disturb it with

enemas until the third day subsequent to the day

of the operation. This rule is never broken except

by special order, when gaseous distention is marked

and cannot be relieved by the liberal use of a rectal

tube, frequent turning, and warm stupes to the ab-

domen. And even in these cases we often prefer

to wash the stomach first.

Our stand upon this would seem to be justified

by a recent article by Alvarez, in which he describes

a gradient rhythmicity and irritability of the gas-

trointestinal tract which decreases in strength from

above downward. Hence normally the bowel moves

its load from the stomach or point of greatest

strength downward to the rectum or point of least

strength, just as a ball rolls down a hill; but irrita-

tion or inflammation at any point along the bowel

tends to raise the irritability at that point and

thereby to flatten out this gradient so that the in-

testinal contents tend to back up above the site of

irritation and to speed up below this site. Thus

Alvarez explains the vomiting and diarrhea often

seen hand in hand in acute appendicitis. By the

same reasoning, enemas given too early or too fre-

quently tend to irritate the rectum and thereby to

reverse peristalsis.

After the third day an enema is given daily.

Simultaneously the patient is given some form of

mineral oil by mouth every day in order to facili-

tate natural bowel movements as soon as possible.

Only a few of the more common complications

will be mentioned, and briefly. Nausea and vom-

iting during the first twenty-four hours may be

from the morphine, the anesthetic, reflex from

handling of the viscera or from blood pressure

changes. The general nursing care, with ice-cap to

forehead, cracked ice in the mouth and, if vomiting,

sips of warm water to wash the stomach better are

sufficient. Later on, where an unusual thirst, fast

pulse, pinched expression and epigastric distention

point to a dilatation of the stomach, we impress

upon the nurses the importance of calling us early

so that we may pass a tube and lavage the stomach

thoroughly. In this case, if a large amount of gas-

tric contents confirms the impression of dilated

stomach, we cocainize the nose, pass a Levin tube

through the nostril, and leave the tube indwelling

for twenty-four to forty-eight hours. Through this

tube the stomach is lavaged continuously by means

of the Robertson Ward apparatus until the stomach

regains its tone (fig. 1).

Tympanites and gaseous distention, the second

and third days postoperative, have given us much

trouble. We used to withhold morphine and give

calomel, then later pituitrin, and above all frequent

enemas. We now feel that all of these only aggra-

vate the condition and that they are contraindicat-

ed. Mild measures, such as the use of a rectal

tube, with frequent turning of the patient, turpen-

tine stupes, and morphine have given us the best
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Fig. 1. The Robertson Ward combination of Connell
suction with duodenal tube for continuous lavage of the
stomach and duodenum. The apparatus is simple to
assemble, is easily handled by the nurse, and affords
comfort to patients with dilated stomach, paralytic
ileus, peritonitis, etc. It carries off gas as well as
liquid.

The principle is simple. Constant dripping from con-
tainer c, regulated to about 50 drops per minute by
petcock j, causes a mild negative pressure in tube a,

due to the air bubbles carried down the rubber tube k,

between the drops of water. This negative pressure is
transmitted to the duodenal tube by the Y-tube con-
nection at f. Here it serves to start the siphon g, f, d,

and to maintain it when the column of liquid from the
stomach to the collecting can d, is broken by gas
bubbles.
The patient is allowed all the clear liquids he desires,

since they are withdrawn at once by the tube and
merely serve to keep the stomach clean. When the pa-
tient is asleep, salt water from the can b, is allowed to
run in throu,gh the tube by releasing petcock h and
closing i. Afterward the clamps are reversed and the
solution withdrawn by the suction. Since continuous
lavage with soda would deplete the stomach acids, it is

essential to use salt rather than soda in can b.

results. Only in very exceptional cases is an enema

given earlier than the third day.

Should this distention persist and the patient

develop a definite ileus, the stomach is washed out

and continuous lavage instituted as described above.

We feel that the early institution of continuous

lavage in these cases is the nearest approach to a

specific remedy for ileus that we have and that the

apparatus devised by Robertson Ward of San Fran-

cisco is the simplest means of accomplishing this

satisfactorily.

This is true of the paralytic or adynamic ileus

resulting from nerve shock, trauma to tissues at

operation or to a number of unexplained causes,

as much as it is of the ileus resulting from peri-

tonitis or organic intestinal obstruction. In all three

of these conditions the symptoms and blood chem-
istry findings are identical. The blood chlorides

fall, the blood nitrogen and CO^ combining power
become elevated and the patient is thrown into a

toxic alkalosis. Ellis blames this toxicity upon a

poison which he has demonstrated in the cells of

the mucosa lining the small intestine and which is

particularly concentrated in the cells of the duode-
num in these cases. He has isolated this toxin from
the lumen of the duodenum in patients with peri-

tonitis and intestinal obstruction, and he believes

that it is this poison excreted into the lumen of the

intestine and absorbed through the lymphatics that

is responsible for the toxic death of such cases.

Hence, the specific advantage of continuously lav-

aging the stomach and duodenum, if this be true,

thereby removing this excretion before it is ab-

sorbed into the system. It should be recalled, how-
ever, that the patient is already in alkalosis with

low blood chlorides so that this continuous lavage

should be with salt water and not with soda.

Of next importance in these patients is the ad-

ministration of adequate chlorides and fluid. We-

like to give a minimum of three quarts of normal

saline by injection every twenty-four hours. If the

blood chlorides are as low as 400 mg. per 100 c.c.

we like to give one or two quarts of 3 per cent

(typertonic) saline intravenously in addition to one

or two quarts of normal saline subcutaneously. It

has been proven by Haden and Orr that in these

cases, if the blood chlorides can be restored to nor-

mal, the blood nitrogen and CO2 combining power

will also be reduced. More concentrated solution

of salt may be given, if less fluid is desired.

Other points in the handling of such cases in-

clude splinting the bowel and reducing its secretions

by the use of morphine and by avoiding any at-

tempts to promote peristalsis. Hot stupes to the

abdomen are appreciated by the patient.

In closing I might say that our policy has been

to err on the side of undertreatment rather than

overtreatment, to disturb Nature as little as pos-

sible, and to help her along by mild rather than by

drastic measures. Probably the one thing that has

given the most dramatic relief to the greatest num-

ber of truly ill postoperative patients is stomach

lavage. This recalls Dr. William Mayo’s saying

that he would rather see his surgical resident carry

a stomach tube than a stethoscope.
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CONGENITAL OBSTRUCTION OF THE
POSTERIOR URETHRA IN CHILDREN*

Charles D. Donahue, IM.D.

EUGENE, ORE.

Submucous fibrosis of the vesical neck in chil-

dren has been diagnosed frequently at postmortem

but rarely has this condition been recognized in the

li\fing. CampbelP states that he has been able to

find only twelve cases of this lesion in children re-

ported in the literature during the past fifteen

years. To these he adds seven cases of his ov\m.

The false rarity of the disease as compared with

the actual incidence prompts us to report the fol-

lowing case.

November S, 1929, Dr. E. C. Joseph of Corvallis re-

ferred to us a boy, age eight, complaining of general weak-

ness, listlessness and an apparent tumor of the lower ab-

domen. There was a urinary frequency of every half hour

unaccompanied by pain. The child was unable to force a

stream and was troubled with a great deal of dribbling.

There was an occasional nocturnal enuresis. The mother

also told of the urine being of a milky appearance at

times. The rapid loss of weight and the listlessness of the

child prompted her to seek medical advice.

At three weeks of age the chUd had a very severe attack

of erysipelas. The mother stated that it had covered a very

large area of the body. He had been subject to many
and repeated skin infections. There was a history of scar-

latina, chicken-pox, and whooping-cough. The abdomen
had always been large. The mother had noticed that dur-

ing infancy the child’s diaper was merely damp and never

became saturated at intervals, as in the case of the other

children.

As he grew older the mother noticed that he could not

force a stream and that this disturbance grew gradually

worse. The child was usually content to sit and watch the

other children play but never entered into the sports.

Physical examination revealed a small undernourished

lad who appeared very tired and listless. Fully clothed he

weighed about thirty pounds. His face was drawn, verj'

sallow, and the general appearance was one of an impend-

ing uremia. The posture was stooped and not unlike a

small and weazened old man. The temperature was sub-

normal. The abdomen e.xhibited a soft fluctuating tumor

that extended to the umbilicus. The teeth were good and

the throat looked normal. Through auscultation and per-

cussion no real pathologj' could be detected in the chest

and heart. The blood urea at this time was 68.4.

There was little doubt but what the fluctuating mass

was a hugely distended bladder. Catheterization confirmed

this and the bladder was emptied by fractional decom-

pression. The boy was returned to his physician for treat-

ment which consisted of indwelling urethral catheters and

repeated catheterizations.

He was returned to us on December 4, when a study of

urethra and bladder was made. .At this time there was a

general improvement in the physical make up. The child

seemed much brighter and felt much better.

* Read before the Fifty-sixth Annual Meeting- of Ore-
g-on State Medical Society, Portland, Ore., Sept. 17-19,
1930.

1. Campbell. M. F. : Submucous Fibrosis of the Blad-
der Outlet in Infancy and Childhood, J..A.M..A. 94:18.
May 3, 1930.

Under general anesthesia a number sLxteen cystoscope
was readily passed into the bladder. There was a slight

hang to the instrument as it passed through the vesical

neck. The fundus of the bladder was pitted with large

and small trabeculae. There was a marked elevation of

the trigone. At the vesical neck in the region of the pros-
tate there was a firm transverse bar formation, with the
bladder dropping pouch-like posteriorly. Drawing the beak
of the instrument outward, the prostatic urethra and col-

liculus appeared normal. There was no evidence of valve
formation. The membranous and anterior urethra were
normal.

A number twenty sound was passed which fitted rather
snugly. This in turn was followed by a number twenty-
two urethroscope. The bar formation was fulgurated at

the same setting.

On returning home he was seen occasionally by his local

physician and returned to us on June 25, 1930. At this

time there was three-fourths of an ounce residual urine
that contained some blood and many pus cells. The albu-
min was four plus.

On June 27 a cystoscopy was performed under local

anesthesia. A number eighteen scope was passed readily

into the bladder. A ureterogram was practically successful

but no attempt was made to outhne the kidney pelvis.

Due to the greatly dilated ureters, the catheters would
fold many times on themselves. The bladder was very
much improved. In place of the bar formation there was
a shallow midline sulcus which was still reddened. The
fundus was marked by the disappearance of the small tra-

beculae. The blood urea at this time had dropped to 30.S.

Instructions were given to return at intervals for ureteral

and kidney pelvis lavage. We last saw him on July 10.

At that time he could readily pass a good full stream.
His appetite was good. He was very active and seemed
to be enjoying life.

His life was ended rather abruptly when he con-

tracted chicken-pox and shortly after this devel-

oped myocarditis and died. He expired September

6, 1930.

I am informed by his physician that the bedside

urine looked clear and before this the kidneys had

been functioning as well as usual.

It is apparent in the foregoing history that be-

fore that there had been much kidney destruction,

evidenced by the extreme back pressure and con-

tinual pus and albumin in the urine. An effort was

made to clear up the chronic pyelitis and ureteritis,

and allow regeneration of active kidney tissue. It

will be noted that early diagnosis and treatment

are imperative for a favorable prognosis.

With few exceptions it is necessary to give an

anesthetic to make a satisfactory examination of

the urethra and vesical neck in children. Treatment

of the posterior urethra may sometimes be very

annoying to the patient and the physician. Many
complications are possible and the procedure of

treatment should be fully explained to the parents.

We are reminded of one young man who sub-

mitted to a fulguration of a very large colliculus.

The posturethra became infected which was fol-
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I lowed by a bilateral epididymitis of the recurrent

;
type. A bilateral epididyotomy was finally resorted

I to, to effect a cure.

Nevertheless it seems to me that any child reach-

ing the age of five who has an abnormal micturi-

tion should be a subject for thorough urologic

study.

In classifying these obstructions we wish to call

your attention to three: (1) Submucous fibrosis of

' the vesical neck, (2) valve-like obstructions, (3)

I
congenital hypertrophy of the verumontanum.

' The cause of vesical neck fibrosis is unknown.

, It is definitely established that the condition is

,

congenital and is unknown in the female. Undoubt-

I

edly intercurrent infection hastens the degree of

fibrosis.

Pathology. Campbell states, “the lesion is char-

acterized by a great increase in connective tissue in

the submucosa of the vesical outlet. This fibrosis

may not only involve a portion of the sphincteric

ring but often extends far into the trigonal mus-

culature as well as the adjacent bladder wall. The

fibrosis may involve the entire circumference of the

vesical outlet or only a portion of it. In the latter

instance the lower segment, that corresponding

I

roughly with five to seven of the face of a clock,

j

is most often the site.” Sclerosis forms here a me-

dian bar obstruction. In most cases the trigone
I

I

shows muscular hypertrophy.

I

The upper urinary tract falls heir to the same

I

pathology seen in any chronic vesical neck ob-

' struction. Diverticula, huge, tortuous ureters and

infected hydronephroses are common. Infection of

kidney, ureter and bladder is sure to follow. Kid-

ney function is decreased and a uremic condition

will eventually make itself evident.
I

Symptoms. The symptoms of any congenital ob-

struction in childhood are those of vesical neck

obstruction. In infancy the objective symptoms are

obscure until after diaper has been discarded.

Enumerating them we would list the symptoms

as follows: (1) Failure to saturate the diaper at

intervals, (2) frequent and painful urination, (3)

hesitation and the lack of a full, strong stream,

(I) dribbling, (5) pain in the lower abdomen, (6)

loin pain, (7) tumor formation in the lower abdo-

men, (8) purulent urine, (9) loss of weight and

emaciation, (10) symptoms referable to an im-

pending uremia.

The diagnosis should be easy. Rule out the pos-

sibility of a beginning tabes or cord lesion. The

type of obstruction probably will have to be de-

termined by the urologist. However, with a clear

urethra, extending to the vesical neck, the catheter
in the hands of a careful manipulator may even
determine to an extent the type of obstruction. If

the catheter rides smoothly into the bladder, think
of a valve obstruction or a hypertrophy of the veru-
montanum. If the catheter meets or passes through
a firm fibrous obstruction, one has to think of a
diaphragm valve obstruction or a fibrosis.

After the bladder has been emptied by fractional
or gradual decompression, the child may be given
an anesthetic and the posturethra and vesical neck
may be studied through the infant cysto- or ure-
throscope. It must be remembered, however, that
these children require adequate preoperative pre-
paration before this procedure can be carried out.
A definite hang to the instrument with the presence
of a hard fibrous transverse bar, without the bi-

furcated colliculus which marks the beginning of
the valves that extend anterolaterally, verify the
diagnosis of a submucous fibrosis. Further applica-
tion of the therapeutic test, removal of the obstruc-
tion, will give relief and verify the diagnosis. The
diaphragm valve which may be situated anywhere
in the urethra may admit nothing more than a fili-

form guide.

Treatment may be instituted after preoperative

preparation has been carried to the extent that the

patient is a good preoperative risk. Preoperative

treatment may consist of cystotomy or the in-

dwelling catheter.

It is more firmly fixed in my mind now, that a

very careful study of the heart should be made.
Possibly, if exercise had been limited in our one
case, the disaster could have been averted.

The suprapubic operation is preferred by some
men, but we have never excised a fibrosis in a child.

It is quite necessary that the excision be complete

in order to eliminate the danger of a permanent

suprapubic fistula. In postoperative care prevent

contractures of the scar by the use of sounds or

catheters.

If the operation is to be carried out through the

urethra, its gradual dilation may first be necessary.

Our experience with the fulgurating wire was very

satisfactory. Young’s baby cautery, punch is suc-

cessfully used by those who are thoroughly familiar

with the instrument. The valve-type obstruction

may either be excised or fulgurated.

Hypertrophy of the verumontanum can be ful-

gurated through the urethra. Any intraurethra

method may require more than one sitting. The



588 INFECTIOUS MONONUCLEOSIS ROMIG Vol. XXIX. No. 12

reactions of the intraurethral methods, as a rule,

are very slight.

It is necessary to keep in touch with these pa-

tients for months afterwards and follow-up treat-

ment should be carried on in an effort to eliminate

the chronic infection of the upper urinary tract.

Forced intake of fluids is imperative.

SUMMARY

1. Early diagnosis may prevent permanent kid-

ney pathology.

2. Submucous fibrosis is a congenital disease that

is possibly more common than the literature indi-

cates.

3. Submucous fibrosis of the vesical neck in

children is a disease of the male sex.

4. The type of treatment is indicated by the

existing pathology.

INFECTIOUSMONONUCLEOSIS**

Ronald C. Romig, M.D.

EUGENE, ORE.

Infectious mononucleosis, as described in the re-

cent literature, is a symptom-complex characterized

by an enlargement of the cervical glands, and by a

less constant enlargement of the spleen and other

glands. With this there is usually a leukocytosis

with an absolute increase in the lymphocytic ele-

ments of the blood. This increase in the lympho-

cytes occurs whether or not a leucocytosis is pres-

ent.

This symptom-complex has been described in re-

cent literature under various names, as acute sub-

lymphoemische lymphomatosis, acute benign lym-

poblastosis, glandular fever and acute lymphade-

nosis. In 1889, E. Pfeiffer described a condition

known as glandular fever, which he called “drus-

enfieber” and which was characterized by a short

febrile course, accompanied by enlargement and

tenderness of the cervical lymph glands, occurring

chiefly in children and mostly in epidemic form.

Prior to this Filatow, Rauchfuss and Korsakoff

were claimed to have noted and incompletely

studied this condition.

Since the work of Pfeiffer epidemics of the dis-

ease have been recorded in various parts of the

world. The chief characteristics have been essen-

tially the same in these epidemics and mention is

often specifically made that there was no accom-

• From the Health Service, University of Oregon,
Eugene, Ore.

* Read before a Meeting of Lane County Medical
Society, Eugene, Ore.. November 22, 1929.

panying tonsilitis. Mention is also made of ab-

dominal symptoms and enlargement of the spleen.

In none of these earlier reports was mention made
of studies of the blood. Later reports of epidemic

glandular fever have included studies of the hema-
tology of the disease.

Tidy and IMorley^ in reviewing the literature

find no instance prior to 1921 of a full blood count

of a previous case diagnosed as glandular fever.

In 1923, Tidy and DanieP give an account of an

epidemic of glandular fever occurring in a boys’

school. The first case in this series was a master,

aged 23 years. Eleven days later two boys reported

sick. During the next four days four more cases oc-

curred. After an interval of about two weeks four-

teen more developed. They recorded blood counts

in nineteen cases which showed definite evidence of

lymphocytosis. They also stated in nearly all cases

that it was difficult to classify many of the cells

as small or large lymphocytes.

Carlson et aP report an epidemic occurring in

Wisconsin of over 838 cases. Blood counts of four-

teen cases were studied and showed a lymphocy-

tosis. Sixty per cent of the cases were between

the ages of three and eight, and over 98 per cent in

patients under twenty-five years of age.

From time to time the presence of a lympho-

cytosis during an acute infection has been noted

by various authors. Turch,^ in 1907, recorded three

such cases that have frequently been alluded to in

the literature. One case with angina and glandular

enlargement resembled acute leukemia with recov-

ery. In the same year Cabot® recorded four cases

showing a lymphocytosis, one following an infected

finger, one following a series of boils, another oc-

curing during a streptococcic sore throat with swell-

ing of cervical glands and later involvement of the

axillary and inguinal glands, a fourth of swollen

glands in the neck following a cold. All these cases

showed leucocytosis with a lymphocytosis from

62 to 86 per cent. These last two cases closely re-

semble infectious mononucleosis.

Other similar cases have been reported in the

literature, but it was not until the work of Sprunt

and Evans® in 1920 that these cases became recog-

nized as a clinical entity. At this time they re-

ported six cases having symptoms and signs so

much alike that “they may be considered provision-

ally as a clinical entity.” Since then a fairly ex-

tensive literature has accumulated with reports of

sporadic cases occurring chiefly in young adults

and epidemics of glandular fever in children, with

studies of the hematology of these cases.
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During the past three years we have observed

and studied six cases which we will report.

Case 1. F. K., a male student, age twenty, was admitted

to the University Infirmary March 9, 1927, complaining

of pain and swelling in the neck and slight headache. The

illness began about four days previous to admittance, when

the patient first noticed a swelling of the right side of the

neck. Several days later a cough developed and he

felt as if he were “taking cold.” Prior to this he felt well,

and the day before he noted the first swelling he took

part in track trials.

Past history. Measles, whooping cough, mumps, chicken

pox. Tonsils removed at age of eight years. No history

of frequent colds.

Physical examination revealed the right cervical glands

swollen and tender. They w'ere discrete and felt

brawny. The left cervical glands were only slightly in-

volved. The mouth and throat were essentially negative.

Tonsils out. Epitrochlear, axillary and inguinal glands

were palpable. Chest negative, .\bdomen negative. The
spleen was not palpable.

Course. On admission the temperature was 99.6°. The
highest temperature, on the second day, was 102° in the

evening. From this point it gradually came back to

normal, with a slight rise in the afternoon for four days.

Patient was discharged on the seventh day much im-

proved but with swelling on the right side of the neck

still present.

Laboratory report. Wassermann negative.

Hematology.

Date Hbg. R.b.c. W.b.c.

3/ 9/27 100 5.4 11,600

3/11/27 12,000

3/12/27 14,000

3/18/27 9,200

4/ 6/27 90 4.8 7,200

Lympho- Mono- Glandular
cytes cytes leucocytes

74 0 26

72 2 28

78 1 21

45 1 54

On April 6 cervical, axillary and inguinal glands still

were somewhat enlarged, although at this time the blood

count was normal. Patient was in good health and was
going about his regular duties.

our advice. Two days later the temperature was normal.

Swelling of glands still present. The sore throat was treat-

ed for several more days before recovery was complete.

Hematology.

Date Hbg. R.b.c. W.b.c.
2/28/28 4,250

3/ 1/28 4,500

3/ 3/28 76 3.6 4,100

3/12/28 83 4.0 7,100

Lympho- Mono- Glandular

cytes cytes leucocytes

52 48

41 1 58

56 41

44 56

Case 3. A. S. T., male student, age nineteen, was admit-
ted to the University Infirmary May 7, 1928, complaining

of swelling of the neck, sore throat and malaise. About
seven days before the patient first noticed a swelling

on the left side of the neck. This disappeared and the

right side of the neck became swollen. He then began to

notice weakness, sore throat, and generalized aching over

the body.

Past history. Measles, mumps, chickenpox, scarlet fever,

tonsillitis. The tonsils were removed.

Family history essentially negative.

Physical examination revealed cervical glands swollen,

tender, firm and discrete. The inguinal glands were only

questionably enlarged. No other glands palpable. Nose
hyperemic. Pharynx only moderately hypc'remic. Tonsils

out. Chest and abdomen negative.

Course. For seven days the patient ran an afternoon

temperature which reached 100° every day but one. The
temperature then dropped to normal where it remained.

During this time his chief complaint was stiffness, pain in

neck and sore throat.

Hematology.
Lympho- Mono- Glandular

Date R.b.c. W.b.c. cytes cytes leucocytes

5/ 7/28 4.8 5,500 51 7 42
5/10/28 7,400 70 30
5/11/28 6,100 63 37

5/29/28 9,200 68 32

On May 29, although the patient was in good health.

the blood count had not returned to normal. He left school

shortly afterward and no further blood counts could be

made to determine when the blood count returned to

normal.

Case 2. D.L., a female student age twenty, reported to

the dispensary February 28, 1928, complaining of a slightly

painful swelling below the angle of the jaw on the right

side and a similar but smaller swelling on the left side.

No other glands palpable. Mouth and throat negative.

Temperature 99°. She was allowed to go home. She visited

another physician who said she had sinus trouble. The
following day she developed a temperature of 100° and

was admitted to the Infirmary.

Past history. Measles, whooping cough, chickenpox

and tonsillitis. Tonsils were removed in 1924. Patient had

mumps one month previously.

Family history essentially negative.

Physical examination. Nose slightly hyperemic. No ten-

derness over the sinuses. Mouth and throat negative. Ton-

sil out. Chest negative. Abdomen negative. Spleen not pal-

pable. Posterior cervical glands swollen and tender. More
marked on right than left.

Course. On the second morning a red macular rash

appeared on the calves of the legs. Itching was quite

marked. In the evening patient complained of a sore

throat. The temperature dropped to normal on the second

day but on the third day it was 100° in the afternoon.

The next day she felt much better and went home against

Case 4. J. B., male student, age twenty-one, was admit-

ted to the Infirmary December 12, 1928, complaining of

sore throat, malaise, and swelling of the neck. The swelling

he thought had been present only about two days. The
sore throat began about the middle of November and he

had been under treatment at the University Dispensary

but no improvement in the condition was noted. During

this time he did not feel sick and until time of admission

to the Infirmary the temperature was normal.

Past history. Measles, mumps and chickenpox.

Family history essentially negative.

Physical examination. Pharynx reddened, tonsils small

but not acutely inflamed. Cervical glands were swollen but

not acutely tender. No other glands palpable and other

findings essentially negative.

Course. The patient ran a temperature for only four

days and only once was it over 100°. The glands in the

neck were not painful and the throat was only moderately

sore. A throat smear showed the presence of Vincent’s

organisms but clinically the throat did not appear typical

of an acute Vincent’s infection. After discharge from the

Infirmary he felt well and w'as able to resume training for

basket ball. On February 11. the blood picture had returned

to normal, although the Vincent’s infection was still present.
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Hematology. Lympho- Mono- Glandular

Date R.b.c. W.b.c. cytes cytes leucocytes

12/14/28 4.7 14,200 78 2 20

12/17/28 10,000 75 2 23

12/19/28 7,700 69 3 28

12/21/28 6,300 65 1 33

2/11/29 7,500 33 67

Case S. H. C. N., male student, age nineteen years,

was admitted to the University Infirmary January 28,

1929, complaining of generalized aching, particularly in

the back, soreness and stiffness of the neck. The illness

began three days previous to admittance with headache

and malaise. The next day he noticed soreness and stiff-

ness in the neck. The following day there was swelling, par-

ticularly on the right side. He complained of no gastro-

intestinal symptoms, except loss of appetite. He had been

in good health previous to this attack.

Past history. Measles, mumps, chickenpox, smallpox and

pneumonia.

Family history essentially negative.

Physical examination. Nose slightly hyperemic. Naso-

pharynx hyperemic. Tonsils moderately enlarged, cryptic

and red. No pus expressed. Posterior cervical glands on the

right were swollen, tender and individual glands could not

be palpated; on the left the glands were just palpable.

Other findings were essentially negative.

Course. On January 31 the lymph glands in axilla were

palpable. Inguinal glands enlarged and palpable. At this

time patient stated he felt better and soreness in neck was

less. February 2, spleen palpable. February 4, throat much

worse, necrotic patches on left tonsil. Appetite poor, was

nauseated and vomited. February 10, throat much im-

proved. There w'as nothing characteristic about the tem-

perature except that it was low'er than one would expect

from the symptoms. The highest temperature recorded on

February 6 and 7 reached 102°. There were only three

days in .which it was above 100°.

Hematology. Lympho- Mono- Glandular

Date R.b.c. W.b.c. cytes cytes leucocytes

1/28/29 2,500 64 36

1/29/29 5,300

1/30/29 6,500 74 26

2/ 1/29 8,000 82 18

2/ 4/29 16,800 77 3 20

2/ 7/29 25,700 66 34

2/ 9/29 5.8 13,300 60 3 37

Throat smear February 5, Gram-negative displococci two

plus. Gram-negative bacilli one plus, and occasional Gram-

positive bacillus. Wassermann negative. Throat culture,

February 6, streptococci three plus and occasional Gram-

negative coccus.

Case 6.* F. A. R., female student, age twenty years, was

admitted to the University Infirmary April 27, 1930,

complaining of sore throat accompanied with external pain

and difiiculty in swallow'ing. There were no other com-

plaints. The illness began about three days previous to ad-

mittance with swelling on hoth sides of the neck accom-

panied by stiffness and soreness. In other respects the

patient did not feel sick. She had been in good health pre-

vious to this illness.

Past history. Measles, whooping cough, and chickenpox.

Family history essentially negative.

Physical examination. Nasopharynx hyperemic. Tonsils

out. Posterior cervical glands swollen and tender, more

marked on the left than on the right. Inguinal glands

palpable but not enlarged. Other findings essentially neg-

ative.

Course. On the third day after admission the sore

throat became much worse. There was moderate prostra-

tion and the patient was markedly distressed. During the

next three days the glands in the neck became more swol-

len and tender. The axillary glands were palpable and the

inguinal glands were slightly swollen and tender. The local

and general condition was very little improved until May
6, nine days after admission, and from then on the im-

provement was rapid. The temperature remained above
99° for seven days but was never very high, the highest

recorded being 100.8° on May 1. On May 6 and 7 the

temperature was normal but rose to 100° during the day,

after which it was normal. On May S, bleeding and sore-

ness of the gums was noted and, although repeated smears

were negative for typical Vincent’s organism, an atypical

fusiform bacillus was observed and a positive diagnosis

was made. Subsequently a similiar diagnosis was made by

a local dentist and the condition was removed after several

weeks of treatment. At no time were the physical findings

and temperature in accord with the subjective symptoms.

Hematology

.

Lympho- Mono- Glandular
Date R.b.c. W.b.c. cytes cytes leucocytes

4/29/30 14,000 60 40
4/30/30 10,000 78 22

5/ 5/30 10,000 66 34
5/14/30 7,000 40 60

The urine was negative. The Kahn test gave a doubtful

reaction but was later reported negative. Widal was neg-

ative.

DISCUSSION

The etiology of the disease is not known. Bac-

teriologic examination of the throat has shown

no constant findings, the organisms found being

the usual bacteria found in the upper respiratory

passages. Cultures for diphtheria have been uni-

formly negative. Various writers, Longcope,^ Cot-

trell,^ Bloedorn and Houghton,® have reported

finding Vincent’s organisms in a large number of

cases but they do not consider this the cause of

the disease. The appearance of the inflamed tissue

is not characteristic of V^incent’s disease. CottrelP

states that he has repeatedly seen Vincent’s tonsil-

litis with only cervical adenopathy without spleno-

megaly and with a polymorphonuclear leucocytosis.

Further, he states that he has never seen the

infectious mononucleosis syndrome associated with

Vincent’s gingivitis. Vincent’s organisms were found

in two of our cases and the infection persisted after

the symptoms of infectious mononucleosis dis-

appeared and during this time the blood count

returned to normal. Blood cultures and Wasser-

mann tests uniformly have been negative, and ani-

mal inoculation of an excised gland has yielded no

further information. Whatever the etiologic factor,

* Case No. 6 was added after the paper was presented
to the Lane County Medical Society.
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the portal of entry is probably the tonsils and lym-

phoid tissue of the throat.

In the epidemic form the incubation period is

1

considered to be between five to twelye days, and

j

most often seven to eight days. In an epidemic

j

studied by Tidy and Daniel^ the incubation period

j

was ten to twelve days.

I

SYMPTOMS

The onset of the disease may either be acute or

\

gradual, as in many cases reported there was a

(

prodromal period of a week or more before the

i acute symptoms set in. Usually there is malaise,

I chilly sensations, headache, sore throat, generalized

i
aching and fever or feverishness. Often chills and

sweating are seen and less often abdominal distress.

I In four of our cases the onset was abrupt and in

I

two there was a prodromal period of over a week.

Enlargement of the lymph nodes is one of the

constant symptoms of this syndrome and is most

marked in the cervical glands. However, in a large

majority of cases other glands, as axillary, epitro-

chlear and inguinal, participate in this adenopathy.

I Skiagrams of the chest have shown enlargement of

the mediastinal glands and mention is made of the

mesenteric. In this series three cases showed gen-

eral adenopathy, one presenting a questionable

I enlargement of the inguinal glands, and in two

I cases only the cervical glands w’ere involved.

Another, although not a constant finding, is the

f enlargement of the spleen which was observed in

only one of our cases. In the epidemic form men-

tion is also made of enlargement of the liver but

I find no reference to this in the literature covering

' the sporadic cases. Mention by earlier writers is

, also made of abdominal distress and Carlson-^ et

al mention abdominal distress and nausea and

vomiting common at the onset, particularly in in-

• fants.

The cervical enlargement may be the first symp-

tom noticed by the patient (as in four of our

cases), or it may develop after one or more of the

prodromal symptoms have set in. In other cases

soreness of the throat will be noticed before the

glands begin to swell. Often, however, this is not a

prominent symptom and the only finding is a slight

redness, without ulceration. Earlier writers on

glandular fever have made quite a point of the

mildness of the throat infection. Of our cases.

Nos. 4 and S and 6 complained of sore throat,

j
while No. 5 was the only one showing ulceration

)
and this patient suffered severely from pain in

i| the throat. Cultures from the throat did not re-

1

veal any significant findings. Patient No. 5 suf-

fered one day from nausea and vomiting and was
the only one of our patients to show any ab-

dominal symptoms.

The temperature is irregular, being usually high-

er in the afternoon, but is not septic, ranging in

our cases from 99° to 102.° but often it may go
higher. The pyrexia may continue for a week or

more, although in this series it was of short dura-

tion. At the height of the disease the patients are

very uncomfortable and appear sick. The swelling

in the neck is painful and swallowing is somewhat
difficult. Malaise is more marked and all of the

symptoms are aggravated during this period of

several days.

As the temperature drops to normal the patient

feels markedly improved and in a few days is able

to go about his work. The acute swelling of the

glands subsides but there is a longer period of time

before all adenopathy disappears. Suppuration of

the glands is a very rare occurrence and is only

infrequently mentioned in the literature. In a re-

cent epidemic reported by Carlson® et al, this com-

plication occurred in eight of the seventy-nine cases

which is a much higher incidence than is usually

found. All of these cases were in children under

five years. Cultures from each case yielded staphy-

lococcus aureus hemolyticus.

Hemorrhagic nephritis is likewise mentioned,

particularly by Tidy and Morley^ who found it in

6 per cent of their cases. As compared with other

statistics this is somewhat high and here again this

is not mentioned in the sporadic cases.

The most striking change noted is in the blood

picture which is constantly characteristic of this

disease. There is in most cases a leucocytosis

which commonly is between 11,000 and 20,000,

although reported cases have shown a white count

of over 20,000. WTiile a leucocytosis is the rule,

one may find a normal count but with the blood

changes to be noted later. This was noted in two

of our cases, although in case No. 2 the count

might have gone higher if the patient had been

under observation for a longer period of time. In

case No. 3 the last examination was the highest

and the blood was still pathologic, although clini-

cally the patient was much improved.

The most characteristic change in the blood is

the absolute increase in the number of lymphocytes

or perhaps more properly in the hyaline leuco-

cytes, since the increase is not alone in the small

leucocytes but also in those not found in a
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normal blood smear. Besides the small lympho-

cytes and cells of the large mononuclear and transi-

tional group there is found a group of mononu-

clear cells that do not appear in normal blood and

that form the distinct group characteristic of this

disease. The presence of this group of abnormal

cells has been pointed out by Sprunt and Evans/’

Bloedorn and Houghton® and others, but the most

detailed study has been made by Downey and Mc-

Kinley^® who have recognized three types of cells

in their cases. These cells belong to the lympho-

cytic series and show no signs of immaturity (on

the basis of Pappenheim classification) that is

found in cases of lymphatic leukemia.

Clinically all the cases were the same and no dif-

ferentiation could be made on the basis of cyto-

logic study. Their type 1 cells are the most com-

mon. They are not excessively large cells, being

somewhat larger than a normal lymphocyte and

vary in size and shape. The chromatin forms a

coarse net work of heavy strands and masses which

are not sharply differentiated from the parachro-

matin, giving the characteristic cloudy appearance

of the lymphocyte. In some of the larger cells,

there may be a slight tendency toward a more dif-

fuse arrangement of the chromatin, but never suf-

ficient to justify classification as an immature cell.

The nuclei of the larger cells are frequently eccen-

tric, lobulated or indented and many of the smaller

cells have irregular nuclei.

The cytoplasm is characteristic, being very baso-

philic, much more so than the normal large lympho-

cyte or large mononuclear. The spongioplasm

stains dark blue or slate blue, finely granular, or

flaky material with a pale yellow background or

hypoplasm which gives the cytoplasm a vacuolated

or foamy appearance. The periphery of the cell

may contain more spongioplasm, giving a darker

appearance, and in the cells with indented nuclei

the cytoplasm in the region of the indentation ap-

pears lighter, due to a relatively larger amount of

hypoplasm in many of the cells, particularly in the

large ones with azurophil granules.

Type 2 cells show less variation. The nuclei of

these resemble plasma cells, differing in that

they have more of a washed appearance, and the

blocking is not so pronounced. The cytoplasm is

less basophilic, there are fewer vacuoles, and there

is not the foamy, spongy and stippled appearance

of the type 1 cells. The amount of spongioplasm

and hypoplasm is more nearly equal.

The t3p>e 3 cells occur in cases with more leu-

kemic features than those described under types 1

and 2. These are rather large atypical cells some-

what similar to type 1, the cytoplasm is vacuolated,

and quite basophilic in some cells. There is usually

relatively more hypoplasm, but its distribution

remains the same. About 1 per cent of the

l}miphoid cells contain a single vacuole with an

azurophil rod, located within an indentation of

the nucleus. Azurophile rods located in this manner
have been reported in cases of acute leukemia. A
few cells are found with a vacuolated nucleus, con-

taining several nucleoli and in this respect resem-

bling somewhat the leukemic cells. There are many
intermediate cells between the cells with a more

or less immature nucleus and those with a highly

mature nucleus.

None of these cells gave the oxidase reaction and

this has been the observation of other writers.

The cells in our cases correspond very closely

to Downey’s type 1, and this appears to be more

frequently observed than either of the other two.

DIAGNOSIS

This condition has most often been confused

with acute lymphatic leukemia and probably cases

recorded as recovered from this disease have in

reality been cases of infectious mononucleosis. The
diagnosis from leukemia should readily be made as

there is never found the severe anemia, high leuco-

cyte count, hemorrhages and marked prostration.

The swelling of the glands is usually more acute

and a careful study of blood smears shows the ab-

sence of immature cells characteristic of leukemia.

There may be borderline cases, in which Downey’s

type 3 cells are present, but here again careful

study of the blood and the clinical course will de-

termine the diagnosis.

Agranulocytic angina is characterized by severe

ulcerative angina, extreme leucopenia with a

marked disappearance of granular elements, pro-

found toxemia, unfavorable prognosis and with

greater incidence in middle aged women. This

syndrome should not offer great difficulty.

In Hodgkin’s disease, which has been confused

with this condition, there are premonitory symp-

toms of pruritis, with or without provocative cu-

taneous lesions and diarrhea, a slow symptom, less

development of glandular adenopathy usually in

the cervical region, and later like changes in other

glands. After a longer or shorter latent period

there develops fever, cachexia, anemia and various

pressure symptoms, progressing to a fatal termina-

tion. Blood changes, although not pathognomonic,

are suggestive and consist of eosinophilia, which is
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especially suggestive if associated with leucocy-

tosis. Another change consists in a high degree of

polynuclear leucocytosis. There may be an in-

crease in the large mononuclears. Pathologic exam-

ination of a gland will definitely establish the diag-

nosis.

The histology of infectious mononucleosis is not

distinctive and is characterized by a hyperplasia of

all cellular element with a retention of the normal

architecture of the node.

Other conditions, as mumps, typhoid, syphilis,

and influenza, should be easily ruled out by a con-

sideration of the symptoms and laboratory tests.

Cady^^ reports a case sent to the hospital as

acute appendicitis and it was not until a blood

I

count was done that the true nature of the disease

I

was discovered.

The number of cases reported from various sec-

tions indicate that the disease is probably not so

uncommon and often goes unrecognized. Careful

I

consideration of the blood changes are necessary

I
for a correct diagnosis.

I

TREATMENT

Of treatment little can be said and it is entirely

symptomatic. In our cases during the febrile

I

period the patients were made comfortable with

phenacetin and aspirin, and the use of hot and cold

fomentations to the neck. Although various agents

; were used on the throat, as silver nitrate, argyrol,

* chromic acid and hot gargle of Dobell’s solution,

! no improvement was noted until the disease had

' run its course. With the decline of the fever and

: of the swelling of the glands the throat symptoms

.
promptly cleared up. One case, in which Vincent’s

: organisms were found, had peroxide gargles and

I topical applications of chromic acid.

: CONCLUSIONS

In this article we have made no great distinction

between infectious mononucleosis and glandular

fever. From a review of the more recent literature

on the subject it would appear that most writers

claim them to be the same disease. In regard to

the more distinctive symptoms there seems to be no

great difference. Earlier writers failed to note blood

changes but in epidemics studied in more recent

years these have been observed that correspond to

the findings described under infectious mononucleo-

sis. The most striking difference is in the marked

contagious aspect of the one (glandular fever),

where several members of one family contract the

disease and with a rather widespread incidence in a

given locality. On the other hand, the type of

cases described as infectious mononucleosis does

not seem to be contagious, as no mention of con-

tagion appears in the literature, and in our cases,

although small in number, there is no evidence of

contagion and no direct contact cases were noted.

We offer no explanation nor have we seen any dis-

cussion of this observation in the literature.

V'e have reported six cases which we have diag-

nosed as infectious mononucleosis, characterized

by a constant swelling of the glands of the cervical

region and constant blood finding of an absolute

increase in lymphocytes, which are present as nor-

mal cells, and also as a distinctive abnormal type

of cell not observed in normal blood.
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Plastic Repair of Inguinal Hernia. Joseph .A. Pet-
tit, Portland, Ore. {Journal AM.A., Nov. 15, 1930), be-

lieves that better results may be expected if the fine prin-

ciples of plastic surgery are applied to herniorrhaphies.

Fascia is the dependable tissue in the herniorrhaphy. Mar-
ginal suturing does not prevent a tendency of attenuated

fascia to split. On the other hand, complete plication gives

a greater coaptating surface and gives a double fascial cov-

ering. The construction of the new canal minimizes, if not

nullifies, the possibility of another peritoneal protrusion.

The direction of the new canal does not create any sharp

angulation of the cord, produces no constriction, and per-

mits the greatest degree of overlapping or plication of the

flaps. Careful construction and suturing of the flaps gives

a maximum amount of “double layer fascia.” A careful

cleansing of the coaptated fascial surfaces favors a prompt

cohesion and avoids what might be termed a “fascial pseu-

doarthrosis.”
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GU.ARDING THE PILOT’S HE.ALTH

Russell .Ahrens

SEATTLE, WASH.
Seattle Representative, Boeing System

Two factors are absolutely essential to the suc-

cess of air transportation, a good airplane and a

good pilot, and they are equally important. Just

as the responsible air transport company of today

governs its choice of aircraft with great care and

strives to keep them in excellent shape, so does it

exercise discrimination in the selection of its flying

personnel, and provides for strict supervision of

the pilot’s health.

The importance of the well-being of mail and

passenger pilots has prompted Boeing System,

which operates the Seattle-Portland-San Diego and

the San Francisco-Oakland-Chicago mail, e.xpress

and passenger airways, to employ Drs. E. H. Pad-

den and John Tamisiea as flight surgeons to safe-

guard the health of the company’s pilots. These

physicians periodically examine the fifty Boeing

pilots with as much regard to details as the expert

mechanics who conduct the rigid examinations of

the planes and engines. Dr. Padden examines every

month the pilots on the Boeing Pacific Coast air-

way and on the western division of the Boeing

Transcontinental air route, as well as the flyers of

the Varney .Air Lines, the United .Aircraft and

Transport Corp. division, operating the Seattle-

Portland-Salt Lake City route. Dr. Tamisiea super-

vises the health of the flyers on the central and

eastern divisions of the Boeing Transcontinental

line. The two Boeing routes are the longest mail-

passenger lines in the L’nited States, and over them

the company flies in excess of ten thousand miles

daily. It recently reached a mark of ten million

miles of flight, recorded during the three years the

company has been in operation.

Boeing System decided to supplement the regu-

lar semiannual examination, required by the De-

partment of Commerce, by having its two flight

surgeons conduct thorough examinations every

month. With such a system any chance of acci-

dents resulting from poor health of pilots is elimi-

nated. The job of the flight surgeons is to keep the

pilots in the air, in the finest physical condition.

The physicians look particularly for minor ailments

and small defects which might develop into major

difficulties before the attention of the pilot was

attracted.

One of the most common conditions among the

pilot personnel is pilot's fatigue or air-staleness.

Testing coast pilot. Grover Tj-ler, veteran Pacific Air
Transport pilot on the Seattle-Portland-Medford divi-
sion of the coast airway, taking one of the tests in
the Schneider index, being conducted by Dr. E. H.
Padden, flight surgeon for Boeing System.

which is neurocirculatory asthenia. This is occa-

sioned by strain experienced in flying and results

in flagging of physical energy, decrease of efficiency

and development of nervous instability. It is not

necessary for the flight surgeon to go into the neu-

rologic examination every month, as this is thor-

oughly taken care of in the regular semiannual ex-

aminations prescribed by the Department of Com-

merce.

The Boeing physicians check the pilots for fa-

tigue by means of the well known Schneider index,

a painstaking series of tests perfected by Dr.

Schneider and employed in all branches of the

L'nited States air service. This index is comprised

of a series of blood pressure and pulse readings be-

fore and after e.xercise, and by a more or less in-

tricate system of grading a definite score is ob-

tained.

In the Boeing organization, a pilot showing a

Schneider index below a score of ten is sent home

for rest and ordered to return the following day.

If the results of the second test are again low, the

flyer is grounded and urged to devote his time to

exercises and recreation. .After a few days he re-

turns in good physical condition, ready to fly. The

game of golf is a particularly beneficial exercise for

the flyers. .A majority of the pilots have taken up

this sport, and it is common to see them walk out

to their planes for their regular flights, carrying a

bag of golf clubs slung over their shoulders. .All

parts of the body are benefited by this exercise,

and no part more than the nerv^ous system. Bowl-

ing is also a very effective exercise recommended

to the men.

The flight surgeons also conduct careful exami-

nations of the eyes, for it is apparent that good

eyesight is without question one of the most essen-
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Plane and pilot are well-tuned machine. A perfect airplane flown by an imperfect pilot is an imperfect machine
reason officials of Boeing System. Thus all Boeing System pilots are examined monthly by two company
flight surgeons. Both planes and pilots of the organization are kept in the finest condition This nhotoeranhshows a Boeing System transcontinental air liner in flight near Mt. Rainier.

^ p i

tial requirements of pilots. As nearly fifty per cent

of the Boeing System daily mileage of 10,000 miles

is flown between dusk and dawn, the eyes of every

pilot are more carefully examined than if the fly-

ing were confined altogether to daylight. Of the

nineteen flyers on the eastern division of the Boe-

ing transcontinental airway, for example, it was

found that seventeen read 20-15, better than nor-

mal, and that the remaining two read 20-20, per-

fect vision. Test for eyesight is conducted by a

depth perception examination, and also a phoro-

meter index of the visual range of the Boeing flyers.

Particularly painstaking is the examination of

the retina, as a diseased retina causes a condition

referred to as “night blindness.” Liver disturb-

ances of a somewhat complicated nature have a

tendency to produce the same condition.

The flight surgeons also examine the ears, mouth

and throat. The nose must be free from growths

and the tonsils free from infection and normal in

size. Abnormalities, such as would cause nasal ob-

struction, must be removed* for a pilot cannot be

a mouth breather. The reason for this is that a

mouth breather cannot satisfactorily expand the

lungs. Diseased or enlarged tonsils must be re-

moved as they interfere with proper breathing and

are a source of sundry ailments. General physical

ailments decrease a pilot’s resistance, and his effi-

ciency as well, and tend to make him less alert.

h careful cardiovascular examination is made by

the Boeing flight surgeons. Under the present sys-

tem of medical supervision of the Boeing System

personnel, there is no chance of a pilot ever suffer-

ing from heart disease.

The Boeing company has found that, after four
hours of flying per day, the effectiveness of a pilot

tends to decrease. Consequently the schedules have
been so arranged that the flyers never have more
than a four-hour trip each day, with a day of rest

every two or three days. It was also discovered
that flying at high altitudes tires a flyer more
quickly, and as a result the company planes are
flown at a low, but safe altitude, insuring the pilot’s

highest efficiency.

The first task of the flight surgeon is to win the

confidence of the pilots, to show them and prove
to them that their problems are his problems, and
that his objective is “to keep them in the air, not

out of it,” in the words of Dr. Padden of the Boe-

ing organization. With an effective cooperation be-

tween the flight personnel and the flight surgeons,

the health of the pilots will be kept in prime con-

dition.

The success of the policy of monthly examina-

tions in the Boeing System organization has led to

the establishment of this system of physical exami-

nations in the Boeing School of Aeronautics at

Oakland. Every flying student is given a compre-

hensive flying examination and mentality study be-

fore he is allowed to register in the flying courses.

They are also given a monthly examination similar

to that conducted with the mail and passenger

pilots. This factor has done much to make flying

over the routes of Boeing System and at the Boe-

ing School of .'Aeronautics safe and dependable.
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EDITORIAL

A :\IENACE TO EXPERIMENTAL
RESEARCH

No propagandists are more persistent and fanati-

cal than the antivivisectionists. Their perversion of

facts and the alleged inhuman procedures of scien-

tific experimenters offer lurid tales that serve to e.x-

cite antagonism and hostile attitudes in the public

mind against scientific research which has resulted

in the greatest blessings to mankind. These people

are constantly active in efforts to suppress this

form of investigation by legislative action. For

some years these experiments have been prohibited

by law in the District of Columbia, except in the

Hygienic Laboratory and other government con-

trolled and operated institutions.

At the last session of Congress a bill was pre-

sented both before the Senate and House of Rep-

resentatives to “Prohibit experiments upon living

dogs in the District of Columbia and providing a

penalty for violation thereof.” In the House the

bill (H. R. 7884) was twice read, referred to the

Committee on the District of Columbia, was re-

ported out of that committee and is now on the

calendar of the House. This report states, “The

committee gave ample opportunity to the propon-

ents and opponents to express their views and pre-

sent their arguments, and feels that the testimony

of the proponents outweighs that of the opponents

and should be accepted.” Exhibits submitted in-

clude a paper published in the Journal of the

American Medical Association, listing the number

of dogs that died from experimental heat-stroke.

The contention of the proponents is included to

the effect that, “The dog does not react in the

same way as a human does, and therefore is not

an accurate criterion for man in any form of ex-

periment, and should not be subjected to such ex-

treme pain and intense suffering as they are called

upon to endure, when the benefits accruing to hu-

manity are practically nil.” This affords an e.xam-

ple of the misstatements of facts which are con-

tinually presented by these .opponents of scientific

medical research. It is to be noted in this report

from the Committee that nothing is included to

support the contentions of the opponents; hence its

bias is obvious.

At the recent Conference of Secretaries in Chi-

cago this matter received considerable attention.

The secretaries were urged to bring the matter be-

fore their county societies with the suggestion that

the members get in touch with their respective

members of Congress, to whom they may present

facts concerning this important matter so that the

representatives may defeat this bill when it is

duly considered before the House of Representa-

tives. If this were to be enacted into law, pro-

hibiting experimental research in the District of

Columbia, it would serve as a precedent which

would doubtless be followed in many states where

the antivivisectionists have been carrying on active

campaigns against this important form of investiga-

tion. It was recommended that the activities of the

antivivisectionists should be counteracted by a cam-

paign of education. Personal attacks and heated

replies to mendacious assertions were discounte-

nanced, but it was advised that, whenever oppor-

tunity presented itself before commercial and civic

bodies, correct information should be imparted,

showing the monumental accomplishments made

possible through animal experimentation, which

have resulted in saving many lives and relieving

mankind of untold suffering. At the same time the

interested public should be informed that this is

accomplished with a minimum of animal pain,

every known method being utilized to render the

lives of these animals comfortable and happy. One

difficulty of this situation has been that the oppo-

nents of this form of research have been permitted

wide and vociferous publicity, and their inaccu-

racies and false statements for the most part have

been proclaimed without opposition. The time has

arrived when the real facts should receive judicious

publicity.

TWO :minutes, please

Surely not too much to ask of the busiest sur-

geon, when the abdominal contents have been ex-

posed for investigation or cure of a chronic com-

plaint, and this is the average time necessary to

examine such organs as are brought within his ken.

Truly the gastrointestinal surgeon should be the

king of clinicians, if opportunity to study disease

were the only qualification. Here is the one region

where organs of the living patient may be seen
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, and felt, and their integrity passed upon only after

a sufficient scrutiny. Where else may one have the

^

opportunity of listening to the patient’s descrip-

ij tion of his symptoms, leading him by alert direc-

U tion to point or disarm suspicion of one or another

I. organ and then test the conclusion by actual ob-

f seiA’ation of them. In this field most of our knowl-

edge of the early history of disease has been the

I result of countless observations by surgeons, the

evidence being sifted until the patient’s story is

frequently all that is needed for a correct diag-

nostic conclusion. But even now a lack of apprecia-

tion of the importance of a thorough exploration is

all too common and many “silent” diseases are

thoughtlessly overlooked or genuine guides have

been unpardonably misunderstood, for when the

patient has been crossexamined later or his story

retold, the manifestations of disease have invaria-

bly been present. The “silence” has been a myth.

Recent hospital records have shown that within

less than a year after an appendectomy through a

small incision, a second laporatomy has divulged the

cause of the original symptoms as due to a carci-

noma of the hepatic flexure of the colon in one

' patient, obstructing bands at the same flexure in

another, an ileocecal tuberculosis in a third, a large

caseating mesenteric gland in a fourth and an in-

flamed Meckel’s diverticulum in a fifth. In every

instance actual and discoverable disease must have

I been present at the first operation. INIedical litera-

! ture abounds with reports of operable carcinoma

!
incidentally uncovered in different portions of the

i colon during a casual examination.

Biliary colic due to cholelithiasis is usually cor-

rectly diagnosed but, where the distress in the epi-

gastrium is severe and recurrent, with referred pain

in the left shoulder, an associated splenic enlarge-

ment with adhesions to the diaphragm is almost a

certainty. To the surgeon who is satisfied with the

exposure and removal of a diseased gallbladder the

t splenic involvement wll remain undiscovered and

another example of the interrelation of morbid

states is overlooked. An enlarged head of the pan-

creas is a frequent accompaniment of gallbladder

infection; chronic appendicitis, duodenal disease

and cholecystitis are a recognized trinity. Chronic

duodenal ileus gives similar symptoms to disease of

the gallbladder and stomach; enlarged mesenteric

glands cause recurring abdominal pain. Deformities

of the duodenum, ileum and colon, congenital in

origin but productive of distress after maturity, are

easily recognized and not rare in occurrence. The

kidney may suffer from an ureteric obstruction and

a hydronephrotic process may simulate a gastro-

intestinal complaint.

hen normal appearing organs are observed and

the fact duly recorded, such information may be

useful when later an inquisitive clinician is seeking

the explanation of a new or continued disorder.

The surgeon’s memory is an unreliable storehouse.

With such an opportunity to elicit a careful anam-

nesis, to define the probability or certainty of dis-

ease in one or more organs, with complete exposure

of the organs to corroborate or correct our con-

clusions, is two minutes really too much?

THE COXV.\LESCEXT HOIME

In studying the cost of medical care, the com-

mittee having this work in charge has extended its

investigations in many directions, some of which

may be considered as indirectly connected with the

main investigations. Corwin* has made a contribu-

tion in the study of institutional convalescence

which has an important bearing on this study. One

of the prime considerations in the cost of sickness

is the expense incident to hospital care. In a large

proportion of cases, both medical and surgical, the

acute period of treatment continues for from ten

days to two weeks, during which hospitalization

with all its detailed attentions is a necessity. There-

after, during the period of convalescence, these pa-

tients commonly need only general care and super-

vision. Their needs can be adequately provided in

an institution at greatly reduced cost. The report

states that the average cost for a hospital bed is

five dollars per day, while at a convalescent home

all necessary attentions can be provided at not over

half of this sum. Therefore, the convalescent home

provides a response to the threefold economic de-

mand of clearance of hospital beds for acute cases,

assistance for the impecunious sick in regaining

health in a trying time and for the community the

opportunity of employing the most efficient and

least costly method of dealing with this serious

aspect of the disease problem.

It is stated that in 1927 there were 194 conva-

lescent homes, located in twenty-two states, with

nearly 13,000 bed capacity. IMore than one-half of

these convalescent beds were serving the popula-

tion of Xew York City. .M present there are about

300 convalescent homes in the United States, dis-

tributed among thirty-three states. It is not ade-

quate treatment for the convalescent patient simply

•Corwin, E. H. L,.: Institutional Convalescence. Mis-

cellaneous Contributions on the Costs of Medical Care.

Xo. 1, Washington, D. C.
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to be sent to a farmhouse with instruction to obtain

an abundance of good food and fresh air. These

patients need medical supervision until they have

sufficiently recovered to care for themselves without

the aid of a physician. Some large institutions can

afford a resident physician, but in many cases they

must depend upon the part time of a medical at-

tendant.

A great variety of patients are suitable for this

sort of institutional care, among them being conva-

lescents from alimentary, cardiac, renal or metabolic

disturbances, those numerous conditions classed

under general debility and certain types of neuro-

mental conditions. This list could be greatly aug-

mented from the experiences of any practitioner

with a few years of practice. Unquestionably this

method of relieving the high cost of sickness might

well be considered and adopted in all the cities of

our land. In some cases the convalescent home is

established as an adjunct to the large, crowded

hospital for the purpose of relieving the demands

made upon it. It may be maintained as an inde-

pendent institution for the care of convalescent and

chronic patients. Here is an opportunity of offering

some relief for the high cost of sickness.

ANNUAL CONFERENCE OF SECRETARIES

Last month the annual Conference of Secretaries

of Constituent State Medical Associations and Ed-

itors of Association Journals was held at headquar-

ters of American IMedical Association in Chicago.

Our Northwest states were represented by F. D.

Strieker, Portland, of the Oregon State Society;

C. H. Thompson, Seattle, of Washington State

Medical Association; J. N. Davis, Kimberly, retir-

ing secretary of the Idaho Association, and H. W.

Stone of Boise, newly elected secretary; and C. A.

Smith of Seattle, representing Northwest Med-

icine. The purpose of these meetings is to discuss

problems common to the medical profession in

all the states. It has been found that, although

there may be some local modifications, the ques-

tions affecting physicians are the same in all sec-

tions. The unanimity of opinion is a striking factor

when presented by men from the extremes of our

land. On this occasion much discussion centered

about the future relations of medical practice to

the public and the state. Whether the situation pre-

vailing in England and European countries is des-

tined to be established among us is a question of

Vol. XXIX. No. 12

vital interest. Some seem to believe a form of state

medicine is inevitable. Personal observations of

conditions in European countries do not offer an at-

tractive setting for imitation among us. This ques-

tion will undoubtedly become acute in the near

future in many of our states. It will devolve upon

the medical profession in various sections to be

alive to the indications pointing to such a situation

and they must be prepared to cope with it when

its presence becomes imminent.

In ^Minnesota there has been an intensive devel-

opment in cooperation between the county socie-

ties, public health and educational organizations.

This was described in much detail. Its elaboration

might be considered burdensome until it has been

studied and digested. In listening to the essayist

one could not but speculate as to whether the sys-

tem and results obtained are any improvement on

the development along these lines which has been

carried out in Oregon by the state society. Un-

doubtedly the presentation of this subject will in-

spire its study in other states. The results described

from the intimate association of these various in-

terests were clearly presented and their adoption

might be considered elsewhere.

.An interesting discussion centered about the use

of the radio for the dissemination of medical in-

formation to the public. As a result of a wide ex-

perience in this sort of work, the essayist suggested

that it might be best, where few doctors are skilled

in broadcasting, for all addresses to be delivered by

one speaker, if such can be discovered, with a suita-

ble vhice and acceptable delivery. An indiscrim-

inate selection of radio speakers is likely to produce

unfavorable results among the listening public. Also

it is best to conceal the identity of the speaker, thus

avoiding the charge of self-advertising. How to sup-

press broadcasting by advertising practitioners and

medical quacks provoked much discussion. Since

these men often pay good sums for the privilege of

thus enlightening the public, their suppression may

entail financial loss to the radio interests. It was

suggested that this question may be judiciously ap-

proached on the basis of eliminating procedures

prejudicial to public health. Other subjects were

considered that were of equal importance and in-

terest. The papers presented at this meeting Nvill

be published in coming issues of the A. M. A.

Bulletin. They should be attentively read by offi-

cials of all medical societies as well as others who

have access to them.



December, 1930 EDITORIAL 599

MEDICAL NOTES

OREGON
Physicians in Lloislature. Public health and medical

interests will receive adequate attention at the next legis-

lative session, since the following physicians were last

month elected to the two branches. Dr. Joel C. Booth of

Lebanon will represent the Fourth Senatorial District, Dr.

W. Carlton Smith of Salem the First Representative Dis-

trict and D. I. U. Temple of Pendleton the Twenty-third

Representative District. It is a matter of congratulation

that these well known and trusted members of the medi-

cal profession have been chosen to perform this public

service.

Academy of Medicine Officials. Last month the Port-

land .\cademy of Medicine elected the following officers for

the ensuing year: President, Richard B. Dillehunt; first vice-

president, J. R. Barber; second vice-president, C. J. Hoff-

man; secretary, Harold B. Myers; treasurer, A. G. Bett-

man; membership committee, Frederick A. Kiehle; library

committee, Karl Metzloff.

The Oregon Pathological Society has been organized

in Portland with a charter membership of thirty-five pathol-

ogists and clinicians. Plans for the organization were drawn

up by a group of pathologists, including Drs. R. L. Benson,

H. H. Foskett, W. C. Hunter, C. H. Manlove and F. R.

Menne. Meetings will be held on the second Monday even-

ing of each month. Dr. F. R. Menne, head of the depart-

ment of pathologj'. University of Oregon Medical School,

was elected president and Dr. Warren C. Hunter, assistant

professor of pathology in the same institution, secretarx'-

treasurer.

Police Cannot Run Hospital. Recently it was determ-

ined by the Portland Chief of Police that the emergency

hospital was to be managed without interference from his

department. The head of the w'omen’s protective division

presumed to make recommendations concerning the man-

agement of this institution. The order was given that

members of the police department were to be subordinate

to physicians and nurses connected with the city health

department.

Drugless Doctors Can Tre.\t Corns. Dr. F. B.

Strieker, state health officer, was recently informed by

the attorney general that naturopathic physicians can treat

corns if drugs are not used. This official stated that the

law authorizes naturopaths to apply their treatment to the

human body which includes “that part of the anatomy

which furnishes fertile ground for corns.”

Former Medical Missionary Honored. Dr. J. Hunter

Wells, assistant health officer of Portland, has been dis-

tinguished by having his name attached to a dispensary at

Pyengyan, Korea, which is designated, “The J. Hunter Wells

Memorial Dispensary.” He was for twenty years a medical

missionary in Korea and this distinction is for the faithful

work which he accomplished in that land. The building is a

two-story brick structure equipped for laboratory and other

medical work.

Appointed City Physician. Dr. Darrell C. Bollman has

been appointed assistant city physician of Portland. He has

recently been in charge of the police emergency hospital.

Dr. Frank I. Ball of Portland received serious injury

to the brain last month, when his automobile collided with

another on the highway. -At last reports he was still in

a critical condition.

Dr. Fred C. Hill, recently from Rochester, Minnesota,

has located at La Grande, where he will be associated

with Dr. A. L. Richardson.

WASHINGTON
Re-elected to Congress. At the election last month Dr.

John W. Summers of Walla Walla was re-elected to the

national House of Representatives. He enjoyed the special

distinction of running for this office without competition,

since no other candidate appeared to contest his election.

The long period during which he has represented his dis-

trict is evidence of the confidence which his constituents

have in his ability and integrity.

Physicians Elected to Legislature. At last month’s

election in Washington, Dr. Walker J. Taylor of Port An-

geles was re-elected to the Senate. This will be his second

term of four years service. Dr. H. C. Watkins of Hoquiam

was re-elected to the House, this being his second term of

service. The presence of these men in the Legislature will

insure careful and adequate consideration of all matters

pertaining to public health.

Addition to Hospital. The Oakhurst Tuberculosis hosp-

ital at Elma has been enlarged by the addition of a build-

ing of two stories, thirty-one by sixty-four feet in dimen-

sions, constructed at a cost of $12,000. It is intended for

the use of employees and will accommodate twenty-five-

men and women.

Nurses Home Dedicated. The new nurses’ home at

Providence hospital, Everett, has been completed at a cost

of $100,000. Its dedication has been announced for this

month. It is a three-story building of L type, each wing

being one hundred twenty-five by forty-four feet in size.

It will contain between eighty and one hundred beds.

Hospital to be Modernized. The U. S. Veterans’ Hosp-

ital at Walla Walla is being remodeled to the extent of an

expenditure of $30,000. Ward 69 is a relic of the old Fort

Walla Walla. It is to be modernized to fill an important

need for the patients of this institution.

President of Garden Club. Dr. E. Weldon Young of

Seattle has been elected president of the Washington Arbo-

retum and Botanical Gardens Society. The acquisitiem of

such a botanical garden has been under consideration for

some time.

Dr. M. T. MacAvelia, recently from Atlanta, Georgia,

has located at Burlington, where he will be associated in

practice with Dr. H. E. Cleveland.

Dr. I. M. Cohn, after spending a year of study in

European cities, has returned to Seattle, where he will con-

tinue practice as a dermatologist.

Dr. I. A. Kennedy, a recent resident of Seattle, has

located for practice at Washougal, where he will be asso-

ciated with Dr. W. R. Kildee.

Appointed to Examining Board. Dr. .A. Poska of Seat-

tle has been appointed by Governor Hartley as a member
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of the state medical examining board. He succeeds Dr. E.

C. Ruge who recently resigned.

Dr. Robert F. Foster, a recent graduate of Northwest-

ern Medical College, has located at Longview, where he

becomes resident physician of the Longview Memorial
hospital.

Dr. C. a. O'Connor, who has practiced at Chewelah,

has left that locality and located at San Francisco.

Wedding. Dr. John T. Abraham of Wenatchee was
married last month to Miss Evelyn Wilson of Sault Sainte

Marie, Canada, the wedding taking place in the latter

city.

IDAHO
New Hospit.\l .Appointments. Last month new staff ap-

pointments were made at the annual meeting of the L. D. S.

hospital at New Orleans. Dr. Harry Wilson was appointed

chairman of the executive staff to succeed Dr. J. W. West,

while Dr. J. R. Mellor was appointed to succeed Dr. Wilson

as chairman of the associate staff.

Dr. F. a. Pittenger of Boise has returned from a trip

to China, Japan, Korea, and the Philippines. He reports

all of China, except at the seaport cities, in a condition of

distress and suffering, due to constant turmoil from com-

munistic propaganda and banditry. He was impressed with

the tragic condition of the colony of intellectuals at Harbin

who were driven out of Russia at the establishment of

the Soviet regime.

Dr. D. W. Palmer, recently of Clarkston, Wash., has

located at Lewiston, where he will be associated in prac-

tice with Drs. Crampton and Johnson.

Dr. John W. Hamer, who has been practicing in Middle-

ton for some time, has located for practice at Fairfield,

Camas County.

OBITUARIES
Dr. Samuel F. Sharp of Athena, Ore., died October 28,

after a long illness from heart disease, aged 83 years. He
was bom in Millersburg, Ohio, in 1848. After graduating

from the University of Michigan, he received his medical

education at Jefferson Medical College, Philadelphia. He
located for practice at Athena in 1879. In spite of ill

health for a number of years he continued in practice

until a few months ago. His kindly and sympathetic na-

ture endeared him to the entire community.

Dr. Prosser Elwin Clark died at Portland, Oregon,

November 10, aged 46. He was born in 1884 at Clarksburg,

Indiana. He graduated from Indiana Medical School and

took postgraduate work at the Universities of Chicago and

Harvard. He located in Portland about five years ago. For

the past four years he has been instructor in clinical med-

icine at the University of Oregon Medical School.

Diagnosis of Laryngeal Disease. Chevalier Lawrence
Jackson, Philadelphia {Journal AM.A., Nov. 1, 1930), says

that hoarseness, the most common symptom of laryngeal

disease, always calls for careful diagnostic study. Too
often patients with this complaint are sent away with a

casual diagnosis of “laryngitis.” As a result, the patient

with early and easily operable cancer, or incipient tuber-

culosis, is allowed to go on for months without an accurate

diagnosis and appropriate treatment. He reports on a series

of cases which demonstrates the value of fluoroscopic and
roentgenographic study of the neck in the diagnosis of

laryngeal lesions.

REPORTS OF SOCIETY MEETINGS

OREGON
POLK-YAMHILL-MARION MEDICAL SOCIETY

Pres., G. C. Knott; Secty., W. W. Baum
A regular meeting of Polk-Yamhill-Marion Medical

Society was held at Salem, November 4.

The following program of papers was presented:

“A New Technic in Adenoidectomy,” by Dr. M. C.

Findley. o

“Signboard Quotations on Acute Inflammatory Condi-

tions of the Eye,” by Dr. R. Lee Wood.

“Double Metastatic Carcinoma of the Choroid. A Short

Review of the Literature and Case Report,” by Dr. F. E.

Brovra.

Miss Bertha Hallam, Librarian of the University of Ore-

gon Medical School library, gave a short talk regarding

the service offered to the physicians of the state by the

librarj'.

WASHINGTON
KING COUNTY MEDICAL SOCIETY
Pres., D. H. Houston; Secty., A. J. Bowles

A general meeting of King County Medical Society was

held November 3 in the Auditorium of Medical-Dental

Building, Seattle, President Houston presiding. One hun-

dred five members were present. Minutes of previous meet-

ing were read and approved.

A portrait of Dr. Casper W. Sharpies, painted by Mueh-
lenbeck, a gift from Dr. A. H. Peacock, was presented to

the Society, Dr. C. B. Ford making the presentation ad-

dress. Dr. Sharpies replied with suitable remarks.

Dr. Norman W. Clein read a paper, “The Successful

Treatment of Cerebral Hemorrhage in the New-born.” This

condition is not at all uncommon and should be recog-

nized early. In premature infants fifty per cent of deaths

are due to this cause. Cerebral hemorrhage may appear

as cortical, subcortical or meningeal irritation. The diag-

nostic signs are cyanosis, apathy, failure to cry, difficult

respiration, difficulty in swallowing liquids. Least common
symptoms are convulsions and bulging fontanel. Instru-

ment delivery is not a common cause. Differential diag-

nosis should exclude aletectasis, congenital heart disease and

syphilis. Cisternal puncture is the treatment of choice.

Prognosis is good if the case is treated within the first

twelve hours. The paper was discussed by Dr. G. W. Swift.

Dr. G. S. Peterkin introduced Dr. Albert Van Dusen,

professor of sociology at Syracuse University, who read

a paper on the sociologic aspect of birth control.

Dr. Souren Tashian read a paper, “Clinical Significance of

Crx’pts of Morgani.” The embryology and anatomy of this

condition was reviewed. The importance was stressed of

digital and proctoscopic examination to discover early can-

cer of the rectum in operative condition. These crypts

often harbor fecal matter and swarms of bacteria which

may act as foci of infection. When tom they form painful

fissures. The paper was discussed by Dr. Crookall.

Mr. George F. Cotterill of Seattle Port Commission spoke

in favor of initiative measure No. 57, the reapportionment

bill.

Drs. T. H. Mitchell and Poska were elected to mem-

bership in the society.
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A meeting of the Medical Section of the society was

held November 10, with Dr. Frederick Slyfield in the chair.

Dr. H. H. Sherwood reported a case of atophan poison-

ing. Dr. J. W. Shaw discussed “Lesions of the Oral Mu-
cosa.” These are common and are distinct aids in diagnosis

‘ of constitutional and viscereal disease.

Dr. Hal Downey, professor of anatomy. University of

Minnesota Medical School, delivered an address on “Some
' Hematological Problems and Their Importance for Diag-

nosis.” The relationships of blood cells were discussed and

it was stated that lymphocytes regenerate by division of

I their own kind without differentiation from a stem cell,

usually considered as the lymphoblast. The nature of leu-

, kemia was considered and the different types of both mye-

I logenous and lymphatic were discussed. The subject of

I anemia was presented and the different types differentiated.

KLfCKITAT-SKAMANIA COUNTIES SOCIETY

I
Pres., Allen Bonebrake; Secty., J. B. Barber

Klickitat-Skamania Medical Society held a meeting at

White Salmon, October 30. All the six members, living

in two counties, were present.

Dr. A. E. Anderson, President of Washington State Med-

,
ical Association, gave an address on “Medical Economics.”

I Dr. Charles A. Hunter of Tacoma, read a paper on “Surg-

ical Diagnosis,” and Dr. Christian Queveli of Tacoma pre-

; sented a paper, “Fluoroscopy of the Heart and Aorta.”

Miss Helen Wilcox, secretary of Washington State Public

! Health League, discussed the work and purposes of her

organization.

The subject of county hospitals was considered. Dr. F. H.

Collins, county health officer of Klickitat county, offered

I information regarding the cost of construction and equip-

! ment.

PIERCE COUNTY MEDICAL SOCIETY

I

Pres., D. M. Dayton; Secty., W. B. Penney

The regular meeting of Pierce County Medical Society

I was held in the Rose and Gold Room of the Winthrop

, Hotel, Tacoma, November 11, Dr. D. M. Dayton in the

i
chair. Minutes of the previous meeting read and approved

PROGRAM

“Spastic Ileus,” Dr. C. H. Aylen, Puyallup. It was stressed

! that spastic ileus is usually not diagnosed except at opera-

tion or autopsy. A case was reported of a girl nine years

old who had been struck in the abdomen by the fist of

I a boy. She vomited every day for a week, but had very

, little pain. At operation six or eight portions of the

I

small and large bowel were found contracted. The only

pathology to be found was a small partial twist of the

ileum. Immediately on straightening this bowel all con-

;

striction disappeared. The patient made an uneventful

I

recovery. The paper was discussed by Drs. H. J. Whitacre,

I W. W. Mattson and E. D. McCarty.

“Acute Infections of the Palm of the Hand,” Dr. W. B.

[

Mitchell of Sumner. Attention was called to the necessity of

I
an accurate knowledge of the anatomy of the hand, that

proper diagnosis and treatment might be carried out. The

paper was discussed by Drs. H. G. Willard and H. J.

t Whitacre.

I “Friendly and Unfriendly Relations Between Country

I and City Doctors,” Dr. F. L. Scheyer of Puyallup. This

was a timely paper, dealing with fair and ethical relations

between doctors. It was commended and discussed by Drs.

C. F. Engels, P. B. Swearengen, C. H. Aylen, W. B. Penney,

D. H. Bell and C. H. Doe.

SNOHOMISH COUNTY MEDICAL SOCIETY

Pres., H. W. Bortner; Secty., R. B. Townsend

Snohomish County Medical Society held its regular

m.onthly meeting at Everett, November 4.

The following officers were elected for the ensuing year:

President, E. M. Adams; vice-president, H. J. Greer; sec-

retary, R. B. Townsend; treasurer, O. A. Thomle. Delegates

to the state medical association meeting: E. C. Leede and

C. L. Hoeffler. On the board of censors, W. D. Smith.

Dr. A. P. Duryee read the paper of the evening.

WALLA WALLA VALLEY MEDICAL SOCIETY

Pres., F. M. Campbell; Sec’ty., G. C. Daniels

The regular meeting of Walla Walla Medical Society was

held in Walla Walla, November 12, at Marcus Whitman

hotel, where a dinner preceded the meeting.

PROGRAM

Dr. Charles B. Ward of Spokane gave an address on

“The Treatment of Cancer with Radium and Roentgen-

ray.”

Dr. W. J. Pennock of Spokane gave an address on “Surg-

ery of the Urinary Bladder,” while Dr. M. M. Patton of

Spokane discussed “Tumors of the Breast.”.

YAKIMA COUNTY MEDICAL SOCIETY

Pres., P. J. Lewis; Secty., R. L. Ross

The regular meeting of Yakima County Medical Society

was held jointly with the Yakima Dental Society, at

Yakima, November 10, following a dinner at the Com

mercial Hotel at 6:30 p. m. There were thirty-three mem-

bers of the medical society and twenty-five members of the

dental society present. A brief business meeting was fol-

lowed by a program.

A paper was read by Dr. Robert L. Benson of Portland,

“A Hopeful View of Asthma,” and one by Dr. W. Claude

Adams of Portland, on “Oral Problems of Equal Interest

to the Physician and Dentist,” with a plea for better

cooperation. The papers were of great interest and well

received, as manifested by a generous discussion.

This was the first joint meeting of the physicians and

dentists promoted in the interests of better acquaintance

and understanding and was voted a marked success.

Use of Mechanical Measures in Treatment of Ob-

stinate Edema. In eight cases of extensive edema, mostly

the result of congestive heart failure and resistant to medi-

cal therapeutic measures, Edward F. Bland and Paul D.

White, Boston {Journal AM.A., Nov. IS, 1930), have em-

ployed Southey’s tubes inserted into the edematous sub-

cutaneous tissue of the legs or scrotum. In two of the

patients the results were strikingly beneficial, following the

removal of 16 liters in the course of two days in one case,

and of 9 liters in three and one-half days in another. In

three patients there was moderate relief; in one case only

slight improvement was noted; the remaining two patients

were not relieved.
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BOOK REVIEWS
Edited by KENELM WINSLOW, M.D.

Labor.atory Medicine: Guide for Students and Practi-

tioners. By Daniel Nicholson, M.D., .\ssistant Professor
of Pathology’, University of Manitoba, etc. Illustrated

with 108 Engravings and a Colored Plate. 433 pp. $6.00.

Lea & Febiger, Philadelphia, 1930.

This work is not purely a manual of laboratory- tech-

nique, with a sketchy reference to the clinical significance

of the findings, but rather begins at the other end, and,

considering first the outstanding clinical symptoms in vari-

ous diseases, tells what laboratory procedures should be

followed to aid in arriving at a definite diagnosis. .\s an

example, under the heading “Choice of Tests to Determine

the Cause of .Abnormal Hemorrhage,” the common causes

are enumerated, followed by the suggestion that the fol-

lowing tests be done; (1) Count of blood platelets, red

and white cells, (2) time of clot contraction, (3) Hess

capillary test, (4) bleeding time, (5) Coagulation time, (6)

icterus index. Reference is given by page number to

where the technic may be found and the interpretation of

results. How many physicians are there who would know
what tests were indicated and the meaning? Yet the di-

agnosis in this instance rests largely on the laboratory-

findings.

In the chapters which follow there are concise, lucid

accounts of the technic of various tests, with the normal

and abnormal values, and the significance of the latter.

The reader is not confused by having a great many varied

technics presented, from which a selection must be made.

One or at most two tests, which the author has found

most suitable and applicable, are described. .Although the

volume is of just over 400 pages; all tests of value are

described, and in addition there are a few of which knowl-

edge is scanty and yet are logical in apparent value. It

will be of great value for one to have a copy of this

book at hand, greater for the clinician than one engaged in

laboratory- work. Cefalu.

Mental .Aspects of Stammering: By C. S. Bluemel, M.
-A., M.D., L.R.C.P. (Lond.), M.R.C.S. (Eng.) Clinical

Instructor in Neurology at the University of Colorado

School of Medicine, etc. 152 pp. $2.50. The Williams and
Wilkins Co., Baltimore, 1930.

.A book written primarily- for school use, also for the

stammerer to use for self-training. It consists of two parts,

the first presenting the author’s conception of the mental

cause of stammering, the second giving his methods of

mental training for correcting the impediment. Stammering

is first considered as an impediment of thought with the

impediment of sfieech as the resulting symptom. Following

this a few pages are devoted to elementary- p>sy-chology,

it being applied to the subject of the thesis. In a chapter

on the psychoneuroses the author speaks of thought disturb-

ances as affecting numerous functions besides speech, and

finds “stammering” in swallowing, breathing, walking, using

various instruments, writing, etc. Reversing the analogy-,

why not speak of stammering as a tic or habit spasm?

The remaining two-thirds of the book are devoted to

the technic of the methods of treatment which the author

states are effectual with children, but of less value with

adults. The book is simply and clearly written, and con-

tains numerous photographic reproductions, illustrating the

author's method of therapy- employed in the school room.

To stammerers and those interested in the treatment of

stammering this little volume is heartily recommended.

Price.

A TRE.ATISE ON ORTHOPEDIC SvRGERY. By Royal Whitman,
M.D., M.R.C.S., F..A.C.S., Consultant to the Hospital for

the Ruptured and Crippled, to St. Giles and St. John’s
Guild Hospitals, etc.. New York. Ninth Eklition. Thor-
oughly Revised. Illustrated with 981 engravings. 1085 pp.
$10.00. Lea & Febiger, Philadelphia, 1930.

As orthopedic surgery is concerned primarily with bodily

mechanics, the prevention and correction of deformities and

the conservation of locomotion, the author has classified

his subjects according to his personal and hospital exjierience

and has alloted space according to the importance of each

subject. It is impossible to make a convenient classification,

as the material is drawn from every- department of med-

icine and the subjects are unrelated in etiology- and path-

ology, as so-called orthopedic surgery has very ill defined

boundaries and the English definition of this form of spie-

cial surgery seems to be the soundest. The author is always

mindful that the majority of deforming diseases are first

seen by the general practitioner and consequently- has gone

to some pains and perhaps undue detail in explaining various

methods of examination and points to be looked for in the

parts that are examined, always with one view in mind, an

early- diagnosis, this being a natural sequence of pre%-entive

treatment.

In the beginning, is given a very simple and most ade-

quate description of tuberculosis of the spine, various meth-

ods of treatment, their advantages and disadvantages, both

conservative and operative, and their faults as well as their

advantages. Likewise is considered every other form of

bodily mechanics that is justly classified as orthopedic. The

descriptions and descriptive terms are unsurpassed and are

characteristic of no other author in being expressive and

simple. No doubt he has purposely left out a number of

older methods of treatment which are now obsolete and has

included the more recent advances in this particular spe-

cialty, y-et never losing sight of the conservative as well

as the newer operative methods. The general trend of

orthopedics during the last century has been along the lines

of surgical means which greatly shortens the period of

treatment. This is indeed the work of a master and, if one

will stop and review the original edition and compare it

with this, the work demonstrates very clearly the advances

in both scope and methods of this branch of surgery-.

McLemore.

Laboratory Pediatrics: Clinical Pediatrics, Volume XX.
By John D. Lyttle, M.D., .Assistant Clinical Professor of

Diseases of Children, College of Physicians and Surgeons,

Columbia University, New York, etc. Illustrated. 189 pp.

D. .Appleton and Company-, New York and London, 1930.

The author states in the preface that this volume was

designed primarily for the general practitioner rather than

the pediatrician or the advanced laboratory- worker. It is

his opinion that many of the tests commonly performed

by hospital technicians are sufficiently simple to be satis-

factorily carried out in the physician's own office laboratory.

The individual chapters are devoted to descriptions of

routine tests on urine, blood, sputum, feces, gastric con-

tents and cerebrospinal fluid. The chemical and bacteri-

ologic examination of breast and cow’s milk are de-
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scribed. In the chapter on “Blood Chemistry in Pedia-

trics” there is a valuable introductory section on the tech-

nic of venepuncture and sinus puncture. This is followed

by descriptions of the estimation of nitrogenous and min-

' eral compounds in the blood. Normal values are compared

with the deviations found in various metabolic diseases.

The book is concise and practical and should prove a dis-

1
tinct aid to any physician who desires to perform the

I

laboratory work incident to the practice of clinical pedi-

I

atrics. Olmsted.

A Text-Book of Pathology. Edited by E. T. Bell, M.D.
Professor of Pathology in the University of Minnesota,
Minneapolis. Illustrated with 316 Engravings and 2

Colored Plates. 627 pp. $8.00. Lea & Febiger, Phila-
delphia, 1930.

Si.x associate editors in the various branches of path-

ology contribute to this volume. It has two distinct ad-

;i vantages over the average textbook. First, it is very con-

i;

cise and includes a clear description of the essential changes

Ij
in an organ

;
second, the subject matter adheres closely

to the outline. This book will serve excellently as a rapid

I reference work or an outline of the ordinary pathologic

! lesions occurring in any organ. Of necessity, a single work

|;
cannot go into too great detail in the discussion of these

j»
lesions. The chapters on blood written by Hal Downey

(
are particularly good. Nickson.

! The Psychology of Chh,dhood; By Edgar James Swift,

j

Ph.D., Professor of Psychology, Washington University.

431 pp. $3.00. D. Appleton & Co., New York and Lon-
\

don, 1930.

I

One closes this book with the sustaining feeling of the

i author’s sanity. He admits he doesn’t know everything

|l about child psychology
;
he has no sure cure for all the ills of

the mind and p>ersonality, and even admits that an in-

i'

telligent old maid or bachelor may be better equipped to

' observe and suggest than an harassed parent. In other

• words, one needn’t lay an egg to be qualified to judge be-

tween a good and a bad one. Best of alt he is not a

I propagandist. He credits the contributions of Freud and

I Watson without believing they have propounded an alt-

I saving gosptel. He believes the mental life is not one long

I series of sex imaginings, and as to behaviourism he is not

(
yet ready to believe that by proper nurture one can gather

1 figs of thistles.

The whole child is the central thought; as Adolph Meyer

( would say, “the integration of the individual as a whole.”

1
He believes that the future pereonality pattern is laid down

j in infancy and early childhood, and the problem is one

I of “changing tendencies and unscrambling fears,” never

I forgetting that the child study of this period is most often

]
parent study. He pictures a millenium in which inefficient

]
parents will be discharged like inefficient teachers.

In the moral and social education of the child, the

I behaviour of parents and the ethics of the playground

I are powerful forces. The intelligent child will be guided

1 by what he observes and experiences more than by what

1 he hears, particularly if his tympanic membranes have been

j dulled by incessant “don’ts.”

. In the psychology of discipline one must distingubh it

I from punishment. Discipline consists in “producing and

J maintaining habits of thoughtful behaviour.’’ The neces-

» sity of punishment is a tacit admission of failure of par-

! ent or teacher, but when necessary, it should be direct,

not vengeful, often heroic and should leave no sense of in-

justice. To the pediatrician, who often wonders what the

psychologist is about, it is refreshing to have one admit that

the current intelligence tests are a measure of information

and school attainments rather than native ability. It is

well summed up in the statement that “no test to determine

intelligence is valid unless the individual tested has had

a reasonable opportunity to learn about various elements

involved in tests and has also been interested in learning.”

The reviewer will unhesitatingly recommend this book

to parents interested in the mental growth and training of

children. McCown.

John Marsh, Pioneer. The Life Story of a Trail-blazer

on six Frontiers. By George D. Lyman. Illustrated, 394

pp. $3.50. Charles Scribner’s Sons, New York, 1930.

Here is presented a sketch of the life of a man who had

an active part in the early development of California. Born

in Massachusetts, he was destined by his parents for the

ministry. After graduating from Harvard College in 1823,

he taught school while reading medicine with a physician.

In order to increase his finances, he accepted the position

of teacher in an officer’s family at a fort on the frontier

of Minnesota. Here his medical knowledge was supple-

mented under another physician. He developed an intense

interest and knowledge of the Indians, forming an at-

tachment for a beautiful half-breed Sioux, from whom
was born a son. He served for a time as Indian agent,

having many thrilling experiences. After the death of his

beloved Indian companion, he got into difficulties that

caused him to flee from this section and he appeared in

California, while that territory was under the Mexican

government. He purchased an immense tract of land in

the San Joaquin valley, where he developed the reign of

a cattle king. Being possessed of limited funds at the

outset, he decided to practice medicine. As this would

not be permitted except by license from the Mexican gov-

ernment, he offered his Harvard B. A. degree as proof of

his qualifications. Since none of the authorities could read

Latin, they concluded a man must possess medical knowl-

edge who possessed such a learned document. Thus he

became the first medical practitioner in California. His

fees were collected in cows, fifty of these being tbe min-

imum fee for a labor case. Although he had a limited

knowledge of drugs, quinine was his main stay and he

was successful in the use of the scalpiel. This history relates

many stirring experiences with cattle thieves and other

robbers, following the trail of the Argonauts of ’49. After

marrying a lady in California, he built a residence of

stone and home-made bricks, said to be the most imposing

structure in the state. It remains a monument widely

known as Marsh’s castle. Anyone wishing to spend the

time to read a fascinating book will be satisfied with this

tale of a medical practitioner with most diversified ex-

periences.

Minor Surgery and B.wdaging; By Gwynne Williams,

M.S., F.B.C.S. Surgeon, University College Hospital,

London. Twentieth Edition with 262 illustrations. 445

pp. $3.50. F. A. Davis Co., Philadelphia, 1930.

The first chapters deal with examination of patients,

methods of sterilization and preparation of various com-

pounds used in minor surgery. Concise formulas are given,

not in too great a number, and terse directions for each

process. Preparation of patients for operations is sue-
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cintly outlined, none of the minor points being omitted.

The plan of the operation comes next, the role of each

person in the surgerx’ being briefly pointed out. Various

special instruments are mentioned, as also sutures and

drainage of wounds. Postoperative care is concisely treated

and complications are included. The care of traumatic

wounds is discussed, also bruises, sprains, burns and other

accidental injuries. The treatment of hemorrhage is clearly

stated. A short chapter deals with the recognition of major

surgical conditions and the immediate procedure therein.

While not minor surgerj’, this does not seem out of place.

Minor surgery comprises such procedures as laryngeal

intubation, spinal puncture, aspirations, infusions, trans-

fusions, incisions, amputations and herniotomy. Classic

methods are outlined with minor original points, and in

such a simple way that the knowledge of how to do these

things seems more accessible than usual. Unlike most dis-

cussions of bandaging, its description avoids a bewildering

multiplicity of bandages and diagrams. A neat, effective

bandage is always to be desired and herein the making of

such is pointed out with interesting ease.

In the care of fractures all methods are simple, the direc-

tions complete even as to less important points. .4t the

end is a table gi\dng the periods for disability for various

fractures and presenting the English schedule. Dislocations

and their reduction are briefly discussed. Orthopedic ap-

pliances are described, and their disadvantages as well as

merits pointed out. Inhalation anesthesia is described,

English apparatus being pictured and described. Chloro-

form, while listed by the author as one of the more dan-

gerous anesthetics, is gi\-en a good deal of space. Designed

for the use of house surgeons, dressers and junior practi-

tioners, the book deserves wide recognition.

L.a Violette.

Physiology axd Biochemistry’ ix Moderx Medicixe. By

J. J. R. Macleod. MB., LL.D., D.Sc., F.R.S., Regius

Professor of Physiology in the University of .Aberdeen,

Scotland, etc. .\ssisted by Roy G. Pearce, A. C. Red-
field, X. B. Taylor, and J. M. D. Olmstead and by
others. Sixth Edition. With 295 Illustrations, including

9 Plates in Colors. $11.00. The C. V. Mosby Co., St.

Louis. 1930.

The fact that the first edition of this work appeared in

1918 and the sixth in 1930 indicates both its popularity

and the rapid advance in the application of physiology

and biochemistn,’ to medicine. The first edition brought

together those portions that had been found most useful

to the clinical worker. In the fifth edition, in response to

requests from teachers of physiology’, there were additions

to make it a suitable text on physiology for students of

medicine. The sixth edition brings the text up to date.

With the rapid increase in laboratory procedures in

medicine there has been less and less of this work done

by the clinician. He is relying more on reports from the

laboratory’ worker and frequently draws unwarranted

conclusions from such reports because of hazy ideas of

fundamental principles involved. For the same reason he

also asks the laboratory for work that has but little prac-

tical value. The last years in medical school are so crowded

with clinical work that there is little time left for the stu-

dent to apply the knowledge of fundamentals acquired in

the first y’ears, and he soon learns to depend on reports

from the laboratory rather than upon first hand knowledge.

These conditions make books on the application of physi-

ology’ and biochemistry prime necessities to the practition-

er. This book is, however, much more than an application

of laboratory work to medicine. The chapters on digestion,

absorption, metabolism, respiration in the lungs and be-

yond the lungs, circulation and excretion of the urine con-

tain much that can be applied at the bedside to the satis-

faction of both patient and physician. This is the most

satisfactory work on the subject available and merits a

place within easy reach and in the study of every practi-

tioner. Griswold.

.\ Textbook of Histology’. By Harvey Ernest Jordan,

-4.M., Ph.D. Professor of Histology and Embryology,
University of Virginia. With Five Hundred and Ninety-
four Illustrations in the Text and Four Plates. 857 pp.
D. .\ppleton and Companv, New York and London,
1930.

The earlier textbook of histology’ was prepared by

Harvey Ernest Jordan and Jeremiah S. Ferguson with

about 300 original illustrations and others borrowed from

various sources. This text has been thoroughly rev’ised

through the fi\’e prev’ious editions and new material and

illustrations have been added in order to bring the volume

up to date. The text is divided in three main portions;

first, the textbook on histology of 719 pages; second, the

chapter on histologic technic which is well done with com-

plete directions for laboratory work. This makes a com-

plete textbook on histology. It is adequately planned for

use by medical students. Mosim.yx.

.\ffectioxs of the Ey’e IX Ge.xer.\l Practice. By R.

Lindsay Rea, B.Sc., M.D., M.Ch. F.R.C.S. Surgeon to

Western Ophthalmic Hospital, London, etc. With Sev’en

Colored Plates and Thirty-three Illustrations. 155 pp.
Lea & Febiger, Philadelphia, 1930.

This book comprises a series of papers that the author

has written from time to time concerning affections of the

eye. It is not a textbook on ophthalmology’ and probably

will not interest the ophthalmologist. The general prac-

titioner, howev’er, will obtain from it information concern-

ing the ordinary’ dsieases of the eye stated clearly and

concisely.

Sl’RGICAL Clixics of North America: (Issued serially,

one number every other month.) Volume 10, number 5,

(Pacific Coast Number—October, 1930) 271 pages with
136 illustrations. Per Clinic year (February’ 1930 to

December 1930.) Paper, $12.00; Cloth, $16.00. Phila-

delphia and London.

This volume, designated Pacific Coast number, offers

clinical reports from surgeons in California, Oregon, Wash-

ington, British Columbia and Hawaii. Its special interest
'

to the section ser\-ed by this publication is suggested by 1

the names of the following contributors: From Oregon ap>- A
pear reports from J. E. Else, W. B. Holden and R. E. 5
Watkins of Portland. Washington contributors include B.

T. King, G. W. Swift, A. O. and R. H. Loe of Seattle; *.

S. L. Caldbick and R. E. Hofi’stadt of Everett; A. A.

Matthews of Spokane and A. W. Taylor of Ellensburg.

These contributions cover a variety’ of subjects, which are

presented in the usual attractive manner characteristic of

this publication.

k
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A Primer for Di.abetic Patients: By Russell M. Wilder,
M.D., Professor and Chairman of the Department of
Medicine, University of Chicago Clinics; Formerly Head
of the Section on Nutrition, Division of Medicine, Mayo
Clinic. Fourth Edition, Re\Tsed. 138 pp. Philadelphia
and London. W. B. Saunders Company, 1930. Cloth,
$1.50.

This booklet is intended to offer patients a brief outline

of the treatment of diabetes with diet and insulin. It also

includes directions and charts for the use of physicians in

planning diet prescriptions. Ever>’ patient a subject of this

disease could profit by the study of a book of this char-

acter and this is commended for that purpose.

The Medical Record Visiting List for 1931. Contents;

Calendar, July 1929-June 1931. Estimation of Probable
Duration of Pregnancy, Approximate Equivalents of

Temperature, Weight, Capacity, Measure, etc. Maximum
-Adult Doses by the Mouth, in -Apothecaries’ and Decimal
Measures. Drops in a Fluid Drachm. Solutions for Sub-
cutaneous Injection. Solutions in Water for Atomization

and Inhalation. Miscellaneous Facts. Emergencies. Arti-

ficial Respiration. Signs of Death. Hints on the Writing

of Wills. Table of Signs. Visiting List and Special Mem-
oranda. Consultation Practice. Obstetric Engagaments.
Record of Obstetrical Practice. Record of Vaccination.

Register of Deaths. Nurses’ Addresses. -Addresses of Pa-

tients and Others. Cash -Account. Price $2.00 net. Wil-

liam Wood & Co., New York.

STUDIES OF THE ETIOLOGY OF THE
COMMON COLD

In their studies of the etiology of the common cold, Ger-

ald S. Shibley, Katherine C. Mills and -A. R. Dochez, New
York {Journal AM.A., Nov. 22, 1930), first directed their

efforts toward displacing the common potential pathogens

of the upper respiratory tract, such as pneumococci, strep-

tococci, Pfeiffer’s bacillus, staphylococci, the gram-negative

cocci and the gram-negative filter-passing bacteria, from
the position of primary importance. Following these ob-

servations an effort was made to test the hypothesis that

colds are caused by a filterable virus, one of those mysteri-

ous agents the exact nature of whose biologic activity still

remains obscure. They decided to use animals for the ex-

periment, and in searching about for a suitable animal

they discovered that anthropoid apes are supposed to catch

colds. They found that chimpanzees are susceptible to the

human type of upper respiratory infection; that the clini-

cal manifestations noted when these animals catch colds

closely resemble those seen in man under similar conditions,

and that the bacterial flora of the nose and throat of chim-

panzees is practically identical with that of man. Individu-

als suffering from suitable types of colds were sought out.

In all, twenty-eight inoculations of chimpanzees have been

made with filtered nasal washings from human beings. Of
these, twenty were obtained from patients in the acute

stage of the common cold and eight from normal indi-

viduals at a season of the year when colds were at their

lowest incidence. Of the twenty experiments with filtrates

from colds, four have been excluded since the inoculations

were made in animals recently purchased and which had
recently suffered from respiratory infection. Of the re-

maining sixteen animals, seven contracted experimental

colds, an incidence of 44 per cent of successful transmis-

sions. The symptomatology of the experimental cold re-

sembled exactly that of the spontaneous cold previously

described. The usual incubation period was from thirty-

six to forty-eight hours. The onset was characterized by
lassitude, loss of appetite and the presence of a mucous
nasal discharge. This was quickly followed by nasal ob-

struction, sneezing, coughing, and sometimes by inflamma-

tion of the pharyngeal mucosa. The mucous di^h^tge
eventually became mucopurulent and sjniptoms at times

lasted as long as three weeks. Filtered iias,T.‘i washings from
human beings suffering from colds and from normal indi-

viduals have contained gram-negative filter-passing anae-
robes in nearly the same proportion of instances. No evi-

dence, however, has been obtained that these organisms
have any etiologic significance in the initiation of a cold.

The experimental transmission of the common cold from
man to man was next attempted. For this purpose human
volunteers, preferably young adults, were secured. All

physically unsuitable individuals and all who harbored pos-
sibly dangerous pathogens in their upper respiratory tracts

were excluded from this type of e.xperiment. At the ter-

mination of the period of observation and study the se-

lected volunteer was inoculated intranasally with filtered

nasal washings obtained from individuals suffering from
the early stages of the common cold. In a number of in-

stances plain sterile broth was injected intranasally to ex-

clude and control any symptoms that might arise from the
irritating effect of the broth itself. Irritation arising from
this source was found to be negligible. Nine experiments
of this type have been completed and in four instances

colds have been successfully transmitted, a 44 per cent

incidence of positive experiments, which is the same as

that obtained in the study with anthropoid apes. Filter-

passing anaerobes were present in all the filtered nasal

washings used in the studies of human transmission, both
the positive and the negative results. The varieties of anae-
robes present were the same in the two instances. These
organisms are not believed to posses primary etiologic sig-

nificance. The authors conclude that the contagious cold

in human beings is caused by an invisible uncultivable,

filtrable agent which in all likelihood belongs to the group
of so-called submicroscopic viruses.

PHYSICAL REASONABLENESS OF LIFE

A. V. Hill, London, England {Journal A. M. A., Nov. 8,

1930), insists that life is physically reasonable, in the sense

that its detailed characteristics can best be studied by exact

and quantitative experimental methods. The education of

a medical man should lead him to the instinctive and con-
fident view that magic has no place in medicine, that it is

professionally dishonorable to believe, or to suggest, ex-

planations of phenomena or methods of treatment which
are physically unreasonable. To give physics, and physical

methods competently and critically used, a high place in

the medical curriculum is to set men’s faces definitely in

the right direction, and against the spread of magic and
fraud. This is no small task—the discipline necessary for

an adequate and critical use of physical methods and ideas

cannot properly be given in the crowded years of a medi-
cal course. It is necessary that a certain number of prop-
erly trained physicists should be attracted to biologj' and
induced to turn their attention to its problems. Hill con-
tinues: A training in physics and biology, an acquaintance
with the facts of medicine and neurology, will prevent an
unreasoning belief in spooks and spiritualism and miracles;

a most depressing conclusion, for it is romance and magic
and miracles which really move men’s hearts, however
hard they apparently be ! The world is not less beautiful

if bits of it become intelligible; a tract of country is not

less romantic if we carry a map
;
the sky is not less blue

if we know the blueness is due to the scattering of light

by particles or molecules far up; there is no less pleasure

in achievement if we use good tools than if we use bad
ones. In scientific research we work and work, sometimes
for months and years, in digging a tunnel with no apparent

results; then suddenly comes the supreme joy of life

—

daylight begins to glimmer at the end, and in a few min-

utes we see that nature, after all, has not played us false.

To one who works honestly and accurately, these moments
are sure to come. .And in using physical methods the joy

is so much the greater because the achievement is more
sure. Not only do we find the promised land, but often

its details agree with surprising accuracy with the quan-

titative forecasts that have been made about it. It is no

use, therefore, to tell a scientist that romance is dead, or

3
,
physiologist that physiologic problems are insoluble; the

emotio'nc' he has experienced in finding new worlds will

effectively prevent him from believing you.
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The True Story of Acterol
CHEMISTS call it by its correct chemical name, solution

activated ergosterol—the name by which we first supplied it/

The largest manufacturer of rare sterols in America, early having

activated cholesterol^ (1925), being first in America to commercially

produce pure ergosterol® and to standardize activated ergostero/’*

(October, 1927), seeking to protect ourselves and the medical pro-

fession against substitution, we coined the name Actero/—signifying

activated ergosterol. The Council on Pharmacy and Chemistry

subsequently coined a name, Vibstero/. As servants of the American
Medical Profession, we defer to its wishes and now call our product

Mead’s Viosterol in Oil, 100 D, The product remains the same.

Therefore, so long as you specify

call it Acterol, call it Activated Ergosterol

caU it VIOSTEROL IN OIL, 100 D -
so long as you specify Meades,

You are sure of getting the original brand

backed by the longest manufacturing and

clinical experience. The paramount impor-

tance of this is evident from three striking

truths: (l) We established the potency and

(2) the dosage, both of which (potency and

dosage) are now the official standards. (3)

Mead’s Viosterol does not turn rancid.

Specify Mead’s Viosterol because it is ac-
curately standardized, uniformly potent,
free from rancidity, and safe to prescribe.

Mead Johnson Co., Evansville , Ind.,
enclose no dosage directions, and never ex-

ploit the medical profession.

V- Biol. Chem., 76:2. ^Ihid., 66:451.

^Ibid., 80:15. *Ibid., 76:251.

MEAD’S VIOS-
TEROL IN OIL,
100 D (orj^i-
nally Acterol).

Specific and
preventive in

cases of vita-

ViOSTEROfc
**0IVATED ERGOSIOC^

IN OIL
lOO D

ORIOINALUY
^cterou
^OOHHSOM 6$^
'‘NSV ILLE , IN O. yii

WATCH FOR SPECIAL COLOR
SUPPLEMENT IN JOURNAL OF THE

AMERICAN MEDICAL ASSOCIATION
JANUARY 18th, 1930

min D deficiency. Licensed,
Wisconsin Alumni Research
Foundation. Accepted, Council
on Pharmacy and Chemistry,
A.M.A. All Mead Products are

Council-Accepted.
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You Can’t Buy A
Second-hand Wappler

Valve Tube X-Ray Machine
These machines stay sold. Owners won’t and don’t part with them.

Sales of MONEX, DIEX and QUADREX machines

increased over 200% last year

And the buyers for the most part were the men and institutions having the

most knowledge of and experience with x-ray equipment.

If you would like to know the joy of ABSOLUTE FREEDOM from

mechanical and service problems in your x-ray department, install Wappler Valve

Tube rectification. You will never be free from troubles until you do.

VALVE TUBE rectification is the Straight Eight” of the x-ray world.

Mechanical Rectification is like the old "Model T” in comparison. Sure

—

both get there some way—but what a difference!

With Wappler Valve tube machines there is

—

No NOISE (Absolute Silence)

No Nauseating "effluve”

No Motors or Discs

No Radio Interference

The biggest institutions of America, and the most famous radiologists of the

world are using VALVE TUBE X-Ray Machines today.

Descriptive literature on request.

SHAW SUPPLY CO., Inc.
Surgical and Hospital Supplies

and

The largest X-Ray Service and Educational Personnel in the West

SEATTLE TACOMA PORTLAND
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE, OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.
Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.
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’Li The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat*

ment of pulmonary

tuberculosis, includ*

ing thorocoplasty, in-

trapleural pneumoly-

sis by the Jacobaeus

method, phrenicot-

omy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON, and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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Compoun
of Cal

asyrup

creose
Available for the lesser ailments of the

respiratory tract ... a tasty, effective

cough syrup that does not nauseate

, . . each fluid ounce representing Cal-

creose Solution, 160 minims; Alcohol,

24 minims; Chloroform, approximately

3 minims; Wild Cherry Bark, 20 grains;

Peppermint, Aromatics and Syrup q, s.

Cahlets Calcreose

our grains

Each Tablet Calcreose 4 grains, con-

tains 2 grains pure creosote^^i«biiii*i'l

with hydrated calcium

expectorant action

vided in a form

tolerate. */ ^

THE MALTBI
Newark,lNew

/^OfiVoTe IS pro-
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Approved by Council of P h arm a cy and Chemistry of American Medical Association

Just Twenty Minutes
and you have accurately diagnosed

the cause of Hay Fever

Quick, Scientifically Accurate J
'

I
'HE doctor who uses Hollister-Stier Test sets, cover-

ing the Hay Fever plants common to his section,

can quickly determine the plants that are causing the

patient’s trouble.

Within 20 minutes after using Hollister-Stier Test

sets, you have a definite reaction. It is then a simple

matter to prescribe Hollister-Stier Antigens that bring

the desired relief.

Hollister-Stier Antigens and Test sets are the result

of seven years of active botanical research—covering

complete surveys of the 13 districts in the Northwest

—

and all Hollister-Stier Pollen Antigens are prepared

from local pollens.

The Surrey of Hay Fever Plants common to

your district, and full directions for using Hol-

lister-Stier test sets are free. Write today.

5 Points of

Superiority of

Hollister-Stier

Hay Fever Pollens

1. Local Pollens Used
Collected from each of the 13

districts of Oregon. Washing-
ton, Idaho, Utah and Wyom-
ing.

2. Accurately Compounded
Under the most scientific care
and supervision.

3. Made Fresh
Pollen Antigens are prepared
immediately o n receipt o f

order.

4. Individualized Treatment
Each Pollen Antigen is com-
pounded to meet the patient’s
specific lequirements.

5. Shipped Promptly
Hollister - Stier Pollens are
made up promptly and ship-
ped immediately after being

\ compounded. (

Govt, License No, 91, We Specialize in Hay Fever Pollens of the Northwest

476-481 Paulsen Medical and Dental Bldg. SPOKANE, WASH.
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WAPPLER SHOCK'PROOF
X'RAY APPARATUS

Surprises the X^Ray World!
The Wappler engineers have added still another accomplishment to their many years

of leadership in the development of X-Ray apparatus.

The new MOTOR - DRIVEN
SHOCK - PROOF X-Ray apparatus,

complete as illustrated includes trans-

former, fluoroscopic screen, and Cool-

idge tube.

Price only ^2400.00
(F. O. B. New York)

No other shock-proof apparatus offers the advantages of the Wappler Motor-Driven

outfit for both vertical and horizontal X-Ray work.

The tube is a standard Coolidge Radiator type. It is NOT immersed in oil. Therefore

any operator can change tubes instantly if desired.

Other distinctive features:

Perfectly shock-proof. Unaffected by altitude or humidity.
• I

Most compact unit on the market.
Noiseless operation. .

extra wiring necessary.
Utmost nexibility. Greatest comfort and convenience to patient and
No overhead wires. operator alike.

Write for complete descriptive bulletin.

SHAW SUPPLY CO., Inc.

SEATTLE TACOMA PORTLAND
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE. OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.
Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat-

ment of pulmonary

tuberculosis, includ-

ing thorocoplasty, in-

trapleural pneumoly-

sis by the Jacobaeus

method, phrenicot-

omy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON, and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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)LINICAL experience during in

’ epidemics demonstrate^hat Calcretss®"

was of value in the treatme^^f^
ary and intestinal complication?!'

iMAB,ailS30

mutiiiM:
The Tablets Calcreose 4 grs. contain 2 grs.

of pure creosote combined with hydrated

calcium oxide.

Each fluid ounce of Compound Syrup of

Calcreose represents Calcreose Solution 160

minims (equivalent to 10 minims of pure

creosote); Alcohol, 24 minims; Chloroform,

approximately 3 minims; Wild Cherry

Bark, 20 grains; Peppermint, Aromatics

and Syrup q. s.
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An Effective Alli/r

in the Treatment ofPneumonia

Anything short of major cali-

bre in a diathermy machine for

the treatment of pneumonia

will prove disappointing. The

Victor Vario-Frequency Dia-

thermy Apparatus is designed

and built specifically to the

requirements. It has, first, the

necessary capacity to create

the desired physiological ef-

fects within the heaviest part

of the body; secondly, a re-

finement of control and selec-

tivity unprecedented in high

frequency apparatus.

In the above illustration

the apparatus proper is shown

mounted on a floor cabinet,

from which it may be lifted

and conveniently taken in

your auto to the patient’s

home.

A REPORT from the Department
of Physiotherapy of a welh

known New York hospital, dealing

with diathermy in pneumonia and

its sequelae, states as follows

;

“As a rule diathermy is indicated in

acute pneumonia, especially so when
the symptoms are becoming or already

are alarming: the temperature is high,

the patient is delirious, the pulse is

extremely rapid, cyanosis is deep, the

respiration rate is high, the breathing

is very shallow, and the cough remains

unproductive. Not infrequently in a

pneumonia case with such alarming

symptoms, after a few diathermy treat-

ments an entire change of the picture

takes place: cyanosis lessens, respira-

tion becomes deeper, the quality of

pulse improves, the rate decreases, the

temperature is lowered, and the cough
becomes productive. Auricular fibril-

lation that develops occasionally in

similar pneumonias or other types of

pneumonia where the toxemia is great,

has been changed to a perfect normal
rhythm after a few diathermy treat-

ments.”

You will value diathermy as an

ally in your battles with pneu'

monia at this season, aside from

the satisfaction derived from hav'

ing utilized every proved thera-

peutic measure that present day
medical science offers.

A reprint in full of the article

above quoted, also reprints of other

articles on this subject, will be

sent on request.

GENEMAL@ ELECTRIC
X-MAY CORPORATION

7Aanufa<^urers of the Coolidge Tube and complete line ofX'RayApparatus
Physical Therapy Apparatus, Ele(3rocardiographs, and other Specialties

2012 Jackson Boulevard Branches in allPrincipalCWes Chicago, 111., U. S. A.

FORMERLY VICTOR HiUByi X-RAY C O R PO RAT I ON
Seattle—308 Medical & Dental Bldg. Spokane—328 Hutton Bldg. Portland—206 11th St. Salt Lake City—Medical Arts Bldg. 54 E. So. Temple St,
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WAPPLER SHOCK'PROOF
X'RAY APPARATUS

Surprises the X'Ray World!

No other shock-proof apparatus offers the advantages of the Wappler Motor-Driven
outfit for both vertical and horizontal X-Ray work.

The tube is a standard Coolidge Radiator type. It is NOT immersed in oil. Therefore
any operator can change tubes instantly if desired.

Price only ^2400.00
(F. O. B. New York)

The Wappler engineers have added still another accomplishment to their many years
of leadership in the development of X-Ray apparatus.

The new MOTOR - DRIVEN
SHOCK - PROOF X-Ray apparatus,

complete as illustrated includes trans-

former, fluoroscopic screen, and Cool-

idge tube.

Other distinctive features:

Perfectly shock-proof.

Noiseless operation.

Utmost flexibility.

No overhead wires.

Unaffected by altitude or humidity.
Most compact unit on the market.
No extra wiring necessary.

Greatest comfort and convenience to patient and
operator alike.

Write for complete descriptive bulletin.

SHAW SUPPLY CO., Inc.

SEATTLE TACOMA PORTLAND
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Ofiice, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE, OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.

Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat-

ment of pulmonary

tuberculosis, includ-

ing thorocoplasty, in-

trapleural pneumoly-

sis by the Jacobaeus

method, phrenicot-

omy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON, and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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ACWIEVE/viE/NTS
Compound Syrup of

Calcreose

Alcohol 5 Per Cent
Each fluid ounce

Represents:

Alcohol—24 Mins.

Chloro/orm Ap'
proximately

3 Mim.
Calcreose Solution

160 Mins.

(Equivalent to 10

mms. of creosote)

Wild Cherry Bar}{

20 grs.

Peppermint Aro*

manes and S>ryp

q. s.

Tasty, effective, dors

which meet your
therapeutic requirements!

HEN Maltbie maede Calcreose available for

u the treatment of Bronchitis, Tuberculosis, In-

testinal anci Urinary Affections, the medical profes-

sion was given a produd; through which the full

therapeutic effect of creosote could be secured even

though the patient may have a sensitive stomach.

Calcreose is a loose chemical combination of pure

creosote and hydrated calcium oxide. The creosote

is slowly released from Calcreose and this provides a

prolonged and effective action which is very helpful.

Leading druggists carry Tablets Calcreose 4 grs. and

Compound Syrup of Calcreose

purposes. Samples gladly mailed

Maltbie Chemical Company,

Tablets

Calcreose

4 grains

Each tablet contains 2

grains of pure creosote

combined with hy-

drated calcium oxide.
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The

Hayfever

Season

is just

around

the corner

Highly satisfactory results have been reported from the treatment of hay fever
by pollen extracts when properly and timely used. When results are disappointing
it is often because of failure to administer the treatments sufficiently far in advance
of the hay fever season.

Treatments for the desensitization of hay fever patients should commence not

less than from five to six weeks before the expected onset of the attack, and unless

pre-seasonal and seasonal treatments are strictly followed, the expected results will

not be wholly satisfactory.

Pollen Allergen Solutions Squibb

used for the prevention and treatment of hay fever

Squibb’s Diagnostic Pollen Allergen Solutions

afford the means for determining the causative pollen

Pollen Allergen Solutions Squibb are supplied in Treatment Sets consisting

of 10 graduated doses and ampuls of sterile salt solution for making the necessary
dilutions; also in 3 vial packages containing solutions of strengths which enable the

physician, without further dilution, to administer a complete course of treatment.

Special information concerning the use of Pollen Allergen .Solutions Squibb
for the diagnosis and treatment of hay fever will be supplied to physicians upon
request.

Address the Professional Service Department.

ERSquibb Sons, NewYork
MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858.
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The new ROBERT C. COFFEY CLINIC in Portland, now under
construction, will be equipped with the very latest improved appli-

ances in every department. The extensive X-Ray laboratories will,

of course, be equipped with

Wappler Valve Tube
X^Ray Apparatus

Dr. Coffey and his associates have been making a careful investigation of X-Ray installa-

tions all over the nation, and selected Wappler Silent Valve Tube equipment because of its

many superior advantages over the old noisy motor-driven, mechanically rectified types.

Every room in the new Coffey Clinic & Hospital will be equipped with radio for the use

of convalescent patients.

This modern idea in hospital facilities is only feasible where Valve Tube X-Ray equip-

ment is used—for there is NO RADIO INTERFERENCE even in the same building when
a Wappler Valve Tube X-Ray machine is operating.

The old mechanically rectified machines disturb radio reception for many blocks surround-

ing the installation.

But there were also many o:-her reasons for adoption of this modern Wappler Valve Tube
X-Ray eqquipment, by the Coffey Clinic.

1st. Valve tube equipment is more efficient than mechanical rectification.

2nd. Valve tube equipment is much easier on x-ray tubes.

3rd. Valve tube equipment cannot get out of adjustment since there are

no mechanical or moving parts. It is always the same in efficiency

day after day.

4th. Valve tube equipment produces no effluve—therefore no nauseating

odors to distress either patients or operators.

5th. Valve tube equipment is absolutely silent in operation—hence the

ideal equipment for the hospital where silence is most desirable.

The sales of Wappler Valve Tube X-Ray equipment have increased over 200% during

the past year—so that today, after only 5 years of use, practically all the leading institutions

and radiologists of America are either now using or contemplating the installation of this

modern x-ray equipment.

If you are contemplating the installation of x-ray apparatus—either in private office or

hospital—-you should secure reliable first hand information from users of Wappler Valve

Tube machines. You will be amazed and enlightened by the replies you receive. And

remember—

•

The user of Valve Tube apparatus is COMPETENT to give you an opinion—he has

used both types—mechanical and valve tube.

But the user of mechanical apparatus has never used anything else—so how could he be

expected to know the difference?

Catalogs and lists of users gladly mailed free on request.

SHAW SUPPLY CO., Inc.
SEATTLE TACOMA PORTLAND
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE. OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.
Patients are fully educated in the prophylaxis of tuberculosis anj its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat-

ment of pulmonary

tuberculosis, includ-

ing thorocoplasty, in-

trapleural pneumoly-

sis by the Jacobaeus

method, phrenicot-

omy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON, and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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We suggest you also test C.ilcreose Tab-

lets in the treatment ofyour elderly patients

troubled with frequent and burning urina-

tion .... 2 tablets 4 times daily. Liberal

sample oi Tablets and Syrup gratis. The

jMaltble Chemical Co.. Newark, N. J.

’T'HE foundation

of Calcrcose is

creosote — ob-

t,iined irom the

wood of selected

trees.

iiicrcose

Tablets
Calcreose

4 grs.

EacK Tablet Cal-

creose 4 grams,
contains 2 grains

pure creosote
combined ^^’ith

bjdrated calcium

oxide. The full

expectorant ac-

tion of creosote is

provided in a form

which patients
will tolerate.

Compound
Syrup of
Calcreose

Available for the
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tasty,

svrup

nauseate

lluid

ing

tion, 160

cohol,

mately 3
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Accepted by the Council of Pharmacy and Chemistry of American Medical Association

Annual Inspection of the Hollis-

ter-Stier Laboratories has been
made the past several years by the

Director of the Hygenic Labora-

tory in Washington, D. C. His

stamp of approval (U. S. Govern-

ment License No. 91 ) on all of

our products is assurance that they

are produced under the most ac-

curate and scientific methods.

Corner of Laboratories

What This Means to You in the

Treatment
Hollister-Stier pollen test and treatment

sets can be used with the absolute assurance

that they are the best that can be procured.

For seven years our Botanists have made

intensive field surveys of the Northwest

—

classifying it into 13 districts (according to

the prevalent wind-pollenated plants) . Hol-

lister-Stier individualized pollen treatments

are prepared under the most scrupulous

of Hayfever
laboratory control from the local pollens

collected in each of the 13 districts.

The 90% of satisfactory results obtained

in treating Hayfever with Hollister-Stier

Pollen Antigens, as reported by over 500

doctors in the Northwest, is the result of

the scrupulous accuracy which is constantly

observed in the preparation of our treat-

ments and which makes them outstanding

in their effectiveness.

A Survey of the Hayfever plants in your district,

and full directions for using Hollister-Stier Test and
Treatment Sets are yours for the asking. Write for them.

H ollis xer- S xier
I. A B ORAXORIES
Govt. License No. 91. We Specialize in Hayfever Pollens of the Northnest

476-481 Paulsen Medical and Dental Bldg. SPOKANE, WASH.

1



NORTHWEST MEDICINE ADVERTISER

(QUADREX)

WAPPLCR

Firland Tuberculosis HospitaESeattle

INSTALLS

Complete WAPPLER Valve 'Tube

X'Ray Outfit

This installation is one of the most conve-

nient and practical X-Ray Laboratories in

the country. If you wish to see truly beauti-

ful radiographs of the chest, you should

visit this institution.

Valve tube machines are rapidly displacing

the noisy mechanically rectified units in all

parts of the world.

Allow us to mail you

descriptive literature

Shaw Supply Co., Inc.

SEATTLE V TACOMA y PORTLAND "Quadrex” Transformer

(4 Valve Tubes)
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE, OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.
Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat*

ment of pulmonary

tuberculosis, includ*

ing thorocoplasty, in-

trapleural pneumoly-

sis by the Jacobaeus

method. phrenicot-

omy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON, and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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GALCREOSE—calcium creosotate

— is a mixture containing in loose

chemical combination approxi-

mately equal weights of creosote and lime

and provides a form of creosote which

patients will tolerate.

Calcreose is not only a stimulant expectorant in

bronchitis and of value in the treatment of

tuberculosis, but is also of value as a urinary anti

septic in frequent and burning urination and as an V
intestinal antiseptic in enteritis and similar disturbances.

Write us today for the complimentary package which is

illustrated above.

CHEMICAL RESEARCHES
Fellowship

Chemical researches on creosote were carried on
under the 1928-29 Maltbie Chemical Company
Fellowship for Creosote Research in the Chemical
Department of Princeton University.

PHARMACOLOGICAL RESEARCHES
Fellowship

Laboratory tests to establish the relative efficiency

of creosote, guaiacol, and other creosote con-
stituents are now under way at the Philadelphia

Collese of Pharmacy and Science.

MALTBIE CHEMICAL COMPANY •• NEWARK’ NEWJERSEY
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The Pediatrician’s Formula

The first suggestion for the prepara-

tion of Mead’s Dextri-Maltose came
from pediatricians. Naturally, their

preference for this particular form of

carbohydrate is back of its very con-

ception. Dextri-Maltose brings moth-
ers with their babies back to your
office, not only because of its clinical

results, but because it satisfies the

mother that her baby is receiving

individual attention—that it is get-

ting “a formula”.

From your viewpoint, this mother-
psychology is all the more an import-

ant point of medical economics, be-

cause there are no feeding directions

or descriptive circulars in the pack-

ages of Dextri-Maltose. It is truly the

doctor’s formula.

DEXTRI-MALTOSE NOS 1, 2 AND 3. SUPPLIED IN 1-LB AND
5-LB TINS AT DRUGGISTS S.AMPLES AND LITERATURE ON
REQUEST. MEAD JOHNSON 6c CO , EVANSVILLE. IND USA

Dextri-Maltose for

Modifying Lactic Acid Milk

In using lactic acid milk for feeding

infants, physicians find Dextri-

Maltose the carbohydrate of choice;

To begin with, Dextri-Maltose is a

bacteriologically clean product, un-

attractive to flies, dirt, etc. It is dry,

and easy to measure accurately.

Moreover, Dextri-Maltose is prepared

primarily for infant - feeding pur-

poses by a natural diastatic action.

Finally, Dextri-Maltose is never ad-

vertised to the public but only to the

physician, prescribed by him ac-

cording to the individual require-

ments of each baby.

DEXTRI-MALTOSE NOS 1. 2 AND 3. SUPPLIED IN 1-LB AND
5-LB TINS AT DRUGGISTS SAMPLES AND LITERATURE ON
REQUEST, MEAD JOHNSON &. CO .

EVANSVILLE. IND.. U S A

Because have changed the name

of the American pioneer

standardized activated

ergosterol, from Acterol

to Mead’s Viosterol in Oil,

100 D, it is important that

our medical friends who

know the rich laboratory

and clinical background of

Acterol specify MEAD’S
Viosterol in order to get

the same identical product.

MEAD JOHNSON & CO., EVANSVnLLE, IND.

MEAD’S VIOSTEROL, :

COUNCIL-ACCEPTED
Licensed by Wisconsin !

Alumni Research Founda- 1

tion. Supplied in 5 cc. and

so cc. bottles with stand-

ardized droppier. Patients

will find the large size

econdmical. Due to the

recent change in name, it

isnownecessary to specify

Mead’s, to get the Ameri-

can pioneer product.

FOR RICKETS, TETANY
AND OSTEOMALACIA.’

2



Firland Tuberculosis Sanatorium Seattle

NO NOISE NO ODORS NO RADIO INTERFERENCE

in this modern X-Ray laboratory at Firland

Because it is equipped with a

WAPPLER QUADREX (Valve Tube) Installation
Routine chest radiographs are made In l/20th second—at 6 feet distance with perfect

uniformity of results.

Control Room

This uniformity of results is due to the
fact that there is NO VOLTAGE DROP
in a valve tube machine—when the cur-

rent thru X-Ray tube is increased. "Volt-
age drop” is common to all mechanically
rectified X-Ray machines, and is respon-
sible for most of the "failures.”

Wappler Valve Tube X-Ray apparatus
is like the ’^straight eight” compared to old
four-cylinder cars.

You can’t know what modern X-Ray
equipment really is until you use a Wap-
pler valve tube machine.

Write for catalog—free on request.

Shaw Supply Co., Inc.
SEATTLE / TACOMA y PORTLAND

"Quadrex” Transformer

(4 Valve Tubes)
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City OflSce, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE, OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.

Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat-

ment of pulmonary

tuberculosis, includ-

ing thorocoplasty. in-

trapleural pneumoly-

sis by the Jacobaeus

method. phrenicot-

omy. etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON, and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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Galcreose—calcium crcosotate

— is a mixture containins in loose

chemical combination approxi-

mately equal weights of creosote and lime

and provides a form of creosote which

patients will tolerate.

Galcreose is not only a stimulant expectorant in

bronchitis and of value in the treatment of

tuberculosis, but is also of value as a urinary anti*

septic in frequent and burning urination and as an
intestinal antiseptic in enteritis and similar disturbances.

Write ts today for the complimentary package which is

illustrated above.

CHEMICAL RESEARCHES
Fellowship

Chemical researches on creosote were carried on
under the 1928-29 Maltbie Chemical Company
Fellowship for Creosote Research in the Chemical
Department of Princeton University.

PHARMACOLOGICAL RESEARCHES
Fellowship

Laboratory tests to establish the relative efficiency

of creosote, guaiacol, and other creosote con-
stituents are now under way at the Philadelphia

Collese of Pharmacy and Science.

MALTBIE CHEMICAL COMPANY - NEWARK’ NEWJERSEY
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Summer Outdoor Activity

Greatly Increases Tetanus Cases

Tktaxus occurs in every

month of the year, but the

danger is greatly increased dur-

ing tlie warm months. Outdoor

activity increases exposure to

injury, and thus increases the

number of burns, lacerations,

punctures from splinters and

nails, and cuts, abrasions and

fractures. Exposure of any wound
to street dirt or garden soil may
be followed by tetanus infection.

The burns which children sustain

from fireworks during Fourth of

July celebrations also cause many
cases of tetanus.

Tetanus Antitoxin Squibb is

small in bulk, low in total solids

and high in potency, yet of a

fluidity that permits rapid ab-

sorption. It is remarkably free

from reaction-producing proteins.

Tetanus Antitoxin is unquestion-

ably the surest preventive of

tetanus.

Tetanus Antitoxin Squibb for

])rophylactic use is supplied iu

vials or syringes containing l.oOO

units. Curative doses are mar-

keted in syringes containing

5,000, 10,000 and 20,000 units.

OTHER ANTITOXINS

1. Erysipelas Antitoxin
Squibb.

Reduces the patient’s

period of disability by more

than 50%. This widely used

product is prepared accord-

ing to the principles of Dr.

Konrad E. Birkhaug. Sup-

plied in concentrated form

for therapeutic use only.

2. Scarlet Fever Antitoxin

Squibb.

Prepared under license

from the Scarlet Fever Com-

mittee, and supplied in con-

centrated form only. Avail-

able for prophylactic use,

and therapeutic use. The

therapeutic dose docs not

exceed 10 cc. in volume.

3. Diphtheria Antitoxin
Squibb.

Isotonic with the blood.

Especially treated to reduce

the percentage of total solids

and the danger of anaphy-

laxis and scrum .sickness to

a minimum. Marketed in

aseptic syringes varying in

do.sage from 1,000 to 20,000

units.

Write to the P.'-ofcssional Service Department for literature

E R;Squibb 5l Sons. NewYork
MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858.
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UPON RETURNING from

a Three Months Trip

to EUROPE
Miss Edna Christofferson, a prominent radio-

grapher of Portland, immediately and of her own

initiative came into our establishment and placed

an order for a

WAPPLER VALVE TUBE

X.RAY OUTFIT

Miss Christofferson said:

"Everything in Germany now is Valve Tube

equipment. I attended the great annual Roent-

gen Congress in Berlin where I saw more X-Ray

apparatus and appliances than I ever thought ex-

isted. All the X-Ray machines were of the Valve

Tube variety and there were no mechanically rectified machines whatever on exhibition. I

determined to install this modern type of equipment immediately upon my return home. I

can see now that Valve Tube equipment is the machine of the future and that this country

will soon totally discard mechanically rectified apparatus, just as Europe has already done.”

Miss Christofferson has conducted an X-Rav laboratory and school for technicians in Port-

land for many years. Incidentally also, she is the champion woman pistol shot of America.

Let us consult with you regarding your X-Ray requirements

SHAW SUPPLY CO., Inc.

SEATTLE TACOMA PORTLAND

N.B.—Those wishing to obtain instruction in X-Ray technique should address

Miss Edna Christofferson, Morgan Bldg., Portland, Ore.

*
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City OflSce, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE. OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.
Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.
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The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat*

ment of pulmonary

tuberculosis, includ*

ing thorocoplasty, in-

trapleural pneumoly-

sis by the Jacobaeus

method, phrenicot-

omy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON, and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON. Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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THE EVIDENCE WHICH

SUPPORTS OUR CLAIMS

BELIEVING THAT THERE IS NOTHING QUITE SO CONVINCING AS

WOULD LIKE TO SEND EVERY INTERESTED PHYSICIAN A COMPLIME
AS FOLLOWS:

Simply ask

100 TABLETS CALCREOSE 4 GRAINS, A TUBE OF EPHEDRINE NASAL JELLY-MALTBIE

and complete information on these two popular prescription products

Remember, Calcreose is not only a stimulant

^
expectorant in bronchitis and of value in

tuberculosis, but is also of value as a urinary

antiseptic in frequent and burning urination and as

an intestinal antiseptic in enteritis and similar dis-

turbances.

Calcreose—calcium creosotate— is a mixture con-

taining in loose chemical combination approxi-

mately equal weights of creosote and lime and pro-

vides a form of creosote which patients will tolerate.

Ephedrine Nasal Jelly-Maltbie is a preparation for

local relief of “colds", hay fever and conditions

involving congestion of the nasal passages. It con-

tains ephedrine sulphate one per cent, menthol

one-fourth of one per cent and sodium benzoate

one-half '<f one per cent, in a special, bland base.

Supplied in plain collapsible tubes—no printing.

Each tube comes in blank carton with removable

wrapper. A special nasal tip attachment permits

convenient administration.

MALTBIE CHEMICAL COMPANY, Newark, New Jersey
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Try It For 30 Days
—at Our Expense

BACILLUS ACIDOPHILUS IS

MOST EFFECTIVE WHEN TAKEN
IN CONJUNCTION WITH

LACTOSE.DEXTROSE
MIXTURE

hi a recent experimental study of a series

of intestinal cases of Acidophilus therapy, it

was found that Acidophilus cultures alone

were not effectire in modifying the intestinal

flora. It was also found that Lactose in easily

tolerated doses was not effective in bringing

about this change. But where Acidophilus

cultures and Lactose were used together only

one case in this series failed to show a satis-

factory implantation of Bacillus Acidophilus

in the bowel.

A >1AV COMHINATIOA PAC KAOE
Hollister-Stier new combination

package which contains one 8-ounce

bottle of a pure viable culture of

bacillus acidophilus and one 2-ounce

package of lactose-dextrose mixture

offer the most convenient and effec-

tive means of treating these cases.

The cultures are recently isolated from

the human intestinal tract. They are al-

ways made fresh and are shipped prompt-

ly, retaining as near as possible the full

strength of the viable organisms and to

maintain this freshness—even over a 30-

day period—one combination package is

sent direct to your patient every five

days.

TliV A :J()-1)AV TliKATMKNT AT OUR KX1»KXSK

H ollis tfr- S tibr
L A B O R A X O R 1 L S

Govt. License No, 91. We Specialize in Hayfever Pollens of the Northwest

476-481 Paulsen Medical and Dental Bldg. SPOKANE, WASH.
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Announcement—

Westinghouse Enters
The X'Ray Field

The Westinghouse organization has joined hands with Wapplet in the further

development of X-Ray equipment. This is big news in the world and pre-

sages great things for the future. It is significant that Westinghouse should choose

to affiliate with Wappler Electric Co., and is conclusive evidence of the command-
ing position which Wappler X-Ray holds over all other types.

The Westinghouse Research laboratories are now placed at the service of all

Wappler users and together with the research department of the Wappler Com-
pany, combine to make the greatest laboratory for the development of the science

of Roentgenology in the world.

The commanding position which the Wappler Electric Co. has attained during

thirty-three years of successful progress aroused the interest of the Westinghouse

engineers with the result above stated.

The last five years especially, during which the Wappler Company developed

and perfected the Valve Tube System of rectification which has swept all mechan-

ically rectified types into obsolesence, will go down in scientific history as the period

when X-Ray apparatus was freed from the bondage and limitations of mechanics,

and liberated into the sphere of pure electrical engineering. An electrical job is

done, in a Wappler Valve Tube X-Ray machine, as it should have been done

—

viz.., by electrical means, instead of the hybrid method of a combination of elec-

trical and mechanical means. Westinghouse has been quick to grasp the significance

of Wapplet’s great accomplishment.

We rejoice with all Wappler users in this epoch-making news.

And to those who have not yet joined the ranks of Wappler users, we extend

a most cordial invitation to investigate. Write for the booklet "WHY VALVE
TUBE"—free on request.

SHAW SUPPLY CO., Inc.

Sole Agents for 25 Years Serving

Wappler Electric Co., Inc., the Medical and Hospital

affiliated with Professions of the Northwest

Westinghouse X-Ray Co., Inc. 1905-1930

SEATTLE TACOMA PORTLAND
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Laurel Beach Sanatorium -- Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE. OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates arranged
to cover cost of maintenance only.
Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation between
physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

Surgery provides

the institution with

the most modern

facilities for carrying

out every phase of

the surgical treat*

ment of pulmonary

tuberculosis, includ-

ing thorocoplasty, in-

trapleural pneumoly-

sis by the Jacobaeus

method, phrenicot-

omy, etc.

‘:Agqr6ss all communications to the Medical Directors

DR. RAY W. MATSON, DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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THE EVIDENCE WHICH

SUPPORTS OUR CLAIMS
r,atRio,,vT
MEDICAL I

I ASSN. I

Simply

for,

BELIEVING THAT THERE IS NOTHING QUITE SO CONVINCING AS AN ACTU

WOULD LIKE TO SEND EVERY INTERESTED PHYSICIAN A COMPLIMENTARY PACKA
AS FOLLOWS:

100 TABLETS CALCREOSE 4 GRAINS, A TUBE OF EPHEDRINE NASAL JELLY-MALTBIE

and complete information on these two popular prescription products

Remember, Calcreose is not only a stimulant

expectorant in bronchitis and of value in

tuberculosis, but is also of value as a urinary

antiseptic in frequent and burning urination and as

an intestinal antiseptic in enteritis and similar dis-

turbances.

Calcreose—calcium creosotate—is a mixture con-

taining in loose chemical combination approxi-

mately equal weights of creosote and lime and pro-

vides a form of creosote which patients will tolerate.

Ephedrine Nasal Jelly-Maltbie is a preparation for

local relief of “colds", hay Fever and conditions

involving congestion of the nasal passages. It con-

tains ephedrine sulphate one per cent, menthol

one-fourth of one per cent and sodium benzoate

one-half one per cent, in a special, bland base.

Supplied in plain collapsible tubes—no printing.

Each tube comes in blank carton with removable

wrapper. A special nasal tip attachment permits

convenient administration.

MALTBIE CHEMICAL COMPANY, Newark, New Jersey
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You Physicians Who Play Golf,

You Know There*s a Club for Every Stroke

Dextri-Maltose No. 1 (with

2% sodium chloride), for nor-

mal babies. Dextri-Maltose

No. 2 (plain, salt free), for

salt modifications by the phy-

sician. Dextri-Maltose No. 3

(with 3% potassium bicarbon-

ate), for constipated babies.

“Dextri-Maltose With V’ita-

min B” is now available for

its appetite-and-growth-stim-

ulating properties. Samples

on request.

/q^LMOST any player can swing around the course

^ with a single club, dubbing drives, lifting fair-

way sods and bringing home a century mark or more

for the final §core. But the finished golfer needs a

club for every shot— a studied judgment of approach

or putt before the club is selected.

Similarly in artificial infant feeding. For the normal

infant, you prefer cow’s milk dilutions. For the

athreptic or vomiting baby, you choose lactic acid

milk. When there is diarrhea or marasmus, you decide

upon protein milk. In certain other situations, your

judgment is evaporated milk.

Dextri-Maltose is the carbohydrate of your choice for

balancing all of the above “strokes” or formulae and

aptly may be compared with the nice balance offered

the experienced player, by matched clubs.

To each type of formula (be it fresh cow’s milk,

lactic acid milk, protein milk, evaporated or powdered

milk), Dextri-Maltose figuratively and literally supplies

the nicely matched balance that gets results*

MEAD JOHNSON & COMPANY, Evansville, Ind., U.S.A.'
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Announcement—
We are happy to announce that we have just been appointed exclusive distributors

in the Northwest for

KELLEY'KOETT
X'RAY Equipment

The ”Keleket” line of apparatus is one of the largest and finest in the world

and has been used exclusively for years by the Mayo Clinic and many other prom-

inent institutions.

We shall continue to service all of our Wappler users in the future as in the

past. This break in our relations with the Wappler Company is the result of the

merger effected with the Westinghouse interests. We refused the contract offered

us by the new company for the reason that we felt we could serve the best interests

of both our customers and ourselves by representing independent manufacturers.

The Keleket line embraces a complete line of Valve Tube apparatus, so that

we shall continue to supply our customers with this most modern type of apparatus,

in addition to the most complete line of mechanically rectified transformers on the

market.

Mr. Wilbur S. Werner, the engineer of the Keleket company, is regarded as

the "best engineer in the X-Ray industry.”

To be brief—this change is a change in factory alliances only—and we regard

the Kelley-Koett line the equal if not the superior of any line of X-Ray apparatus

in the world today.

We solicit your continued patronage and inquiries, and assure you of our cus-

tomary prompt and courteous attention.

Write for bulletin descriptive of the Keleket Stabilized

Valve Tube Rectified Transformer, the supreme

achievement of the age.

SHAW SUPPLY CO., Inc.

Surgical and Hospital Supplies

SEATTLE TACOMA PORTLAND
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Laurel Beach Sanatorium— Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE, OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates
arranged to cover cost of maintenance only.

Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation be-
tween physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

S u r gery provides

the institution with

the most modern
facilities for carry-

ing out every
phase of the sur-

gical treatment of

pulmonary t u ber-

culosis, including

thorocoplasty. in-

trapleural p n e u-

molysis by the
Jacobaeus method,

phrenicotomy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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MY KINGDOM FOR A HORSE
you NEED NOT BE UNPREPAREDk^EN A CASE COMES, IN

WHICH ANY OF THE FOLLOWINQ'aRRINDICATED, IF YOU WILL
ACCEPT OUR CLINI^l!;TjyAL OFFER.

You will receive a liberal supply of Tab^ts'ttalcli^ose 4 Grs., Compound Syrup of Calcreose

and Ephedrine Nasal Jelly—M^l^i^^gether with complete information.

'I, '
la./ Chloroform, approximately 3 mins./

Id Cherry Bark, 20 grs./ Peppermint,
TABLETS CALCREOS^
the full expectorant acti^ brcfeosote in a

, i r
form which patients tolerate. Each^ablet is

jAijpmatics and Syrup, q.s.

equivalent to 2 grains of creo^te corhbined ' EPHEDRINE NASAL JELLY—Maltbie

with hydrated calcium oxide./

COMPOUND SYRUP OF
is a tasty, effective cough sy

not nauseate. Each fluid oa
Calcreose Solution, 160 minR^

preparation for the local relief of

ids" and conditions involving conges-

^tiori\ of the nasal passages. It contains

^phedrine Sulphate, 1%; Menthol, J4%;
Sddi^m Benzoate, 3^%/ in a special bland

base. Supplied in plain tube with nasal tip.

RETURN THIS PORTION OF ADVERTISEME^WITH ANYTHING SHOWING
YOUR NAME AND ADDRESS AND THE COMPLIMENTARY

PACKAGE WILL BE SENT TO "^.U AT ONCE.

THE MALTBIE CHEMICAL COMPANY, Newark, N. J.
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teBTnqlReTRIIiR fyUK

I I I D QU I D D
CARBOHYI>RATf„POOBS*MfET,eVIRY NEED

SQUIBB VITAVOSE

A palatable maltose-dextrin prep-

aration, containing approximate-

ly 78 per cent carbohydrates . . .

exceedingly rich in Vitamin B
and assimilable iron salts . . .

stimulates the appetite . . . for

modification of milk in infant

feeding and as a diet supplement.

SQUIBB DEXTRO-VITAVOSE

Vitavose modified to contain a

larger proportion (96 per cent)

of carbohydrates, chiefly dex-

trose . . . specially adapted to

the modification of milk for very

young infants, particularly those

predisposed to digestive dis-

turbances.

SQUIBB DEXTROSE

An immediately absorbable car-

bohydrate of U. S. P. X purity.

For the nutrition of infants and

invalids . . . May be adminis-

tered orally, in nutrient enemas,

or used intravenously, subcuta-

neously and intraperitoneally

after proper preparation and

sterilization of solution.

{For Literature write to Professional Service Dept.)

E R: Squibb &. Sons. NewYork
MAN IIFACTD RING CHEMISTS TO THE MEDICAL PROFESSION SINCE I8S8
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We Chose More Wisely
Than We Knew

When We Announced Thirty Days Ago That We Had Adopted

the KELLEY-KOETT Line of X-Ray Equipment

During the past thirty days we have learned a lot— and most important of

all is the fact that wherever KELEKET X-ray machines have sales and service

representation they dominate the field.

Five of our men spent a week in San Francisco and the Bay region where all

makes of machines are sold. They found that 12 major X-ray installations have

been sold in the Bay cities during the past year— and 10 of these installations

were KELEKET equipment complete.

The KELEKET VALVE TUBE machines surpass all other valve tube machines

on the market. The reason is found in the fact that KELEKET has incorporated

an automatic stabilizer in the filament circuit of the valve tubes, so that there is

no appreciable fluctuation of kilo-voltage whether high or low current output is

used. Exposures utilizing 400 M.A. are ordinary procedure in many of the offices.

Dr. Chamberlain of Stanford Lane Hospital, an outstanding authority on

X-ray physics, has just purchased six of the KELEKET 4-valve machines for his

new laboratory.

The KELEKET valve tube machine, unlike others, can be calibrated by the

sphere gap or spark gap method.

SAN FRANCISCO is Vahe Tube Minded. It is more— it is KELEKET-
minded.

Write for pamphlet giving full description of the KELEKET Valve Tube X-ray

machines.

SHAW SUPPLY CO., Inc.

Surgical and Hospital Supplies

SEATTLE TACOMA PORTLAND
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Laurel Beach Sanatorium— Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE, OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNQER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates
arranged to cover cost of maintenance only.

Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation be-
tween physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

S u r gery provides

the institution with

the most modem
facilities for carry-

ing out every
phase of the sur-

gical treatment of

pulmonary t u ber-

culosis, including

thorocoplasty. in-

trapleural p n e u-

molysis by the
Jacobaeus method,

phrenicotomy, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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The Modification of Powdered Milks

Governed by the Same Rules

as Cow’s Milk

WTien physicians are confronted
with undependable fresh milk sup-
plies in feeding infants, it is well to

consider the use of reliable powdered
whole milks such as Mead’s or the
well-known Klim brand. Such milk
is safe, of standard composition, and
is easily reliquefied.

Under these conditions, Dextri-
Maltose is the physician’s carbohy-
drate of choice just as it is when fresh

cow’s milk is employed.

The best method to follow is first to

restore the powdered milk in the pro-

portion of one ounce of milk to seven

ounces of water, and then to proceed

building up the formula as usual.

DEXTRI MALTOSE NOS 1. 2 AND 3. SUPPLIED IN I-LB AND
S-LB TINS AT DRUGGISTS SAMPLES AND LITERATURE ON
REQUEST. MEAD JOHNSON & CO , EVANSVILLE. IND , USA

—In Rickets, Tetany and Osteomalacia—

AMERICAN PiONCCR STANDaROiZEO activatco crco$tcrow

@ The clinical experience which
safely settled the question of

activated ergosterol dosage was
obtained under fellowships es-

tablished by Mead Johnson &
Co., at five leading universities.

This rich experience is behind
every bottle of Mead’s Viosterol

in Oil, 100 D (originally Acter-

ol)—the American Pioneer—
Council-accepted.

Specify the American Pioneer Product

—

MEAD’S Viosterol in Oil, 100D—

—

Mead Johnson & Co., Evansville, Indiana

The PHYSICIAN’S POLICY is MEAD’S POLICY

Besides producing dependable Infant Diet Materials such as Dextri-Maltose,

and maintaining a model laboratory devoted exclusively to research. Mead
Johnson & Company for years have been rendering physicians distinguished

service by rigidly adhering to their well-known policy, namely:

“Mead’s Infant Diet Materials are advertised only to physicians.

No feeding directions accompany trade packages. Information in

regard to feeding is supplied to the mother by written instructions

from her doctor who changes the feedings from time to time to meet
the nutritional requirements of the growing infant. Literature is

furnished only to physicians.”

Every physician would do well to bear in mind that in this commercial

age, here is one firm that instead of exploiting the medical profession, lends

its powerful influence to promote the best interests of the medical profes-

'Wm it so ably serves.
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2X^Ray Machines inX

This KELEKET Mobile Unit is an ideal X-Ray machine for the general prac-

titioner. A beautifully finished 5-30 cabinet machine for the office or hospital, and

possessing the great advantage of being able to lift out the transformer with its

conrols and meters all in one assembly—for transporting to patient’s bedside in

emergency cases. No other equipment on the market offers such unique advantages.

A compact portable tube stand is supplied for "portable work.”

Write us for illustrated descriptive pamphlet

SHAW SUPPLY CO., Inc.
Sole Distributors in the Northwest for Kelley-Koett Mfg. Co.

SEATTLE TACOMA PORTLAND

A
Mobile Unit

for the

Office

or

Hospital

The transformer

delivers full 30
M.A. — which is

adequate for diag-

nostic cases.

A
Portable

Unit

The transformer

and control may be

easily lifted out of

the cabinet and car-

ried to patient’s
bedside.

Beautifully finished

in hand-polished ma-
hogany case, large
rubber tired wheels,
full nickel-plated tube
stand, Coolidge tube,

etc.
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Laurel Beach Sanatorium— Seattle

A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE. OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates
arranged to cover cost of maintenance only.

Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation be-
tween physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

I

•Address all communications to the Medical Directors

The completion of

the A. L. Mills

S u r gery provides

the institution w'ith

the most modern
facilities for carry-

ing out every
phase of the sur-

gical treatment of

pulmonary t u ber-

culosis, including

thorocoplasty. in-

trapleural p n e u-

molysis by the
Jacobaeus method,

phrenicotomy, etc.

DR. RAY W. MATSON and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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PHYSICIAN READERS of this journal who
HAVE DESIRED TO MAKE A “WIDER THAN MERE SAMPLE TEST” OF THE

FOLLOWING “COUNCIL ACCEPTED" PREPARATIONS ARE NOW GIVEN A
WORTHWHILE OPPORTUNITY IN OUR INTRODUCTORY OFFER.

TABLETS CALCREOSE 4 GRS. provide COMPOUND SYRUP OF CALCREOSE
is a tasty, effective cousfi syrup that does

not nauseate. Each fluid ounce represents

Calcreose Solution, 160 mins.,- Alcohol, 24

mins.,- Chloroform,

mins./ Wild

Peppermint, Aj

full creosote medication in safe and ade-

quate dosase to produce beneficial results.

Sensitive stomachs tolerate Calcreose over

Iona periods. Each tablet is equivalent

to 2 srs. of creosote combined with

hydrated calcium oxide.

INTRODUCTORY OFFER
With your purchase of one thousand Tablets Calcreose 4 grs., price $:

datins, we will include FREE one dozen 3 oz. Compound Syrup of

'

equipped with blank direction labels. You may return this portion of advertisement with your

name and full address on bottom marsin, if preferred.

THE MALTBIE CHEMICAL COMPANY, Newark, N. J.
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scarlet

f e u e r

can be
rjreuented

-they proved it at Clay and Berea

The effectiveness of Scarlet Fever im-

munization measures in the control of

epidemics was recently fully investi-

gated. Two epidemics, in Clay and

Berea, Kentucky, in 192.9, offered an

opportunity for thoroughly testing

the effectiveness of such measures. The
records of the control of these epi-

demics were published in the Kentucky
Medical Journal in November and
December, 192.9, and make one of the

most valuable and inspiring chapters

in the history of preventive medicine.

It has been proved without doubt
that with proper measures of immuni-
zation no susceptible person need have
Scarlet Fever. In both towns several

hundred Dick Tests were made, and

active measures for immunization
taken. In all of these tests, Squibb
Scarlet Fever Toxin was used.

Squibb Scarlet Fever Products are

manufactured under license from the

Scarlet Fever Committee, and samples

of every lot are submitted to it for

approval. They are as follows:

Scarlet Fever Toxin for the Dick
Test and for more permanent immuni-
zation; Scarlet Fever Antitoxin for

temporary prophylaxis and for treat-

ment.

For full information write Profes-

sional Service Dept., 745 Fifth Avenue,
New York.

E-R:Squibb & Sons
MANUE^P\)RINO 01EMISTS TO THE MEDICAL PROFESSION SINCE iSSft

2
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X-RAY MEN of International Repute

Pronounce the KELLEY -KOETT
VALVE TUBE X-RAY Apparatus the

Greatest Achievement in the X-Ray

Industry

The several recent sales of this new Keleket equipment to some of the most
renouned Roentgenologists of America, after exhaustive laboratory tests, fully
establish this fact. (The names of these men will be furnished on request.)

Shaw Supply Co., Inc.,

has consistently advocated

valve tube rectification for

five years past. The equip-

ment we have sold during

these years was good VALVE
TUBE apparatus. But we

can now state with equal

assurance, that the Kelley-

Koett line of valve tube rec-

tified apparatus is as super-

ior to other lines of valve

tube apparatus as the auto-

mobile is superior to the

horse-drawn vehicle for

transportation.

KELEKET has stabilized the valve tube filament circuit, so that the equipment may be
calibrated with sphere gap or spark gap. No other valve tube equipment possesses this most
valuable feature.

A complete line of KELEKET VALVE TUBE APPARATUS is available as follows:

Capacity
M.A. P.K.V.

Single Valve Radiographic 100 100
Four Valve Radiographic 400 125
Four Valve Radiographic and Therapy , 200 150
Four Valve Deep Therapy 15 230
Four Valve Deep Therapy... 32 230

All these machines are guaranteed to deliver the above capacities for continuous opera'
tion, and will actually test 25% above these capacities for momentary operation.

If considering the purchase of modern X-Ray equipment do not fail to

write for full detailed description of Keleket Valve Tube apparatus.
Free on request.

SHAW SUPPLY CO., Inc.
Sole Agents for the Northwest

SEATTLE TACOMA PORTLAND

A
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A private institution for medical and surgical treatment of Diseases of the Chest.

Situated in the southwest corner of the city on the Salt Water Beach.

DR. FREDERICK SLYFIELD DR. JOHN E. NELSON
City Office, Medical-Dental Building

PORTLAND OPEN AIR SANATORIUM
LOCATED AT MILWAUKIE, OREGON—SEVEN MILES FROM PORTLAND

NOT CONDUCTED UNDER THE PRIVATE OWNERSHIP OF MEDICAL STAFF
An institution built by private subscription of philanthropic individuals, and not conducted for financial gain. Rates
arranged to cover cost of maintenance only.

Patients are fully educated in the prophylaxis of tuberculosis and its modern treatment, thus facilitating cooperation be-
tween physician and patient after his return home.
Pneumothorax and Heliotherapy in selected cases.

The completion of

the A. L. Mills

S u r gery provides

the institution with

the most modern
facilities for carry-

ing out every
phase of the sur-

gical treatment of

pulmonary t u ber-

culosis, including

thorocoplasty. in-

trapleural p n e u-

molysis by the
Jacobaeus method,

phrenicotomv, etc.

Address all communications to the Medical Directors

DR. RAY W. MATSON and DR. MARR BISAILLON,
Medical Directors

DR. RALPH C. MATSON, Director Division of Thoracic Surgery

516 Medical Arts Building

PORTLAND, OREGON
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This Book is due on the last date stamped

below. No further preliminary notice

will be sent. Requests for renewals must
be made on or before the date of expiration.

each week or fraction of a week the book is

retained without the Library’s authorization.




